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Executive Summary
Key Objectives

The aim of this report was to identify and describe the perinatal mental health (PMH) pathways
within West Yorkshire Health and Care Partnership (WYHCP) NHS services. We obtained guidance
documentation for five midwifery and two health visiting (HV) services in West Yorkshire and
compared the PMH pathways across the region. We explored variation in structures and processes
that may have resulted in or exacerbated inequalities of identification and access for women.

The PMH pathway is the process by which women move through NHS services where PMH needs are
assessed and identified during points of routine contact with midwifery and health visiting services,
and referrals are made as appropriate, depending on the outcome of an assessment.

Key findings

The focus of the pathways is depression, postpartum psychosis and, to a lesser extent, anxiety,
which could mean poorer identification and access to PMH services by women with other PMH
conditions, such as anxiety disorders, eating disorders, tokophobia, and birth-related post-traumatic
stress disorder.

There are inconsistent recommendations for assessment measures. The nine item Patient Health
Questionnaire (PHQ-9) and seven-item Generalized Anxiety Disorder scale (GAD-7) are the most
widely recommended tools for further PMH assessment but there is some inconsistency, with some
Trusts recommending use of the Edinburgh Postnatal Depression Scale (EPDS) or the Hospital
Anxiety and Depression Scale (HADS) (which is not recommended by NICE). There is no mention of
using translated versions of tools in any guidelines. There are inconsistent thresholds and pathways
for the assessment tools. For example, the Leeds (multiagency — midwifery and health visiting; HV)
guidance has a lower threshold than in the Wakefield (HV) (Bradford District Care Foundation NHS
Trust) guidance, whilst Calderdale Hospitals NHS Foundation Trust (CHFT) do not provide any
thresholds. This risks inequalities in access to support by postcode.

All the guidance places an importance on clinical judgement in determining the classification of
women’s level of PMH need, particularly in assessing mild-moderate depression and anxiety and
determining the appropriate pathway (which service to refer to etc.). Where there are no or wider
thresholds for assessment tools, there may be greater emphasis on clinical judgement in decision-
making.

In Leeds, Bradford & Calderdale there are single point of access (SPA) referral pathways for PMH. In
MYHT, there are SPA services for Wakefield and Dewsbury but not across the whole Trust. However,
the organisations differ on the level of need at which the SPA referral is triggered: for CHFT, SPA is if
the woman'’s symptoms ‘significantly interfere with personal and social functioning’; in Bradford the
SPA is for mild-moderate/severe; and in Leeds SPA is for moderate/severe PMH. Referrals to other
services and voluntary and charitable sector (VCS) in midwifery pathways vary across areas, as do
their thresholds for referrals.

There is very little mention of considering or responding to the mental health needs of fathers, other
co-parents and partners. Leeds health visiting service is the only organisation to offer MH
assessment and (up to three) listening visits to both parents in the year after their child’s birth.
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Key recommendations

Guidance and pathways for PMH care across West Yorkshire are inconsistent and may result in

differences in the identification of PMH and access to support depending on where in West

Yorkshire women live. A review of the guidance (and a look at consistency or differences between

them and practices) could be beneficial for all organisations in the region. A shared guidance across

organisations, like the West Yorkshire and Harrogate Local Maternity System guidance that is

currently under development (and has been reviewed in this report with reference to our findings),

would ensure consistency if it includes our recommendations for consistency in:

1.

2.

Guidance to practitioners in midwifery and HV services

Which tools to use and what thresholds mean (what levels of need they indicate and the
corresponding referral pathways)

Approaches to depression and anxiety as well as to other PMH conditions (as conditions like
eating disorders and post-traumatic stress disorder are often omitted from PMH guidelines)

Approaches to make services inclusive
What services are available and how they work together
The availability of specialist PMH professionals

How to identify and support MH issues in fathers, other co-parents and partners and families
during the perinatal period
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Abbreviations and acronyms

AFT: Airedale NHS Foundation Trust

Ax.: Assessment

BDCFT: Bradford District Care NHS Foundation Trust

BTHFT: Bradford Teaching Hospitals NHS Foundation Trust

CAMHS: Child and Adolescent Mental Health Service

CHFT: Calderdale and Huddersfield NHS Foundation Trust

DIQ: Depression Identification Questions - two questions for identifying depression, formally known
as the Whooley questions.

