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Association for 
Post Natal Illness 

1 NICE 1.7.14 44 Most mothers are aware that there may be 
problems with the mother-baby relationship.  
Mothers should be encouraged to discuss their 
relationship with the baby and any problems 
ǿƛǘƘ ƛǘΦ  ¢ƘŜ ǎǘŀǘŜƳŜƴǘΣ ά!ƴȅ ǇǊƻōƭŜƳǎ ǿƛǘƘ ǘƘŜ 
relationship are likely to improve with effective 
ǘǊŜŀǘƳŜƴǘ ƻŦ ǘƘŜ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳέ Řoes 
not fit the experience of all our mothers.  There 
are mothers who confess that they have no 
feelings at all for their babies, except hostility, 
and it is time this was recognized, so that they 
can get the help they need.  This should be 
handled in such a way that the mother does not 
feel threatened, but feels able to express her 
feelings frankly.  The most important point is 
that, even if antidepressants fail, appropriate 
psychological treatment (which may require a 
specialist mother & baby facility) can help 
almost all these mothers to love their babies in 
a normal way. 

Thank you for your comment. In response to 
ȅƻǳǊΣ ŀƴŘ ƻǘƘŜǊ ǎǘŀƪŜƘƻƭŘŜǊǎΩΣ ŎƻƳƳŜƴǘǎ ǘƘƛǎ 
recommendation has been amended. 

Association for 
Post Natal Illness 

2 NICE 1.8.5 46 This section lists what specialist perinatal 
inpatient services should do.  APNI would wish 
that it includes links with specialist voluntary 
agencies, and (somewhere in this Guideline) 
includes a list of them.  They are a major source 

Thank you for your comment. This is an 
implementation issue and has been passed on 
to the NICE implementation support team. 
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of support for mothers when they are unwell, 
and can be important allies for the services. 

Bipolar UK 1 Full 6.4.1.1 201 We welcome this recommendation as currently 
few young women diagnosed with BD are 
informed of the implications of pregnancy 

Thank you for your comment. 

Bipolar UK 2 Full 6.4.1.3 202 We welcome this emphasis on treating women 
ǎǳŦŦŜǊƛƴƎ ŦǊƻƳ ŀ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ƛƴ ŀ Ψƴƻƴ-
ƧǳŘƎŜƳŜƴǘŀƭ ǿŀȅΩ 

Thank you for your comment. 

Bipolar UK 3 Full 6.4.1.11 204 We welcome the emphasis on the central role 
of the woman and her loved ones in reaching 
treatment decisions and the clarification of the 
ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ ǊƻƭŜ ŀǎ ΨƛƴŦƻǊƳƛƴƎ ǘƘŀǘ ŘŜŎƛǎƛƻƴ 
with balanced and up-to-date information and 
ŀŘǾƛŎŜΩΥ ǘƘƛǎ ƛǎ ŀ ǎƛƎƴƛŦƛŎŀƴǘ ƛƳǇǊƻǾŜƳŜƴǘ ƻƴ ǘƘŜ 
ǎǳƎƎŜǎǘƛƻƴ ǘƘŜ ǇǊƻŦŜǎǎƛƻƴŀƭ ΨǎƘƻǳƭŘ ŘƛǎŎǳǎǎ ǿƛǘƘ 
ǘƘŜ ǿƻƳŀƴΩΦΦΦ 

Thank you for your comment. 

Bipolar UK 4 Full 8.9.1.2 717 We welcome that previous advice highlighting 
the risk of prescribing Valproate to women of 
childbearing age has been clarified and 
strengthened in the new guideline. In our 
experience, many women have been put on this 
drug without information on its serious risks in 
pregnancy, and have subsequently had a longer 
wait before trying for a baby because of the 
need to change medication. Alternative 
medications exist and should be offered first. 

Thank you for your comment. 

Bipolar UK 5 Full 8.9.1.6-
7 

718 We welcome the greater emphasis on the 
usefulness of psychological interventions 

Thank you for your comment. 

Bipolar UK 6 Full 8.9.1.29
-34 

722 We welcome the greater clarity on the 
treatment of women on lithium 

Thank you for your comment. 
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Bipolar UK 7 NICE 1.7.9 43 Though we welcome the suggestion that 
women should ōŜ ΨǎǳǇǇƻǊǘŜŘΩ ƛƴ ǘƘŜƛǊ ŎƘƻƛŎŜ ƻŦ 
feeding method, we would like to see it 
ǎǘǊŜƴƎǘƘŜƴŜŘΣ ǇŜǊƘŀǇǎ ΨǎǳǇǇƻǊǘ ŀƴŘ ƻŦŦŜǊ 
assistance in the choice of feeding method that 
ōŜǎǘ ǎǳƛǘǎ ƘŜǊ ŀƴŘ ƘŜǊ ŦŀƳƛƭȅέ ŀǎ Ƴŀƴȅ ǿƻƳŜƴ 
who choose to bottle-feed because of their 
medication receive no help and indeed suffer 
extreme stigma from healthcare workers, which 
adds significantly to their stress and feelings of 
inadequacy as mothers. 

Thank you for your comment. The GDG believe 
that the recommendation and wording used 
here sufficiently covers this point.   

Bipolar UK 8 NICE general 0 Bipolar UK commends the Guideline Update 
group for greatly improving the Antenatal and 
Postnatal Guideline; the advice has been 
generally clarified and strengthened and we 
hope it will lead to a significant improvement in 
the treatment of women with mental illness in 
the perinatal period. 

Thank you for your comment. 

Breastfeeding 
Network   

1 NICE Introduc
tion 

4 BfN welcomes the opportunity to comment on 
this guideline. In particular the recognition that 
we are all supporting mothers in the context of 
ΨǎƛƎƴƛŦƛŎŀƴǘ ƭƛƳƛǘŀǘƛƻƴǎ ǘƻ ǘƘŜ ŜǾƛŘŜƴŎŜ ōŀǎŜΣ 
including limited data on the risks of 
psychotropic medication in pregnancy and 
ŘǳǊƛƴƎ ōǊŜŀǎǘŦŜŜŘƛƴƎΦΩ tпΦ 
 
The Breastfeeding Network works in some of 
the most socially and economically deprived 
areas of the UK, focussing on young parents and 
communities where breastfeeding rates are at 
their lowest and with high incidence of anxiety 

Thank you for your comment and for 
highlighting the work undertaken by the 
Breastfeeding Network. 
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and depression.  
 
We run 17 breastfeeding peer support projects 
offering a range of independent support to 
Mums and families from antenatal through to 
post birth and beyond. We also support Mums 
through our helplines including National 
Breastfeeding Helpline in association with ABM, 
Drugs in Breastmilk Line and a number of 
minority language lines.  
 
