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Audit criteria for NICE clinical guideline 45
Title: Antenatal and postnatal mental health
Objective of the audit

The aim of the audit is to assist health services, local authorities and other public sector agencies to determine whether they are implementing, and are in compliance with, the NICE clinical guideline ‘Antenatal and postnatal mental health’.
Groups to be included in the audit

The guidance affects all women who are pregnant, breastfeeding or planning a pregnancy, and makes recommendations for the prediction, detection and treatment of mental disorders in women during pregnancy and the postnatal period (up to 1 year after delivery). The audit should include all women who are pregnant, breastfeeding or who are planning to become pregnant.
Sample for the audit
It is suggested that an annual audit is undertaken. In clinical settings this should be based on 100 care records demonstrating the management of women during pregnancy and the postnatal period, and those women planning to become pregnant. However, even if organisations are unable to commit to an audit of this scale there is considerable value in undertaking a structured audit of the guidance for a shorter period of time.
Data source for the audit

The audit criteria require data to be collected from a range of sources, including local policy documents, patient records and patient administration systems.

Frequency of the audit

The audit should be repeated periodically depending on the local audit strategy and the time required for implementation of any necessary action arising from the first audit. This will allow organisations to monitor progress with implementation of the guidance over time. However, the frequency of repeat audits needs to be considered alongside other priorities for audit. The audit of this guidance should be considered alongside audits of linked guidance:
· Bipolar disorder: the management of bipolar disorder in adults, children and adolescents, in primary and secondary care. NICE clinical guideline 38 (2006)
· Routine postnatal care of women and their babies. NICE clinical guideline 37 (2006)
· Obsessive–compulsive disorder: core interventions in the treatment of obsessive–compulsive disorder and body dysmorphic disorder. NICE clinical guideline 31 (2005)

· Post-traumatic stress disorder (PTSD): the management of PTSD in adults and children in primary and secondary care. NICE clinical guideline 26 (2005)
· Violence: the short-term management of disturbed/violent behaviour in in-patient psychiatric settings and emergency departments. NICE clinical guideline 25 (2005)
· Depression: management of depression in primary and secondary care. NICE clinical guideline 23 (2004)

· Anxiety: management of anxiety (panic disorder, with or without agoraphobia, and generalised anxiety disorder) in adults in primary, secondary and community care. NICE clinical guideline 22 (2004)
· Eating disorders: core interventions in the treatment and management of anorexia nervosa, bulimia nervosa and related eating disorders. NICE clinical guideline 9 (2004)

· Guidance on the use of electroconvulsive therapy. NICE technology appraisal 59 (2003)
· Antenatal care: routine care for the healthy pregnant woman. NICE clinical guideline 6 (2003)
· Schizophrenia: core interventions in the treatment and management of schizophrenia in primary and secondary care. NICE clinical guideline 1 (2002).

	Title: Antenatal and postnatal mental health NICE clinical guideline 45

	Audit criteria: These are the audit criteria developed by NICE to support the implementation of this guidance. Users can cut and paste these into their own programmes or they can use this template.


	Criterion no.
	Criterion
	Exceptions
	Definition of terms and/or general guidance
	Data source 

	1
	Prediction and detection
Percentage of women who upon initial contact with services are asked specific questions by the healthcare professional about:
· past or present severe mental illness, including schizophrenia, bipolar disorder, psychosis in the postnatal period and severe depression 

· previous treatment by a psychiatrist/specialist mental health team including inpatient care 

· a family history of perinatal mental illness.
(Primary care/secondary care/local authority)
	None
	A woman’s mental state during pregnancy and the postnatal period can influence both obstetric and maternity outcomes, and the development of the fetus or child. Wherever possible it is desirable to identify women who have, or are at risk of developing, a mental disorder.
(Standard = 100% in each case)
	Patient health record

	2
	Prediction and detection
Percentage of women who:
i)   upon first contact with primary care, 
ii)  at her booking visit, and 
iii) postnatally (usually at 4 to 6 weeks and 3 to 4 months)
are asked the following two questions to identify possible depression:
· during the past month, have you often been bothered by feeling down, depressed or hopeless? 