EPDS: Edinburgh Postnatal Depression Scale (assessment of depression although contains an anxiety
subscale)

ESS-MMH pathway: Early Start Services Maternal Mental Health Pathway

GAD-7: Seven item Generalized Anxiety Disorder scale (assessment of anxiety)
GAD-2+1: Two item Generalized Anxiety Disorder scale (assessment of anxiety)
HADS: Hospital Anxiety and Depression Scale (assessment of depression and anxiety)
HDFT: Harrogate and District NHS Foundation Trust

HCP: Healthcare professional

Hist.: History

HV: Health visiting service

LCHT: Leeds Community Healthcare NHS Trust

Leeds guidance: The multiagency guidance document for Leeds midwifery and health visiting
services

LTHFT: Leeds Teaching Hospitals NHS Foundation Trust

LYPFT: Leeds and York Partnership NHS Foundation Trust

MH: Mental Health

MYHT: Mid Yorkshire Hospitals NHS Trust

Neg.: Negative

NICE: National Institute for Health and Care Excellence

PHQ-9: Nine item Patient Health Questionnaire (assessment of depression)

PMH: Perinatal mental health

Pos.: Positive

SMABS: Specialist Mother and Baby Mental Health Service hosted by BDCFT

SPA: single point of access

SWYPFT: South West Yorkshire Partnership NHS Foundation Trust

Urg.: Urgent

VCS: voluntary and community sector

WYH LMS: West Yorkshire and Harrogate Local Maternity System

WYHCP: West Yorkshire Health and Care Partnership
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1. Background

A recent systematic review Inequalities in identification and management of perinatal mental health
problems: A review of academic and local reports (Report 1) undertaken as part of this project
identified that, nationally, most women are asked about their mental health (MH) during the
perinatal period but there is variation in detection within particular groups of women, including
women from minority ethnic groups, women with little or no English and women with
socioeconomic disadvantage (Prady et al., 2021). This review suggested therefore that some women
experience greater challenges in the identification of, and access to treatment, for perinatal mental
health (PMH) concerns.

The aim of this report was to identify and describe the PMH pathways within West Yorkshire Health
and Care Partnership (WYHCP) NHS services. By comparing the pathways across the region, we
explored variation in structures and processes that may have resulted in or exacerbated inequalities
of identification and access for women. The LMS Maternity Perinatal Services Scoping Report (Jan-
Mar 2020) provided a foundation for the work in this report.

Our research was conducted in the same period that internal reviews of PMH services were being
conducted in West Yorkshire. We were able to access draft versions of the West Yorkshire &
Harrogate Local Maternity System (LMS) Perinatal Mental Health Guideline for Maternity Services
and West Yorkshire and Harrogate LMS Maternity Perinatal Services Scoping Report (for Jan-Mar
2020). In our report, we also discuss our findings and recommendations with reference to these
complementary reports.

2. Setting/location

In the West Yorkshire Health and Care Partnership (WYHCP) there are three specialist perinatal
mental health (PMH) services that provide support for women in the perinatal period: the Bradford
District Care NHS Foundation Trust (BDCFT) Specialist Mother and Baby Mental Health Service
(SMABS), the Leeds and York Partnership NHS Foundation Trust (LYPFT) Leeds PMH Service, and the
South West Yorkshire Partnership NHS Foundation Trust (SWYPFT) PMH Team. The geographical
areas covered by WYHCP and within the scope of our research are: Bradford District and Craven,
Calderdale, Kirklees, Leeds and Wakefield (Figure 1 shows all the midwifery and HV organisations in
this region). Harrogate is not included within the remit of the WYCHP so was not considered in this
report. In this report, we explore similarities and differences in the PMH pathways for these areas.