Providing a vital link for Mums and communities 
and compliment services run by health 
professionals, we  
work with many breastfeeding Mums and their 
families who have additional mental health 
needs and challenges. 
 
BfN offers a Drugs in Breastmilk service (DIBM) 
to provide counselling and drug information. 
The second highest number of calls to Drugs in 
Breastmilk Helplines concern antidepressant 
medication for breastfeeding women with 
postnatal depression reflecting the need for this 
unfunded service. 

Breastfeeding 
Network   

2 NICE Patient 
centred 

care 

5 Could person-centred care be used rather than 
patient-centred? 
 
Involving mothers in decision making and give 
her sufficient information to be aware of what 
adverse effects might be likely so she can note 

Thank you for your comment. This is set text 
from NICE, which we are unable to change. The 
postnatal period was set at one year in the 
scope as this is the period that defines most 
specialist perinatal mental health services. 
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these in her baby.  
 
Be aware that mother may be non compliant 
with medicines and prefer to breastfeed. 
 
We welcome the recognition that the service 
should extend through the whole of the first 
year. Building on the work of the Family Nurse 
Practitioner and the Healthy Child programme 
should consideration be given to extending this 
further until 2 or 2 ½ years in recognition of the 
vulnerability of the family? 

Breastfeeding 
Network   

3 NICE 1.1.2 16 ²Ŝ ǿŜƭŎƻƳŜ ǘƘƛǎ ŀŘŘƛǘƛƻƴ ƻŦ ǘƘƛǎ ǎŜŎǘƛƻƴ ά²ƘŜƴ 
prescribing for women of present and future 
childbearing potential, take account of the 
latest data on the risks to the fetus and baby 
associated with psychotropic ƳŜŘƛŎŀǘƛƻƴΦέ ¢Ƙƛǎ 
requires specialist knowledge and 
dissemination. Could this be coordinated 
nationally? See later comment about using the 
yellow card system for building knowledge. 

Thank you for your comment. This is an 
implementation issue and has been passed on 
to the NICE implementation support team. 

Breastfeeding 
Network   

4 NICE 1.2.2 17 1.2.2, 1.2.3 & 1.2.5 
Support and decision making 
We welcome this additional section. 
There is no mention of fathers becoming 
depressed in the postnatal period and the 
impact of both partners being depressed. This 
may not be the best section to consider the 
implications but it is important to consider the 
impact of this on the family. 

Thank you for your comment. This guideline has 
reviewed the role of the family, the carers and 
partners in the treatment and the support of 
women with mental health problems but it was 
beyond the scope's remit to assess the fathers 
or partners mental health on the mother.  

Breastfeeding 5 NICE 1.2.6 18 ²Ŝ ŀƎǊŜŜ ǘƘŀǘ ά!ƭƭ ƛƴǘŜǊventions delivered in a Thank you for your comment. The guideline 
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Network   ǘƛƳŜƭȅ ƳŀƴƴŜǊΦέ ¢Ƙƛǎ ǎƘƻǳƭŘ ōŜ ǎŜŜƴ ƛƴ 
association with 1.8 which is greyed out so we 
are unable to comment but this is critical to the 
management of acute mental disorders. 
 
1.8 P45. Women who need inpatient care for a 
mental health problem within 12 months of 
childbirth should normally be admitted to a 
specialist mother and baby unit, unless there 
are specific reasons for not doing so 
 
We are aware of many barriers to ensuring 
mothers and their babies being kept together 
and urge the needs of the family to be given 
priority. 

development group agrees that it is of 
paramount importance that mother and babies 
are kept together, and overcoming any barriers 
will be a matter for implementation, and has 
been passed on to the NICE implementation 
support team.  

Breastfeeding 
Network   

6 NICE 1.7.9 ς 
1.7.13 

43 1.79-1.7.13  
Psychotropic medication and breastfeeding 
We welcome this section and ask that the text 
from recommendation 15 of PH11 is both 
summarised and linked in the final document. 
 
Link to PH11 recommendation 15 
Ensure health professionals and pharmacists 
who prescribe or dispense drugs to a 
breastfeeding mother consult supplementary 
sources (for example, the Drugs and Lactation 
Database [LactMed] or seek guidance from the 
UK Drugs in Lactation Advisory Service. 
Health professionals should discuss the benefits 
and risks associated with the prescribed 
medication and encourage the mother to 

Thank you for your comment. The guideline 
development group considers that its advice 
reflects what is in recommendation 15 of Public 
Health guidance 11 but is more relevant to the 
mental health context. Therefore the guideline 
development group did not think that a 
summary of the Public Health guidance 11 
would be necessary but the guidance is 
referenced in the related guidance section of 
the NICE guideline. 
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continue breastfeeding, if reasonable to do so. 
In most cases, it should be possible to identify a 
suitable medication which is safe to take during 
breastfeeding by analysing pharmokinetic and 
study data. Appendix 5 of the 'British 
national formulary' should only be used as a 
guide as it does not contain quantitative data 
on which to base individual decisions. 
Health professionals should recognise that 
there may be adverse health consequences for 
both mother and baby if the mother does not 
breastfeed. They should also recognise that it 
may not be easy for the mother to stop 
breastfeeding abruptly ς and that it is difficult 
to reverse. 
 
It would be worth mentioning the yellow card 
system for reporting adverse events. These 
should be reported back to a national body 
reviewing treatments for pregnant and 
breastfeeding women  
 
Urge practitioners not rely solely on 
manufacturers data on use in breastfeeding. 
 
BfN DIBM service even has a recent example of 
ŀ ƳƻǘƘŜǊ ōŜƛƴƎ ŘŜƴƛŜŘ /.¢ ōŜŎŀǳǎŜ άƴŜƎŀǘƛǾŜ 
emotions released within therapy would be 
ŘŜǘǊƛƳŜƴǘŀƭ ǘƻ ǘƘŜ ōŀōȅΩǎ ŘŜǾŜƭƻǇƛƴƎ ōǊŀƛƴέΦ 

Breastfeeding 
Network   

7 NICE General 0 Consider a role for commissioned peer support 
services 

Thank you for your comment. The GDG did not 
feel the evidence for peer support was strong 
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enough to make such a recommendation 

Breastfeeding 
Network   

8 NICE General 0 As part of the care of pregnant women with 
depression consideration of changing the 
antidepressant in late pregnancy to one less 
likely to cause drowsiness in the newborn 
infant, particularly if breastfeeding is being 
considered. 

 Thank you for your comment. The GDG felt it 
was necessary to have comprehensive 
recommendations for women postnatally 
regarding her treatment and the possible 
effects on breastfeeding, please see 
recommendations 1.9.8- 1.9.11. 