· during the past month, have you often been bothered by having little interest or pleasure in doing things?
(Primary care/secondary care/local authority)
	Women already being treated for mental illness - as it is unlikely that a healthcare professional would ask these questions of a woman with a current mental illness.
	A woman’s mental state during pregnancy and the postnatal period can influence both obstetric and maternity outcomes, and the development of the fetus or child. Wherever possible it is desirable to identify women who have, or are at risk of developing, a mental disorder.
(Standard = 100% on each occasion)
	Patient health record

	3
	Prevention of mental disorders
For pregnant women who have symptoms of depression and/or anxiety (which do not meet the diagnostic criteria for a formal diagnosis, but which significantly interfere with personal and social functioning) 
and
who have had a previous episode of depression:
Percentage of women for whom a healthcare professional has considered the provision of individual brief psychological treatment, such as 4–6 sessions of interpersonal psychotherapy or cognitive behavioural therapy.
 (Primary care/local authority)
	Pregnant women who meet the threshold for a formal diagnosis of depression and anxiety, or where the symptoms of depression and/or anxiety do not significantly interfere with personal and social functioning.
	Targeted psychosocial interventions may be of benefit to women who have symptoms of depression and/or anxiety that do not meet the threshold for a formal diagnosis.
(Standard = 100%)
	Patient health record

	4
	Prevention of mental disorders
For pregnant women who have symptoms of depression and/or anxiety (which do not meet the diagnostic criteria for a formal diagnosis, but which significantly interfere with personal and social functioning) 
and 
who have not had a previous episode of depression:

Percentage of women for whom a healthcare professional has considered the provision of social support, such as regular informal individual or group-based support during pregnancy and the postnatal period.
(Primary care/local authority)
	Pregnant women who meet the threshold for a formal diagnosis of depression and anxiety, or where the symptoms of depression and/or anxiety do not significantly interfere with personal and social functioning.
	Targeted psychosocial interventions may be of benefit to women who have symptoms of depression and/or anxiety that do not meet the threshold for a formal diagnosis.

(Standard = 100%)
	Patient health record

	5
	Discussing and explaining the risks of pharmacological treatments
For pregnant or breastfeeding women, or those planning a pregnancy, who have been advised to take psychotropic medication: 
Percentage of women presented with verbal and visual decision aids that focus on an individualised view of the risks associated with the use of psychotropic medication in pregnancy and the postnatal period.
(Primary care)
	None
	During pregnancy and breastfeeding, or when a pregnancy is planned, it is important to place the absolute risk of problems from pharmacological treatment in the context of the individual woman’s illness. When considering treatment choices for mental disorder, healthcare professionals should discuss with the woman the absolute and relative risks associated with treating and not treating the mental disorder during pregnancy and the postnatal period. 
(Standard = 100%)
	Patient health record
Local policy and procedure documents

Patient information materials

	6
	Discussing and explaining the risks of pharmacological treatments
For pregnant or breastfeeding women, or those planning a pregnancy, who have been advised to take psychotropic medication: 
Percentage of women provided with written material that explains the risks associated with psychotropic medication. 

.
(Primary care)
	None
	See notes in criterion 5. 
Written material explaining the nature of the risk should be made available along with, where possible, audio-taped recordings of the consultation

(Standard = 100%)
	Patient health record
Local policy and procedure documents

Patient information materials

	7
	Specific considerations for the use of antidepressant medication during pregnancy and the postnatal period
Percentage of pregnant and breastfeeding women for whom there is evidence that the prescriber considered the following risk factors and their appropriateness to the individual woman when choosing an antidepressant medication:
· tricyclic antidepressants (TCAs), such as amitripytline, imipramine, nortriptyline, have lower known risks during pregnancy than other antidepressants

· most TCAs have a higher fatal toxicity index than selective serotonin reuptake inhibitors (SSRIs)
· fluoxetine is the SSRI with the lowest known risk during pregnancy