https://bdp.bradford.gov.uk/media/1332/connecting-people-and-place-for-better-health-and-wellbeing-a-joint-health-and-wellbeing-strategy-for-bradford-and-airedale-2018-23.pdf
https://www.calderdaleccg.nhs.uk/wp-content/uploads/2016/06/STP-A-Plan-Calderdale-final-1.pdf
http://www.kirklees.gov.uk/beta/delivering-services/pdf/kirklees-health-and-wellbeing-plan.pdf
http://inspiringchangeleeds.org/wp-content/uploads/2018/08/Health-and-Wellbeing-2016-2021-WEB.pdf
https://www.wakefieldccg.nhs.uk/fileadmin/site_setup/contentUploads/Corporate_documents/Wakefield_Health_and_Wellbeing_Board_Plan.pdf
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Figure 1. Map of midwifery and HV organisations in the WYHCP

Clinical Commissioning Group

Source: https://www.wypartnership.co.uk/publications/our-five-year-plan/five-year-plan-introduction

2.1 National Guidance for the PMH Pathway

‘PMH pathway’ is the term used to describe the prescribed process by which women move through
NHS services where PMH needs are assessed and identified during points of routine contact with
midwifery and health visiting (HV) services, and referrals are made as appropriate, depending on the


https://www.wypartnership.co.uk/publications/our-five-year-plan/five-year-plan-introduction
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outcome of an assessment. Urgent care and voluntary and community sector (VCS) services are
indicated, but not discussed in detail in this report.

For reference, we provide a summary of the national guidance on the PMH pathway issued by NICE
(National Institute for Health and Care Excellence (NICE), 2020).

Routine care should comprise:

e Seven to ten antenatal and two postnatal appointments with a midwife or doctor planned
by the midwifery service

e Four appointments should be offered by the health visiting service — one antenatally and
three postnatally: 1-2 weeks; 6-8 weeks; 9-12m

® One visit with the GP at 6-8 weeks after birth

NICE guidance on the identification and assessment of PMH:

a. Thereis a need for the identification, assessment and treatment of specific PMH conditions
and MH conditions experienced during the perinatal period, such as postnatal depression,
postpartum psychosis, anxiety and eating disorders, and tokophobia.

b. Clinicians should consider using MH identification tools at a woman’s first contact with
primary care, at the midwifery booking appointment and during the early postnatal period
(note we have underlined words in this report to emphasise where/how they differ).

c. Identification should include both prediction and detection elements, i.e. asking about
personal and family history of MH needs and assessment using the Depression
Identification Questions (DIQ; formally known as the Whooley questions) and validated
anxiety and depression assessment tools.

d. Assessment: the PHQ-9, GAD-7 and Edinburgh Postnatal Depression Scale (EPDS) are
recommended as tools for further assessment. The terms mild, moderate and severe
depression and mental illness are used but diagnostic indicators or assessment thresholds
for the different levels (i.e. mild to severe) are not defined and there is no guidance on
which services should be available, to which women, and at which thresholds.

e. PMH assessment tools scoring guidance (Table 1)

Table 1. PMH assessment tools recommended in clinical guideline 192 with the thresholds specified in
the tool manuals

Level of severity' PHQ-9 thresholds GAD-7 thresholds EPDS thresholds
Mild 5-9 5-9

Moderate/Major 10-14 10-14 >13

Severe >15 >15

1The levels of severity identified by each measure (not in the NICE guidance — see point D above) are not all
equivalent: the levels represented by the PHQ-9 and GAD-7 thresholds are: level 1, mild; level 2, moderate;
level 3, severe symptoms of depression (Kroenke, Spitzer and Williams, 2001; Spitzer et al., 2006). The EPDS
has a single threshold representing probable major depression, although different thresholds have been
recommended for antenatal (>15) versus postnatal (>13) identification (Cox, Holden and Sagovsky, 1987).
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3. Method