British Association 
for Counselling and 
Psychotherapy 

1 NICE General 0 BACP welcomes the development of updated 
guidance on antenatal and postnatal mental 
health and is grateful of the opportunity to 
comment upon the draft update. 

Thank you for your comment. 

British Association 
for Counselling and 
Psychotherapy 

2 NICE 1.4.3 29 This section sets out the questions practitioners 
should ask of mothers to help identify 
depression and anxiety: 
 
ά5ǳǊƛƴƎ ǘƘŜ Ǉŀǎǘ ƳƻƴǘƘΣ ƘŀǾŜ ȅƻǳ ƻŦǘŜƴ ōŜŜƴ 
bothered by feeling down, depressed or 
ƘƻǇŜƭŜǎǎΚέ  
ά5ǳǊƛƴƎ ǘƘŜ Ǉŀǎǘ ƳƻƴǘƘΣ ƘŀǾŜ ȅƻǳ ƻŦǘŜƴ ōŜŜƴ 
bothered by having little interest or pleasure in 
ŘƻƛƴƎ ǘƘƛƴƎǎΚέ  
ά5ǳǊƛƴƎ ǘƘŜ Ǉŀǎǘ ƳƻƴǘƘΣ ƘŀǾŜ ȅƻǳ ōŜŜƴ ŦŜŜƭƛƴƎ 
ƴŜǊǾƻǳǎΣ ŀƴȄƛƻǳǎ ƻǊ ƻƴ ŜŘƎŜΚέ  
ά5ǳǊƛƴƎ ǘƘŜ Ǉŀǎǘ ƳƻƴǘƘ ƘŀǾŜ ȅƻǳ ƴƻǘ ōŜŜƴ ŀōƭŜ 
ǘƻ ǎǘƻǇ ƻǊ ŎƻƴǘǊƻƭ ǿƻǊǊȅƛƴƎΚέ  
These are among the standard questions asked 
to place patients within diagnostic scales, and 
as such are commonly used to monitor patients 
with known or self-presented mental ill health 
 
However, given that section 1.4.1 highlights the 

Thank you for your comment. As your 
comment, and recommendation 1.5.1 
highlights, women may be reluctant to disclose 
problems due to stigma and fears about the 
consequences of disclosure. Based on these 
considerations the GDG included in 
recommendation 1.5.4 that the depression and 
anxiety identification questions should be asked 
as part of a general discussion about a woman's 
mental health, and as a result of stakeholder 
comments and a reappraisal of the evidence, 
the emphasis and strength of this 
recommendation has been amended so that 
ǘƘŜ ƎŜƴŜǊŀƭ ŘƛǎŎǳǎǎƛƻƴ όŀōƻǳǘ ŀ ǿƻƳŀƴΩǎ 
mental health and wellbeing) is the primary 
component and the healthcare professional 
should consider asking these specific depression 
and anxiety identification questions as part of 
this general discussion. 
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need to άǊŜŎƻƎƴƛǎŜ ǘƘŀǘ ǿƻƳŜƴ ǿƘƻ ƘŀǾŜ ŀ 
mental health problem (or are worried that 
they might have) may be unwilling to disclose or 
discuss their problem because of fear of stigma, 
negative perceptions of them as a mother or 
ŦŜŀǊ ǘƘŀǘ ǘƘŜƛǊ ōŀōȅ ƳƛƎƘǘ ōŜ ǘŀƪŜƴ ƛƴǘƻ ŎŀǊŜέΣ 
these questions do not feel well designed to 
elicit admissions of mental distress among 
those who have not yet disclosed psychological 
difficulty. 
 
BACP would suggest that asking less formal, less 
specific and more conversational questions 
would bring greater success in identifying 
potential depression and anxiety among 
mothers. Once this subject has been breached, 
more formal questions could then be asked. 

British Association 
for Counselling and 
Psychotherapy 

3 NICE 1.6.2 34 .!/t ŀƎǊŜŜǎ ǘƘŀǘ άŀƭƭ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŦƻǊ ƳŜƴǘŀƭ 
health problems in pregnancy and the postnatal 
period should be delivered by competent 
ǇǊŀŎǘƛǘƛƻƴŜǊǎέΦ 
 
However, it is frequently not known to 
healthcare practitioners that the Department of 
Health, through the Centre for Workforce 
Intelligence, has developed a set of required 
standards for counsellors and other 
psychological therapists in the NHS, namely: 
 
ω άǘƻ ƘŀǾŜ ŎƻƳǇƭŜǘŜŘ ƻƴŜ-year of recognised 
full-time (or equivalent part-time) psychological 

Thank you for this comment. This is an 
implementation issue and has been passed on 
to the NICE implementation support team. 
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therapy or counselling training leading to a 
qualification, certification or accreditation 
recognised by a relevant professional or 
regulatory body 
 
ω άǘƻ ƘŀǾŜ ŀŎƘƛŜǾŜŘ ŀ ŎƻƳǇŜǘŜƴŎȅ ƭŜǾŜƭ ǘƘŀǘ 
fulfils the requirements of the regulatory, 
accrediting or professional body 
 
ω άǘƻ ōŜ ŀ ƳŜƳōŜǊ ƻŦ ŀ ǊŜƭŜǾŀƴǘ ǇǊƻŦŜǎǎƛƻƴŀƭ ƻǊ 
regulatory body, and continue to fulfil any 
accreditation or membership criteria, including 
meeting requirements for continuing 
professional and personal development, regular 
supervision and codes of practice 
 
ω άǘƻ ƘŀǾŜ ƎŀƛƴŜŘ ǘƘŜ ǎǳǇŜǊǾƛǎŜŘ ǘƘŜǊŀǇȅ 
experience required by the regulatory or 
professional body encompassing assessment, 
formulation, engagement, developing the 
therapeutic relationship, using relevant 
therapeutic interventions, working 
collaboratively with clients, and working to end 
ǘƘŜǊŀǇȅέ 
 
(BACP is among the professional bodies 
recognised by the Department of Health in 
relation to these standards, which all BACP 
Registered Members and BACP Accredited 
Members meet.) 
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We therefore suggest that the guidance should 
make practitioners aware that such a definition 
exists, and signpost them to it ς it can be found 
in Improving Workforce Planning for the 
Psychological Therapies Workforce (Centre for 
Workforce Intelligence, 2013) at 
http://www.cfwi.org.uk/publications/improving
-workforce-planning-for-the-psychological-
therapies-workforce/. 