· imipramine, nortriptyline and sertraline are present in breast milk at relatively low levels 

· citalopram and fluoxetine are present in breast milk at relatively high levels 

· SSRIs taken after 20 weeks’ gestation may be associated with an increased risk of persistent pulmonary hypertension in the neonate

· paroxetine taken in the first trimester may be associated with fetal heart defects 

· venlafaxine may be associated with increased risk of high blood pressure at high doses, higher toxicity in overdose than SSRIs and some TCAs, and increased difficulty in withdrawal

· all antidepressants carry the risk of withdrawal or toxicity in neonates; in most cases the effects are mild and self-limiting

(Primary care)
	Women not prescribed antidepressant medication during the periods of pregnancy or breastfeeding
	Women should be informed about the risks associated with becoming pregnant while taking psychotropic medication, together with the risks of untreated mental disorders and of stopping medication abruptly without discussion with their doctor.
It should also be noted that the background risk of fetal malformations is between 2% and 4% in the general population and that, although this is increased by some psychotropic drugs, the precise increase in risk is often difficult to quantify.

(Standard = 100%)
	Patient health record
Patient information materials

	8
	Additional guidance for pregnant or breastfeeding women who have a new episode of depression
Percentage of women with a new episode of mild or moderate depression during pregnancy or the postnatal period, for whom a healthcare professional has considered the provision of one of the following treatment options:

· self-help strategies (guided self-help, computerised cognitive behavioural therapy or exercise)

· non-directive counselling delivered at home (listening visits) 

· brief cognitive behavioural therapy or interpersonal psychotherapy
(Primary care)
	None
	This criterion should be audited with consideration given to the guidance provided in:

Depression: management of depression in primary and secondary care. NICE clinical guideline 23 (2004).
(Standard = 100%)
	Patient health records

	9
	Organisation of services
Percentage of women whose care has been guided and managed through a clinical network set up to deliver perinatal mental health care services.
(Primary care/secondary care/local authority)
	None
	Clinical networks should be established for perinatal mental health services, managed by a coordinating board of healthcare professionals, commissioners, managers, and service users and carers. These networks should provide:

– a specialist multidisciplinary perinatal service in each locality, which provides direct services, consultation and advice to maternity services, other mental health services and community services; in areas of high morbidity these services may be provided by separate specialist perinatal teams
- access to specialist expert advice on the risks and benefits of psychotropic medication during pregnancy and breastfeeding
- clear referral and management protocols for services across all levels of the existing stepped care framework for mental disorders, to ensure effective transfer of information and continuity of care
- pathways of care for service users, with defined roles and competencies for all professional groups involved

 (Standard = 100%)
	Patient health record

	No. of criterion replaced
	Local alternatives to above criteria (to be used where other data addressing the same issue are more readily available)
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Appendix: Using the audit criteria to audit implementation of the guidance

The following paragraphs are provided to assist NHS organisations to audit progress in implementing NICE clinical guidance. They represent current good practice in audit, but additional guidance can be found in ‘Principles for best practice in clinical audit’.

Auditing implementation of NICE guidance
Following dissemination of the guidance to all relevant services and partners, NHS organisations are encouraged to undertake a baseline audit to determine whether practice is in accordance with the guidance. Where practicable, the audit should be repeated on a regular basis to monitor implementation and to enable comparisons of practice and results over time.

Audit rationale and planning

The Healthcare Commission assesses the performance of NHS organisations in meeting core and developmental standards set by the Department of Health (DH) in 'Standards for Better Health’. The implementation of NICE guidance will help organisations meet developmental standard D13. Standard C5(d) states that ‘Healthcare organisations ensure that clinicians participate in regular clinical audit and reviews of clinical services’. In order to assure themselves of compliance, NHS trust boards need to receive regular reports on the implementation of NICE guidance, highlighting areas of non-compliance and risk. The audit of this guidance needs to be planned alongside audits of other NICE guidance, in order to feed into the appropriate reporting cycle.