We first developed a template for visualisation of the PMH pathway, then adapted the template to
produce a tailored diagram for each organisation. We aimed to provide initial insight into procedures
established in midwifery and HV services, understand the levels of PMH defined in each
organisation, and map out the processes for identification and response to different levels at
universal contact points. To do this, we reviewed guidance documentation for each of the midwifery
and HV services in West Yorkshire; we obtained documentation originally collated to inform the LMS
Maternity Perinatal Services Scoping Report (For Period January to March 2020, Draft May 2020) and
supplemented this where possible (Appendix 1 - details of the source documents). Publication dates
varied and ranged from 2015-2020.

A number of organisations were in the process of reconsidering pathways and implementing
changes, while also operating differently due to the COVID-19 pandemic. Pathways outlined here
refer to services as they were before changes were implemented, and while operating in the pre-
pandemic context.

Through the same process, we also aimed to create comprehensive charts of all statutory (primary
and secondary care), specialist, and VCS services available to support women with PMH needs in
each area. We hoped to illustrate the number and variety of services available to women, the level
of need for which each service was appropriate and the relationships between services, highlighting
referral pathways and joint working where multidisciplinary team or interagency collaboration is
common. The guidance documents provided limited insight into eligibility for each service, and little
information on the relationships between services. Accordingly, most of the information presented
was gained from independent research and discussions with key stakeholders. Our findings reflect
inconsistencies within and between the print guidance for midwifery and HV services in West
Yorkshire. We cannot comment on the extent to which the guidance and clinical practice may differ.

3.1 Template

We constructed a template (Figure 2) for a visualised PMH pathway that was used as a foundation to
build from for each midwifery and HV service. The template was informed by:

® The ‘Key priorities for implementation’ outlined in the NICE document Antenatal and
postnatal mental health: clinical management and service guidance (National Institute for
Health and Care Excellence (NICE), 2020);

e Tool-specific scoring guidance issued for the GAD-7 and PHQ-9 (Spitzer et al., 2006; Kroenke
et al., 2001), which were found to be the most commonly used assessments in this region
and are recommended for use in the NICE guidance;

e The stepped care model for the treatment of PMH needs, chiefly outlined in the NICE
Guidance on clinical management and service guidance for antenatal and postnatal mental
health ((National Institute for Health and Care Excellence, 2011; National Institute for Health
and Care Excellence (NICE), 2020);

e Red flags for the identification of severe/critical PMH needs (National Institute for Health
and Care Excellence, 2011).

Specifically, the inclusion of assessment tools is directly as advised in the NICE clinical guidance. The
levels are derived from the guidance for the assessment tools, and the descriptive labels for each
level and treatment responses are taken from the NICE stepped care model.
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Figure 2. Template for visualisation of the pathway for identification of PMH concerns and referral to

treatment and support.

The figure illustrates the key components of the NICE recommended approach for identifying a

woman’s level of PMH need at each contact, conducted by both midwifery and HV services during

the perinatal period. These processes should be repeated multiple times by both services. It

highlights when further assessment or specialist referral may be expected, for example if a woman is

identified as having previous or current, known MH needs, or is identified as having emerging MH

needs with use of detection tools or additional assessments.

For this report, we have attempted to categorise PMH concerns into four distinct levels of PMH

symptoms with corresponding pathways for treatment and support. Levels of PMH symptoms

defined in the template were based around the categories associated with PHQ-9 and GAD-7 scores

(described in the manuals — see Table 1). Further to the levels in the assessment tool manuals, we