British Association 
for Counselling and 
Psychotherapy 

4 NICE 1.6.3 35 While we are pleased to see that the guidance 
suggests target times from referral to 
assessment and assessment to treatment, we 
are concerned that these target times are 
unambitious, particularly in the context of the 
effect of poor maternal mental health for 
unborn children and new babies. 
 
Allowing 2 weeks from referral to assessment 
and a further month from assessment to 
treatment means a mother in distress might 
have to wait six-and-a-half weeks for treatment, 
in addition to the time in which the mental 
health problem may have built up prior to the 
mother seeking help as well as the gap between 
ǘƘŜ ƳƻǘƘŜǊΩǎ ŎƻƴǘŀŎǘ ǿƛǘƘ ƘŜǊ ƘŜŀƭǘƘŎŀǊŜ 
practitioners and a referral for further 
assessment being made. 
 
We would recommend a single target of a 
maximum of 28 days between a request for a 
referral and first treatment appointment, with 

Thank you for your comment. The GDG 
considered this recommendation and felt that 
further restriction of the timescales would not 
be realistic. It is important to note that this 
recommendation is already a strengthened 
version of the 2007 guidance where only the 
time scale between assessment and treatment 
was specified (and not between referral and 
assessment) with the unintended consequence 
that women may have been placed on waiting 
lists for assessment so that waiting times for 
treatment may have been considerably longer 
than the 1-3 month time period recommended. 
It is also important to note that for women with 
sudden onset of possible symptoms of 
postpartum psychosis a referral to a secondary 
mental health service for immediate 
assessment (within 4 hours) is recommended. 
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an appropriately faster response for a mother 
experiencing a mental health crisis. 

British Association 
for Counselling and 
Psychotherapy 

5 NICE 1.7.7 43 The draft update advises practitioners to: 
 
άhŦŦŜǊ ǿƻƳŜƴ who have post-traumatic stress 
disorder, which has resulted from a traumatic 
birth, miscarriage, stillbirth or neonatal death, a 
high-intensity psychological intervention...in 
line with the guideline on post-traumatic stress 
ŘƛǎƻǊŘŜǊΦέ 
 
We suggest that the guidance be amended such 
that all women who have had a traumatic birth 
or miscarriage, not just those who have already 
been diagnosed with PTSD, are offered 
counselling or a similar psychological 
intervention, and also made aware that they 
can take up this offer at any point. 

Thank you for your comment. The evidence 
search did not identify any high quality 
evidence for the effectiveness of high-intensity 
psychological interventions for women who 
have had a traumatic birth or miscarriage and 
do not have PTSD. There was evidence for large 
effects associated with post-traumatic birth 
counselling on depression and anxiety 
symptomatology. However, there was also 
evidence for harms associated with post-
traumatic birth counselling with a large effect 
favouring treatment as usual for a continuous 
measure of feelings of self-blame. These 
inconsistent effects may be indicative of the 
need for individualized information and support 
following a miscarriage or a traumatic birth and 
this was also a theme which emerged from the 
qualitative review of service user experience 
(Chapter 6). Based on the quantitative and 
qualitative evidence, and GDG consensus 
opinion, the GDG recommended that women 
who have had a traumatic birth or miscarriage 
and wish to talk about their experience should 
be offered advice and support. 

British Medical 
Association 

1 Full General 2 We are disappointed that primary care is not  
represented proportionately within the 
Guideline Development Group. The emphasis is 
on secondary care expertise.  

Thank you for your comment. The membership 
of the GDG was consulted on during the scoping 
and deemed to be appropriate. Primary care 
expertise was included with GP, midwifery and 
health visitor representation. 
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British Medical 
Association 

2 NICE General 0 Resources required to implement the guidance 
should be identified. Although access to 
psychological therapies is highlighted, this will 
be challenging due to low levels of community 
psychiatric nurses and counsellors.  

 Thank you for your comment, your concern has 
been passed on to the NICE implementation 
support team. 

British Medical 
Association 

3 NICE General 0 We would require more information as to how 
the guidance should be implemented on a local 
level. The requirement to form multidisciplinary 
working groups and stakeholders may be 
considered too resource intensive, and may 
lead to varying levels of implementation.  

Thank you for your comment, your concern has 
been passed on to the NICE implementation 
support team.  

British Medical 
Association 

4 NICE General 0 The role of Social Services is not mentioned 
within the document. They have an important 
role in providing maternal support, and 
assessments of child protection.  

Thank you for your comment. In light of your 
comment a new recommendation has been 
added to address the important role of health 
visitors, and health and social care professionals 
have in recognising and monitoring the 
ǿƻƳŀƴΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘΦ  ²ƘŜǊŜ ǘƘŜǊŜ ŀǊŜ 
concerns about suspected child maltreatment, 
the advice is to follow local safeguarding 
protocols.  

British Medical 
Association 

5 NICE General 0 The summary is currently 76 pages long, which 
is too lengthy to be user friendly.  The aim of 
the document is to assist clinicians and service 
users to make decisions about appropriate 
treatments, but this will be difficult as the 
guidance is dense, and the layout is confusing.  
A number of different mental health issues are 
mixed together, which is also confusing.  

 Thank you for your comment. The guideline 
covers a wide range of mental health problems, 
and a number of different clinical scenarios, 
therefore the guideline is perhaps longer than 
other NICE guidelines. The guideline covers the 
decisions about starting and stopping a 
particular treatment in 1.3 (now 1.4.), because 
for some women these decisions will be of 
paramount importance. Where the 
recommendations were disorder-specific (for 
example, which specific treatments to offer a 
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pregnant woman with depression), the 
recommendations are contained in section 1.6 
(now 1.8) The GDG realises that this might not 
have been immediately obvious and to address 
your concerns, the guideline has undergone 
some restructuring in order to make it clear 
how to navigate the document (see 
recommendation 1.1.2, which has been moved 
to the front of the guideline). Also, there will be 
a NICE Pathway for this topic, which will be 
launched at the same as the guideline, which 
provide ease of navigation. 

British Medical 
Association 

6 NICE  General 0 It would be useful to include the incidences of 
illnesses and risk of relapse in a clear manner ς 
this would help clinicians to place the 
recommendations in context.  The document 
could then link each condition to the pages 
where clinical advice and recommendations are 
found. In the context of a ten minute 
consultation, this would provide a valuable 
ΨǿƻǊƪƛƴƎ ŘƻŎǳƳŜƴǘΩΦ 

Thank you for your comment. The guideline 
development group very much hopes that 
guideline will prove to be valuable to GPs and 
other professionals. The NICE guideline 
specifically lists the recommendations only, but 
the NICE Pathway, which will be published at 
the same time as the guideline, will be a more 
user-friendly version which will enable users to 
find the information they require as quickly as 
possible, including recommendations for 
specific mental health problems. 