Audit reporting template

As part of this guidance, NICE has developed recommended audit criteria and has included these within an audit reporting template. It is recognised that some trusts will have their own well-developed systems for reporting audit results within the organisation and for retaining results to allow progress over time to be monitored. Where this is the case, NICE would not wish to alter current approaches − the reporting template is provided for those trusts that might find it useful.

Calculation of compliance

Where compliance (%) with the guidance should be calculated as a measure, this is calculated as follows:

Number within the population group whose care is consistent with the criterion         x     100%
Number within the population group to whom the measure applies (that is, the
total population group less any exceptions)
As well as reporting the percentage compliance, it will often be useful to report the actual numerator and denominator figures (to give an idea of scale).

Review of audit findings
NICE encourages the local discussion of audit findings and, where there is an identified lack of compliance with the guidance, the development of an action plan. See ‘How to put NICE guidance into practice: a guide to implementation for organisations’. Progress against the plan can then be monitored and reported to the trust board to show that progress towards desired improvements is being achieved.

	Definitions used within the audit criteria and audit reporting template

	Criterion
	Measurable element derived from the key priorities for implementation of each piece of guidance. The organisational level to which the criterion applies is shown in parentheses.

	Exceptions
	Where implementation of guidance is not appropriate for a particular subgroup of the population, this is clearly stated. Where there are no exceptions, this is also stated.

	Definition of terms and/or general guidance
	Unambiguous definitions of any terms used in the audit criteria to promote consistency of approach and measurement and reduce the risk of non-comparable findings. This may include general guidance specific to that criterion. These definitions do not include any interpretation (or other clarification) of the NICE guidance. Should there be a need to include any such clarification, this will be inserted as a footnote to the audit template. The desired standard is shown in parentheses.

	Data source
	Source(s) of data used to gather evidence of implementation.

	Compliance
	Percentage compliance within the audited sample (see previous section for calculation).

	Findings
	Usually, this will provide added detail around the basic compliance figure − such as showing variation by age, ethnic group − to ensure that an aggregate compliance figure does not mask difficulties being experienced by particular subgroups of the population.

	Comments
	This allows free text for comment on audit findings and the local context in which they exist. It can provide the reference to other, more detailed documents including, if necessary, an action plan for improvement.


	Title: Antenatal and postnatal mental health NICE clinical guideline 45

	Audit report: This is designed to be completed for each audit to record compliance, findings and comments.


	Number of audit: 

	Date audit completed: 

	Audit lead/manager: 

	Summary of previous audit results:
(where applicable)

	To be completed by service during audit

	Criterion no.
	Criterion
	Data source
	Compliance
	Findings
	Comments

	1
	Prediction and detection
Percentage of women who upon initial contact with services are asked specific questions by the healthcare professional about:

· past or present severe mental illness, including schizophrenia, bipolar disorder, psychosis in the postnatal period and severe depression 

· previous treatment by a psychiatrist/specialist mental health team including inpatient care 

· a family history of perinatal mental illness

(Primary care/secondary care/local authority)
	
	
	
	

	2
	Prediction and detection
Percentage of women who

              i)   upon first contact with primary care, 

              ii)  at her booking visit, and 

              iii) postnatally 

are asked the following two questions to identify possible depression:

· during the past month, have you often been bothered by feeling down, depressed or hopeless? 

· during the past month, have you often been bothered by having little interest or pleasure in doing things?
(Primary care/secondary care/local authority)
	
	
	
	

	3
	Prevention of mental disorders
For pregnant women who have symptoms of depression and/or anxiety (which do not meet the diagnostic criteria for a formal diagnosis, but which significantly interfere with personal and social functioning) 

and
who have had a previous episode of depression:
Percentage of women for whom a healthcare professional has considered the provision of individual brief psychological treatment, such as 4-6 sessions of interpersonal psychotherapy or cognitive behavioural therapy.