10
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have included Level 4 - critical, as distinct from severe symptoms to reflect situations in practice
where healthcare professionals (HCP) should respond urgently to MH needs, frequently described as
red flag scenarios or symptoms. The corresponding treatment and support pathways map onto the
NICE guidance for stepped or tiered care models for PMH treatment:

e Level 1: mild symptoms - additional monitoring required, primary care support (i.e. via GP
and HVs)

e Level 2: moderate symptoms, evidence of functional impairment - non-urgent referral to
support services: primary care support with additional clinical psychological support options
(i.e. GP, HVs, community and non-urgent PMH services)

e Level 3: severe symptoms (including severe depression, psychosis, bipolar disorder),
evidence of functional impairment - support from urgent PMH and other MH services
(including crisis teams where necessary)

e Level 4: critical symptoms, marked functional impairment and/or high risk to self or others
indicated by red flags (recent significant change in mental state or emergence of new
symptoms; new thoughts or acts of violent self-harm; new and persistent expressions of
incompetency as a mother or estrangement from the infant) and/or other (unknown) clinical
decision-making) — urgent referral to support teams: crisis teams, PMH and MH inpatient
care

4. Findings
4.1 Identification of poor PMH

Across almost all organisations, the service guidance is stronger than the NICE recommendation as it
states that the clinician should (NICE = ‘consider’) use the prediction and detection measures with

women at the booking appointment to determine whether there are any PMH concerns. For all
subsequent contacts, there is some variation in the guidance on whether to screen using the DIQ
and GAD-2 (i.e. initial assessment) or as part of a general conversation about how the woman is
feeling). Verbatim guidance on when the PMH identification measures should be performed in each
of the nine organisations/areas is provided in Appendix 2, in summary:

Two say the DIQ should be asked (LTHFT HV and BDCFT HV (Wakefield));
Three say to consider using the DIQ (AFT & BTHFT, CHFT midwifery and Locala HV
(Calderdale and Kirklees));

® One seems to require identification of poor PMH via conversation rather than use of the
DIQ: ‘women should be asked how they are feeling at every routine appointment. This is so
that they can talk to their healthcare professional about any concerns they have, and any
problems can be identified’ (MYHT midwifery);

® One provides the DIQ and GAD-2 under the heading ‘NICE recommended screening for
health professions’ with no additional guidance on when it should be used (BDCFT HV,
Bradford).

The NICE guidance also states that clinicians should consider using the GAD-2 both at the booking
and subsequent contacts as a measure of anxiety.

11
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Every organisation except MYHT requires use of the GAD-2 at the booking appointment, but neither
Leeds (multiagency) nor BDCFT HV (Wakefield or Leeds) mention measures for identifying anxiety
(e.g. GAD-7) or use of the GAD-2 thereafter.

4.2 Assessment and classification of PMH needs

The use of assessment tools was restricted to the identification of perinatal depression and anxiety,
consistent with national guidance.

Every organisation recommended use of the PHQ-9 and all but MYHT recommended use of the GAD-
7. MYHT and CHFT also recommended the EPDS, suggesting this or the PHQ-9 be used as part of the
full assessment and ongoing monitoring. MYHT were the only organisation to recommend use of a
tool not recommended in the current NICE guidance: the Hospital Anxiety and Depression Scale
(HADS) as part of a full PMH assessment (Zigmond and Snaith, 1983). They did not specify when/if
the HADS should be used instead of the PHQ-9, GAD-7 or EPDS. This is likely an artefact, reflecting
the HADS as a recommended assessment tool in the 2007 NICE guidance: Antenatal and postnatal
mental health. Clinical management and service guidance.

The guidance for the thresholds of symptom severity of the assessment tools (i.e.
mild/moderate/severe depression) varied markedly between organisations, with some deviating
from the threshold guidance specified in the assessment tool manuals, and others not specifying a
threshold. For example, CHFT has no threshold guidance for the PHQ-9 or GAD-7. Both the maternity
and HV guidance for Leeds and for BDCFT, use different definitions of the scoring of PHQ-9 and GAD-
7 than in the assessment tool manuals. The other midwifery Trusts (AFT, BTHFT and LYPFT) and the
HV guidance for Calderdale and Kirklees (Locala) provide thresholds for the PHQ-9 and GAD-7 that
match the assessment manuals. Table 2 illustrates the variability in the assessment tools
recommended and the thresholds specified across organisations.