British Medical 
Association 

7 Full 2.5.4 32 Step 3 of (Figure 1) illustrates that GPs should 
be caring for severely depressed patients in the 
community. This is beyond normal general 
practice in the use of the medicines involved, 
and pregnancy.  

 Thank you for your comment. Step 4 of figure 1 
refers to severe depression and step 3 to 
moderate to severe depression. The GDG, 
which included a GP, is aware that GPs often 
care for patients with moderate to severe 
ŘŜǇǊŜǎǎƛƻƴ ōǳǘ ǘƘƛǎ ǿƛƭƭ ǾŀǊȅ ŀŎŎƻǊŘƛƴƎ ǘƻ DtǎΩ 
experience and competencies. It will also be 
more relevant for a woman who the GP knows 
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well, who responds well to treatment and can 
therefore be restarted on treatment, compared 
with a woman with a new severe presentation, 
who would usually be referred to secondary 
care. 

British Medical 
Association 

8 Full General 0 The recommendations for medication use and 
for whom is clearer within the main document, 
and this should be used within the NICE 
document.  

Thank you for your comment. The content of 
the recommendations in the NICE and full 
guideline are the same, although the structure 
is different. Because the guideline covers a wide 
range of mental health problems, some of 
which may be treated by the same drug, the 
decision was made to cover the decisions about 
starting and stopping a particular treatment in 
section 1.4, because for some women these 
decisions will be of paramount importance. 
Where the recommendations were disorder-
specific (for example, which specific treatments 
to offer a pregnant woman with depression), 
the recommendations are contained in section 
1.8. The GDG realises that this might not have 
been immediately obvious and to address your 
concerns, the guideline has undergone some 
restructuring in order to make it clear how to 
navigate the document (see recommendation 
1.1.2, which has been moved to the front of the 
guideline). Also, in the NICE Pathway for this 
topic, which will be launched at the same as the 
guideline, the linkage between sections will be 
clearer and the ability to navigate easier. 

British Medical 
Association 

9 Full General 0 Young mothers to-be under the age of 16 need 
to be considered in greater detail. These 

Thank you for your comment. A cross reference 
to recommendations in section 1.4 of the 
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children are very vulnerable, particularly in the 
context of mental health issues, and are like to 
need complex care arrangements.  

guideline on pregnancy and complex social 
factors (NICE clinical guideline 110) to ensure 
greater awareness for pregnant young women 
under 20 has been added to the 
recommendation 1.3.3.  

British Medical 
Association 

10 Full General 0 Social influences are touched upon, and further 
expansion may be outside the remit of the 
guidance, but lack of social support, financial 
poverty and social isolation have a major impact 
of the well being of these women.  

 Thank you for your comment, but the guideline 
development group considers that it has 
covered social factors in so far as it can within 
the scope of the guideline (see the 
recommendations on assessment in section 1.6 
of the NICE guideline). 

British Medical 
Association 

11 Full General 0 GPs should normally not be expected to initiate 
or supervise prescribing of drugs not licensed 
for use during pregnancy and breast feeding.  

Thank you for this comment. The clinicians on 
the GDG are aware that many GPs do regularly 
initiate antidepressant medication during 
pregnancy and will monitor such medication 
even when initiated by others. Other GPs will 
not, as they will not have the relevant 
experience, training and/or competence. 
wŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƛƴ ǘƘŜ ΨtǊƻǾƛŘƛƴƎ ŀǎǎŜǎǎƳŜƴǘ 
and interventions for mental health problems in 
ǇǊŜƎƴŀƴŎȅ ŀƴŘ ǘƘŜ Ǉƻǎǘƴŀǘŀƭ ǇŜǊƛƻŘΩ ǎŜŎǘƛƻƴ 
make it clear that practitioners should 
understand the variations in the presentation 
and course of mental health problems in 
pregnancy and the postnatal period and how 
these variations impact on treatment, and that 
all interventions for mental health problems in 
pregnancy and the postnatal period should be 
delivered by competent practitioners 

British Medical 
Association 

12 Full 6.2.1 153 General: Patients from ethnic backgrounds and 
have communication problems due to lack of 

Thank you for your comment. The experience of 
care for women from black and minority ethnic 
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English or learning difficulties need to be 
considered.  These women are extremely 
vulnerable and may be experiencing undeclared 
abuse and coercion.  A formal recommendation 
proposing that support workers and 
interpreters must be included in the proposed 
pathways of care.   

groups, socioeconomic groups or asylum 
seekers and refugees was given special 
consideration due to the recognition that these 
women may be particularly vulnerable (see sub-
question in review protocol, section 6.2.1). 
Indeed, emerging themes from the qualitative 
evidence review found that cultural differences 
were perceived to create barriers to accessing 
help and support, women from BME 
communities described information and 
support in the form of leaflets and insufficient 
face-to-face communication in pregnancy and 
South Asian women suggested a number of 
service improvements, including verbal and 
written information about depression in 
pregnancy, information about services available 
and culturally-specific support. The GDG wished 
to ensure that culturally relevant information is 
given to all women about mental health 
problems in pregnancy and the postnatal period 
and this led to recommendation 1.4.1. In 
addition, this guideline should be used in 
conjunction with NICE clinical guidance on 
service user experience in adult NHS services 
(CG 136) that has recommendations to include 
an interpreter in the care pathway where 
required 

British Medical 
Association 

13 Full 3.5.1 44 The methodology states that no foreign 
language research papers were reviewed. This is 
a concern as it may cause a bias in the proposed 
management pathways.  With other long terms 

Thank you for your comment. The GDG 
recognised that this approach had limitations 
but due to time and resource constraints it was 
not possible to include non-English language 
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conditions  there is variability in the 
effectiveness and metabolism of medicines 
between different genetic groups.  It is also less 
acceptable in many cultures to access talking 
therapies.  

articles 

British Medical 
Association 

14 NICE Patient 
centred 

care 

6 The transfer from child and adolescent mental 
health services and adult mental health services 
care is high risk.  The risk of a pregnant 
teenager with mental health issues falling 
between services is high. We would  suggest 
that the recommendation is amended to state 
that child and adolescent mental health services 
or adult services assumes full responsibility for 
the duration of the pregnancy and postnatally 
until the patient is stable.  

Thank you we have amended rec 1.3.3 in 
response to your comment 

British Medical 
Association 

15 Full General 0 Commissioners must ensure that patients who 
need medication during pregnancy must have 
rapid access on early referral to secondary or 
tertiary care, and must remain under the care 
of mental health consultants throughout 
pregnancy and post natal periods.  NICE must 
be clear that this is not a role for GPs. Alerting 
all clinicians to medications which should be 
avoided is valuable.  