 (Primary care/local authority)
	
	
	
	

	4
	Prevention of mental disorders
For pregnant women who have symptoms of depression and/or anxiety (which do not meet the diagnostic criteria for a formal diagnosis, but which significantly interfere with personal and social functioning) 

and 

who have not had a previous episode of depression:

Percentage of women for whom a healthcare professional has considered the provision of social support, such as regular informal individual or group-based support during pregnancy and the postnatal period.

(Primary care/local authority)
	
	
	
	

	5
	Discussing and explaining the risks of pharmacological treatments
For pregnant or breastfeeding women, or those planning a pregnancy, who have been advised to take psychotropic medication: 

Percentage of women presented with verbal and visual decision aids that focus on an individualised view of the risks associated with the use of psychotropic medication in pregnancy and the postnatal period.

(Primary care)
	
	
	
	

	6
	Discussing and explaining the risks of pharmacological treatments
For pregnant or breastfeeding women, or those planning a pregnancy, who have been advised to take pharmacological treatment: 

Percentage of women provided with written material that explains the risks associated with psychotropic medication 
(Primary care)
	
	
	
	

	7
	Specific considerations for the use of antidepressant medication during pregnancy and the postnatal period

Percentage of pregnant and breastfeeding women for whom there is evidence that the prescriber considered the following risk factors and their appropriateness to the individual woman when choosing an antidepressant medication:

· tricyclic antidepressants (TCAs), such as amitripytline, imipramine, nortriptyline, have lower known risks during pregnancy than other antidepressants  

· most TCAs have a higher fatal toxicity index than selective serotonin reuptake inhibitors (SSRIs)
· fluoxetine is the SSRI with the lowest known risk during pregnancy

· imipramine, nortriptyline and sertraline are present in breast milk at relatively low levels 

· citalopram and fluoxetine are present in breast milk at relatively high levels 

· SSRIs taken after 20 weeks’ gestation may be associated with an increased risk of persistent pulmonary hypertension in the neonate

· paroxetine taken in the first trimester may be associated with fetal heart defects   

· venlafaxine may be associated with increased risk of high blood pressure at high doses, higher toxicity in overdose than SSRIs and some TCAs, and increased difficulty in withdrawal

· all antidepressants carry the risk of withdrawal or toxicity in neonates; in most cases the effects are mild and self-limiting

(Primary care)
	
	
	
	

	8
	Additional guidance for pregnant or breastfeeding women who have a new episode of depression
Percentage of women with a new episode of mild or moderate depression during pregnancy or the postnatal period, for whom a healthcare professional has considered the provision of one of the following treatment options:

· self-help strategies (guided self-help, computerised cognitive behavioural therapy or exercise)

· non-directive counselling delivered at home (listening visits) 

· brief cognitive behavioural therapy or interpersonal psychotherapy

(Primary care)
	
	
	
	

	9
	Organisation of services

Percentage of women whose care has been guided and managed through a clinical network set up to deliver perinatal mental health care services.

(Primary care/secondary care/local authority)
	
	
	
	

	No. of criterion replaced
	Local alternatives to above criteria (to be used where other data addressing the same issue are more readily available)
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Title: Antenatal and postnatal mental health NICE clinical guideline 45

	History of audits: This is designed for recording the results of consecutive audits, to demonstrate progress over time.


	
	Compliance
	Other findings

	Number of audit:
	Initial
	2
	3
	Initial
	2
	3

	Date audit completed:
	
	
	
	
	
	

	Audit lead/manager:
	
	
	
	
	
	

	Criterion no.
	Criterion
	
	

	1
	Prediction and detection
Percentage of women who upon initial contact with services are asked specific questions by the healthcare professional about:

· past or present severe mental illness, including schizophrenia, bipolar disorder, psychosis in the postnatal period and severe depression 

· previous treatment by a psychiatrist/specialist mental health team including inpatient care 

· a family history of perinatal mental illness

(Primary care/secondary care/local authority)
	
	
	
	
	
	

	2
	Prediction and detection
Percentage of women who

              i)   upon first contact with primary care, 

              ii)  at her booking visit, and 

              iii) postnatally 

are asked the following two questions to identify possible depression:

· during the past month, have you often been bothered by feeling down, depressed or hopeless? 