12
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Table 2. Organisation threshold guidance for levels of PMH need by assessment measure

o Level of . ) e . PHQ-9 GAD-7 EPDS HADS
Organisation . Terminology for different levels indicated in guidance
severity' thresholds |thresholds |thresholds |thresholds
1 5-9 5-9 N/A 8-10
Guidance issued with 5 10-14 10-14 513
measure >11
3 215 215
1 Very mild 5-9 5-9
fnﬁZVifiI:FT 2 Mild-moderate, severe and enduring or history of severe mental illness 10-14 8-14 N/A? N/A
3 Acute mental iliness and/or immediate/high risk of harm >15 >15
1 Symptoms of depression and/or anxiety that do not meet the diagnostic N/A
criteria but significantly interfere with personal and social functioning
CHFT midwifer Not Not N/A
Y 2 Mild/moderate/stable severe mental illness provided3 provided
3 Moderate/severe 211
Leeds midwifery & 1 Adjustment and emotional health issues
Health Visiti 0-11 0-11
ea t. Isiting 2 Risk of/or mild mental illness N/A N/A
(multiagency
collaboration) 3 Risk of/or moderate mental illness 212 212
MYHT midwifery 1 Low/mild symptoms/risk of postnatal depression 0-9
Not Not
2 Mil i il i 10-14 N/A
ild to moderate/persistent mild/moderate depression 0 / orovided orovided
3 Severe/high risk/risk of/current severe mental illness >15
1 Very mild 5-9 5-7
BDCFT Health Visiting . . . .
2 -
(Bradford) Mild-moderate, severe and enduring or history of severe mental illness Not . Not . N/A N/A
3 Acute mental illness and/or immediate/high risk of harm provided provided
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o isati Level of T inol for diff tl Is indicated i id PHQ-9 GAD-7 EPDS HADS
rganisation erminology for different levels indicated in guidance
2 severity' e 3 thresholds |thresholds |thresholds |thresholds
1 Mild-moderate 0-14/4-14* |0-10
BDCFT Health
. ea . 2 Moderate-severe and enduring or history of severe mental illness N/A N/A
Visiting (Wakefield) 15-27 11-21
3
1 Minimal/mild depression> 1-10 0-9 N/A N/A
LCHT (Leeds) Health
o (Leeds) Hea 2 Moderate/moderately severe 9-19 8-15°
Visiting
3 Severe 20-27 15-21
1 Mild anxiety and/or depression 0-10 0-10
Locala Calderdale . .
Health Visiting 2 Moderate anxiety and/or depression 11-15 11-15 N/A N/A
3 Moderately severe or severe depression and/or anxiety 216 216
1 Mild anxiety and/or depression 0-10 0-10
Locala Kirklees . .
Health Visiting 2 Moderate anxiety and/or depression 11-15 11-15 N/A N/A
3 Moderately severe or severe depression and/or anxiety >16 >16

1The levels of severity identified by each measure are not equivalent. Levels represented by the PHQ-9 and GAD-7 thresholds are: level 1, mild; level 2, moderate; level 3,
severe symptoms of depression. *The EPDS has a single threshold representing probable major depression (213) which associates most closely with levels 2 or 3 (Cox et al.,
1987). The tool developers also stated that ‘a threshold of 9/10 might be appropriate if the scale was considered for routine use by primary care workers’ and may be why
the CHFT guidance uses a 211 threshold score (no rationale is provided in the CHFT guidance document). It must also be noted that there is significant debate over the cut
point used in the EPDS, and whether this should vary for antenatal (215) and postnatal (213) assessment, and for women with little or no English(Matthey et al., 2006). The
HADS scores represent subclinical (0-7), borderline and clinical anxiety and depression, which we suggest represent levels 1 and 2. Different questions in the measure
relate to anxiety or depression, thus providing a diagnosis for one or both conditions.

2N/A - Assessment measure not stated in the guidance

3Not provided means that the