Thank you for this comment. We agree that it is 
for commissioners to ensure that high quality 
services are provided. However, we do not 
agree that all prescribing or more generally the 
treatment of all women should remain under 
the care of mental health consultants. Many 
women with mild to moderate common mental 
health problems can and should be managed 
predominantly in primary care  

British Pregnancy 
Advisory Service 

1 Full 6.2.5 198  We welcome the emphasis placed on the 
importance of individualised treatment for 
women who have experienced stillbirth, 
miscarriage and termination for fetal 
abnormality (TOPFA) and recognition of the 
mixed experience of seeing and/or holding the 
fetus/baby. The possibility of holding the fetus 

Thank you for your comment. The choice of a 
medical or surgical method of termination is 
outside the scope of this guideline, although the 
emphasis on the importance of individualised 
treatment is captured by the recommendations 
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for women undergoing TOPFA will also be 
linked to whether a woman has chosen a 
medical or surgical method of abortion. In 2011, 
a qualitative study by Kerns et al of women 
terminating a pregnancy for fetal or maternal 
complications found that decisions to undergo 
surgical or medical abortion were highly 
personal and could affect how women recover 
after ending a desired pregnancy. They 
recommended that women should be offered 
counselling about and access to both methods. 
Choice of a medical or surgical method of 
termination for TOPFA is advocated in national 
guidelines however research published by 
Fisher et al in 2014 found just 8% of women in 
England undergoing TOPFA were offered choice 
of method.   

British Pregnancy 
Advisory Service 

2 Full 7.7.1.9 554 We welcome the recommendation that women 
with tokophobia should be offered the 
opportunity to discuss their fears with a trained 
medical professional. However, for women with 
tokophobia, the ability to choose the right birth 
method and pain relief for them can also be 
valuable, and it is important that their choices 
are not restricted on the basis of cost, 
particularly in the case of elective caesarean 
sections. Consequently, we would welcome the 
recognition of the importance of choice of birth 
method for women with tokophobia as part of 
this guidance. 

Thank you for your comment. Consideration of 
delivery methods is outside the scope of this 
guideline. However, a cross-reference to the 
caesarean section guidance (CG 132) has been 
added to the recommendation. 

British Pregnancy 3 Full 8.9.1.2 717 We support the aim of this recommendation to Thank you for your comment.  The GDG were 
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Advisory Service provide suitable medical treatment according to 
ǿƻƳŜƴΩǎ ǊŜǇǊƻŘǳŎǘƛǾŜ ƴŜŜŘǎΦ IƻǿŜǾŜǊΣ ǿŜ ŀǊŜ 
concerned that restricting valproate to all 
women of future or current reproductive age 
does not adequately support womŜƴΩǎ 
individual choices.  
 
For women for whom valproate would be the 
most effective treatment option, bpas believes 
that this medication should not be excluded 
from her treatment options. If after a discussion 
of the risks and benefits of valproate and 
alternative medications, a female patient 
decides to take valproate, this decision should 
be supported and the patient should be offered 
suitable contraception. The decision whether or 
not to continue or start this treatment should 
ultimately rest with the individual woman, 
providing she gives informed consent.  
 
It would also be helpful if NICE could provide 
further explanation for the change in policy 
ŦǊƻƳ ǘƘŜ нллт ƎǳƛŘŀƴŎŜ ǿƘƛŎƘ ǎǘŀǘŜŘ Ψ±ŀƭǇǊƻŀǘŜ 
should not be routinely prescribed to women of 
child-bearing potential. If there is no effective 
alternative, the risks of taking valproate during 
pregnancy, and the importance of using 
ŀŘŜǉǳŀǘŜ ŎƻƴǘǊŀŎŜǇǘƛƻƴΣ ǎƘƻǳƭŘ ōŜ ŜȄǇƭŀƛƴŜŘΦΩ 
(Section number 1.4.1.14) 

concerned that prescribing practices of sodium 
valproate for women of childbearing age 
remained higher than would be expected if 
existing NICE guidance was being followed. 
Based on GDG concerns about the potential for 
harm, the consensus judgement was that there 
were grounds to strengthen the valproate 
recommendations that were made in the 
previous 2007 guideline. This was also 
consistent with recommendations made in the 
bipolar guidance (for both acute and long-term 
treatment). The MHRA are also currently 
leading a review on valproate due to new safety 
data. 

British 
Psychological 

1 NICE General 0 There are  two  major key points of feedback- 
detailed further below: 

Thank you for your comment. We agree that all 
health professionals should tailor to client need; 
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Society  
1) For complexity of issues in perinatal mental 
health care highly trained psychological 
therapists with the capacity to tailor 
interventions to client need and across 
presenting difficulties are required. This is a 
level beyond high intensity protocol driven 
psychological therapy. 
 
2) Post traumatic stress disorder information is 
underestimated and based on old figures. The 
scale of the issue and the lack of good quality 
studies make research recommendations for 
assessment and intervention methods in this 
area imperative. 
 

this is the case irrespective of the setting or 
disorder being treated. We do not accept that 
the use of manuals or protocols would get in 
the way of tailoring recommendations or that 
the proper treatment of problems in this area is 
at a level beyond 'protocol driven 
ƛƴǘŜǊǾŜƴǘƛƻƴǎΩΦ ²Ŝ ƘŀǾŜ ŘǊŀǿƴ ŀǘǘŜƴǘƛƻƴ ƛƴ ǊŜŎǎ 
1.71. 1.7.2 for staff to be aware of variations in 
the presentation and the course of the disorder 
and the need for effective support and 
supervision. 
 
In response to your comments regarding PTSD, 
where possible we have used systematic 
reviews as a source for epidemiological data 
discussed in the introduction of the full 
guideline (Chapter 2). However, Grekin and 
hΩIŀǊŀ όнлмпύ ǿƘƛŎƘ ǇǊƻǾƛŘŜǎ ŀ ƳƻǊŜ ǊŜŎŜƴǘ 
prevalence figure was published after 
submission of the guideline. We have now 
added the estimate from that meta-analysis to 
chapter 2 of the full guideline. The GDG did not 
feel that assessment of PTSD should be 
prioritised for further research as the limited 
data available did not suggest that there were 
likely to be significant differences in the 
performance of case identification measures 
from that in the wider population on which 
previous NICE recommendations were based. 
There is however a research recommendation 
for psychological interventions for moderate to 



 

 
PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency, and to promote 
understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has received, and are not endorsed by the 
Institute, its officers or advisory committees. 

22 of 312 

Stakeholder 
Order 

No 
Document 

Section 
No 

Page 
No 

Comments 
Please insert each new comment in a new row. 