· during the past month, have you often been bothered by having little interest or pleasure in doing things?
(Primary care/secondary care/local authority)
	
	
	
	
	
	

	3
	Prevention of mental disorders
For pregnant women who have symptoms of depression and/or anxiety (which do not meet the diagnostic criteria for a formal diagnosis, but which significantly interfere with personal and social functioning) 

and
who have had a previous episode of depression:
Percentage of women for whom a healthcare professional has considered the provision of individual brief psychological treatment, such as 4-6 sessions of interpersonal psychotherapy or cognitive behavioural therapy.

 (Primary care/local authority)
	
	
	
	
	
	

	4
	Prevention of mental disorders
For pregnant women who have symptoms of depression and/or anxiety (which do not meet the diagnostic criteria for a formal diagnosis, but which significantly interfere with personal and social functioning) 

and 

who have not had a previous episode of depression:

Percentage of women for whom a healthcare professional has considered the provision of social support, such as regular informal individual or group-based support during pregnancy and the postnatal period.

(Primary care/local authority)
	
	
	
	
	
	

	5
	Discussing and explaining the risks of pharmacological treatments
For pregnant or breastfeeding women, or those planning a pregnancy, who have been advised to take psychotropic medication: 

Percentage of women presented with verbal and visual decision aids that focus on an individualised view of the risks associated with the use of psychotropic medication in pregnancy and the postnatal period.

(Primary care)
	
	
	
	
	
	

	6
	Discussing and explaining the risks of pharmacological treatments
For pregnant or breastfeeding women, or those planning a pregnancy, who have been advised to take pharmacological treatment: 

Percentage of women provided with written material that explains the risks associated with psychotropic medication: 

(Primary care)
	
	
	
	
	
	

	7
	Specific considerations for the use of antidepressant medication during pregnancy and the postnatal period

Percentage of pregnant and breastfeeding women for which there is evidence that the prescriber considered the following risk factors and their appropriateness to the individual woman when choosing an antidepressant medication:

· Tricyclic antidepressants (TCAs), such as amitripytline, imipramine, nortriptyline, have lower known risks during pregnancy than other antidepressants

· most TCAs have a higher fatal toxicity index than selective serotonin reuptake inhibitors (SSRIs)
· fluoxetine is the SSRI with the lowest known risk during pregnancy

· imipramine, nortriptyline and sertraline are present in breast milk at relatively low levels 

· citalopram and fluoxetine are present in breast milk at relatively high levels 

· SSRIs taken after 20 weeks’ gestation may be associated with an increased risk of persistent pulmonary hypertension in the neonate

· paroxetine taken in the first trimester may be associated with fetal heart defects 

· venlafaxine may be associated with increased risk of high blood pressure at high doses, higher toxicity in overdose than SSRIs and some TCAs, and increased difficulty in withdrawal

· all antidepressants carry the risk of withdrawal or toxicity in neonates; in most cases the effects are mild and self-limiting

(Primary care)
	
	
	
	
	
	

	8
	Additional guidance for pregnant or breastfeeding women who have a new episode of depression
Percentage of women with a new episode of mild or moderate during pregnancy or the postnatal period, for whom a healthcare professional has considered the provision of one of the following treatment options:

· self-help strategies (guided self-help, computerised cognitive behavioural therapy or exercise)

· non-directive counselling delivered at home (listening visits) 

· brief cognitive behavioural therapy or interpersonal psychotherapy

(Primary care)
	
	
	
	
	
	

	9
	Organisation of services

Percentage of women whose care has been guided and managed through a clinical network set up to deliver perinatal mental health care services.

(Primary care/secondary care/local authority)
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	No. of criterion replaced
	Local alternatives to above criteria (to be used where other data addressing the same issue are more readily available)
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