5ŜǾŜƭƻǇŜǊΩǎ wŜǎǇƻƴǎŜ 
Please respond to each comment 

severe anxiety disorders in pregnancy, which 
includes PTSD. 

British 
Psychological 
Society 

2 NICE  General 0 All the references to psychological treatment 
refer to self-directed interventions or 
manualised high intensity interventions. High 
intensity psychological therapists do not 
typically work with women with complex 
comorbid psychological conditions which 
require multimodal, individually tailored 
psychological approaches. In addition, the 
narrow assessment and manualised approach 
adopted by high intensity workers has on 
occasion resulted in misdiagnosis e.g. 
Postpartum psychosis being misdiagnosed as 
birth trauma, severe OCD being misdiagnosed 
as PTSD, severe bonding disorders going 
undetected because high intensity workers 
never see the mothers together with their 
babies etc.  
This is picked up further with reference to 1.6.2. 

Thank you for your comment. The 
recommendations for psychological 
interventions in this guideline are based on a 
careful consideration by the GDG of the 
relevant evidence. In some cases this draws on 
evidence direct from high intensity 
interventions in pregnancy where there was 
evidence of effectiveness and in other cases the 
expert opinion of the GDG that it was 
appropriate to draw on evidence from non-
pregnant populations. We also offer advice on 
assessment and diagnosis which we think 
directly address the concerns you raise.  

British 
Psychological 
Society 

3 NICE  General 0 Time limited CBT as delivered by High Intensity 
workers has not been shown to be effective in a 
perinatal population of women from diverse 
cultures with complex co-morbid psychological 
conditions complicated by family dynamics as 
presenting in inner city services. The NICE 
version appears to overstate the applicability. In 
addition, High Intensity CBT for severe maternal 
bonding disorders, as opposed to attachment 
disorders, has not been demonstrated to be 
effective of CBT to populations where it has not 

Thank you for your comment. The evidence 
identified and reviewed found large to 
moderate benefits of structured psychological 
interventions (CBT or IPT) on depression 
diagnosis, depression symptomatology and 
depression mean symptoms, and there was no 
suggestion of differential effects for black and 
minority ethnic groups in the evidence 
reviewed. As no reference is provided for the 
evidence statements in your comment it is 
difficult to comment directly on the issues you 
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been fully evaluated. raise. We did not find any high quality evidence 
for maternal bonding disorders and no 
recommendations are made for these 
disorders. 

British 
Psychological 
Society 

4 NICE  General 0 Overall, the Society believes that this version 
does not fully address the perinatal population 
being seen by Clinical Psychologists in 
community and inpatient setting across the UK. 
We are concerned that in its current form this 
will result in the most risky and distressed 
women being denied or given inappropriate 
psychological treatment. 

Thank you for this comment. We disagree and 
think that the guideline does point to the best 
evidence for effective psychological 
interventions across the range of disorders and 
the need to tailor the interventions to the 
needs of the women, the nature of the disorder 
and the context in which she is treated. (see 
recommendation 1.7.1)  

British 
Psychological 
Society 

5 NICE  1.3.11 11 Starting using and stopping treatment. The 
Society believes that it should be made clear 
that when a treatment is initiated in pregnancy 
and there are interventions with equivalent 
effectiveness then psychological rather than 
pharmacological interventions should be 
advised to minimise the risk to the foetus. For 
ŜȄŀƳǇƭŜ hΩIŀǊŀΩǎ ǿƻǊƪ ƛǎ ŎƭŜŀǊ ǘƘŀǘ 
psychological treatments rather than 
antidepressants should be available and 
recommended. If pharmacological treatment is 
already ongoing then the issue is more complex. 
The Society, therefore recommends 
disaggregating this recommendation to deal 
with these two different scenarios.  

Thank you for your comment. The GDG 
considered this recommendation and felt that it 
did capture the higher threshold for starting 
pharmacological treatments in pregnancy. The 
advice for pharmacological treatment that is 
established pre-pregnancy is covered under the 
individual drug sections 

British 
Psychological 
Society 

6 NICE Key 
prioritie

s 

13 The third diagnostic question has been deleted.  
We believe that this potentially was a means of 
establishing anxieties that mothers were keen 
to keep hidden, and therefore admitting to 

Thank you for your comment. As your 
comment, and recommendation 1.5.1 
highlights, women may be reluctant to disclose 
problems due to stigma and fears about the 
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psychological problems might lead to the 
involvement of social services and perhaps their 
child being taken into care.  This fear remains 
an influence, as does shame and guilt. We 
believe that it is essential that mothers trust the 
person asking the questions and be reassured 
that any disclosed illness will not result in their 
child being taken away. We cited a reference in 
the last consultation. A suggestion for a third 
ǉǳŜǎǘƛƻƴΥ ά²ƻǳƭŘ ȅƻǳ ŀǇǇǊŜŎƛŀǘŜ ŀƴȅ ŦǳǊǘƘŜǊ 
support or advice to help you feel better at this 
ǘƛƳŜΚέ  ! ƎŜƴŜǊŀƭ ǉǳŜǎǘƛƻƴΣ ƴƻǘ ŀǎƪƛƴƎ ŘƛǊŜŎǘƭȅ 
about symptoms, might optimally result in a 
useful discusǎƛƻƴ ŀƴŘ ƛŘŜƴǘƛŦȅ ΨƘƛŘŘŜƴΩ ŎŀǳǎŜǎ ƻŦ 
distress. Consider also the stigma against 
mental illness. A general question avoids this.   
The stigma and difficulty of disclosure is well 
evidenced by panel members themselves:  
 
Reference: 
Jones, I and Shakespeare, J (2014).  Postnatal 
depression.  BMJ, 349:g45000.  
doi:10.1136/bmj.g4500 

consequences of disclosure. Based on these 
considerations the GDG included in 
recommendation 1.5.4 that the depression and 
anxiety identification questions should be asked 
as part of a general discussion about a woman's 
mental health, and as a result of stakeholder 
comments and a reappraisal of the evidence, 
the emphasis and strength of this 
recommendation has been amended so that 
ǘƘŜ ƎŜƴŜǊŀƭ ŘƛǎŎǳǎǎƛƻƴ όŀōƻǳǘ ŀ ǿƻƳŀƴΩǎ 
mental health and wellbeing) is the primary 
component and the healthcare professional 
should consider asking these specific depression 
and anxiety identification questions as part of 
this general discussion. Evidence reviewed in 
the full guideline (see chapter 5) did not find 
that the additional question added to the 
depression identification questions ('Whooley 
questions') about the need for help had 
conclusive benefit, and resulted in poor 
discrimination between true-negative and false-
negative cases which may lead to an increased 
risk of depression being missed or lost to 
follow-up. 

British 
Psychological 
Society 

7 NICE 1.7.8 43 The title includes traumatic birth but the 
recommendation covers only stillbirth and 
miscarriage- The literature is clear that 
objective measures or complications or 
outcome are not a reliable assessment of 
experienced trauma and that negative appraisal 
issues are key and  normal birth can be 

Thank you for your comment. The 
recommendations on traumatic birth are 
intended to apply to both women who have 
experienced a traumatic delivery due to 
physical birth complications but also women 
with an obstetrically-normal delivery who 
experience it as psychologically traumatic. 
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ŜȄǇŜǊƛŜƴŎŜŘ ŀǎ ǘǊŀǳƳŀǘƛŎΦ  ό{ŜŜ hΩ 5ƻƴƻǾŀƴ Ŝǘ 
al, 2014). This issue is not currently covered. 
Simple questioning about birth experience 
needs to be routine with follow up tailored to 
responses. 
 
Reference: 
hΩ 5ƻƴƻǾŀƴΣ Alcorn, Patrick, Creedy, Dawe and 
Devilly (2014) Predicting post traumatic stress 
disorder after childbirth. Midwifery 
http://dx.doi.org/10.1016/j.midw.2014.03.011 

However, to make this more explicit a definition 
of traumatic birth has been added to the 
guideline. The recommendation that women 
who have had a traumatic birth and wish to talk 
about their experience should be offered advice 
and support applies to both groups of women. 
Recommendation 1.6.1 also recommends that 
assessment and diagnosis of a suspected 
mental health problem in pregnancy and the 
postnatal period should include history of any 
mental health problem including in pregnancy 
and the postnatal period, the woman's attitude 
ǘƻǿŀǊŘǎ ǘƘŜ ǇǊŜƎƴŀƴŎȅΣ ǘƘŜ ǿƻƳŀƴΩǎ 
experience of pregnancy and any problems 
experienced by her, the fetus or the baby and 
trauma. 
 
The paper referenced in the comment, 
hΩ5ƻƴƻǾŀƴ Ŝǘ ŀƭΦ όнлмпύΣ ǿƻǳƭŘ ƴƻǘ ƘŀǾŜ ōŜŜƴ 
identified by the search as it was published 
post-consultation. It would also not have been 
included as prediction of mental health 
problems in pregnancy or the postnatal period 
was outside the scope of this guideline. 

British 
Psychological 
Society 

8 NICE 1.1.2 16 When prescribing for women of present and 
future childbearing potential, take account of 
the latest data on the risks to the fetus and 
baby associated with psychotropic medication.  
The Society believes that this should be 
amended. The guidance is written with an 
acceptance of pharmacological treatment as 

Thank you for your comment with which we 
agree. Please see NICE recommendation 1.2.2 
for the change. 
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the norm and minimising risk from this. We 
believe that the most effective way to minimise 
risk is for the guidance to promote a major shift 
in thinking to recognise that where women are 
of childbearing age and where there are 
interventions with equivalent effectiveness 
then psychological rather than pharmacological 
interventions must be advised to minimise the 
risk to the foetus.  

British 
Psychological 
Society 

9 NICE 1.3.3 18 The Society recommends that a qualifier could 
be added to the end of the first bullet point to 
read: 
 
 ά5ƛǎŎǳǎǎ ǘǊŜŀǘƳŜƴǘ ŀƴŘ ǇǊŜǾŜƴǘƛƻƴ ƻǇǘƛƻƴǎΣ 
any particular concerns the woman has about 
the pregnancy or the baby and provide 
information to the woman, and if she agrees 
her partner, family or carer, about:  
ω ψǘƘŜ ƭƛƪŜƭȅ ōŜƴŜŦƛǘǎ ƻŦ ǇǎȅŎƘƻƭƻƎƛŎŀƭ 
interventions and psychotropic medication for 
ƳƻǘƘŜǊ ŀƴŘ ǳƴōƻǊƴ ŎƘƛƭŘ ƻǊ ōŀōȅΦέ 

Thank you for the comment. Your suggestion 
has been added to the recommendation. 

British 
Psychological 
Society 

10 NICE 1.3.5 19 ²Ŝ ǿƻǳƭŘ ǊŜŎƻƳƳŜƴŘ ŀŘŘƛƴƎ ΨƻǊ ǎǇŜŎƛŀƭƛǎǘ 
parent-ƛƴŦŀƴǘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΩΦ Lƴ ǎƻƳŜ 
areas of the country expertise lies within 
CAMHS services for early intervention with 
maternal mental health particularly in the 
absence of perinatal services and this may not 
be self-evident. 

Thank you for your comment. The GDG felt it's 
important not to be too prescriptive and 
perinatal specialists would have breadth of 
expertise. 

British 
Psychological 
Society 

11 NICE 1.3.2.1 25 There have been major advances in 
incorporating psychological methods into 
interventions for psychosis- see the NICE 

Thank you for your comment. We agree and 
this is reflected in recommendation 1.8.19 
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guidance on this. We would recommend that 
these be incorporated into perinatal care for 
women with psychotic difficulties.  

British 
Psychological 
Society 

12 NICE 1.5.1 32 The Society believes that assessment needs to 
include whether a birth has been experienced 
as traumatic and whether this is continuing to 
affect a woman. 

Thank you for this comment. This 
recommendation includes trauma (see bullet 
point 11). 

British 
Psychological 
Society 

13 NICE 1.62 34 The Society welcomes that all personnel 
completing these assessments should know 
about the range of presentations but it may be 
helpful to operationalise how this may be 
achieved.  We believe that it should be specified 
that they should have received a minimum of 
training of a day per year and demonstrated 
contemporary knowledge through use of an 
online assessment.  

Thank you for this comment. This is a matter for 
local determination and implementation which 
is outside of the scope of the guideline. This has 
been passed on to the NICE implementation 
support team. 

British 
Psychological 
Society 

14 NICE 1.6.2 34 The Society believes that interventions need to 
be formulation driven so that they are tailored 
to the individual on the basis of a shared 
understanding of why this woman is having 
these difficulties at this point in time.  With 
more information regarding ŀ ǿƻƳŀƴΩǎ 
predisposing, precipitating and maintaining 
factors, the therapist with psychological 
expertise can work with a in a flexible way.  
 
Clinical psychologists have knowledge of 
psychological theory and intervention and can 
tailor to the needs of women and their families 
in a creative way. This may mean having the 
ability to use cognitive methods with 

 Thank you for this comment. The 
recommendation suggests using manual(s) to 
guide practice this is what we would expect all 
competent practitioners to do. It should 
however be guided by the best available 
evidence on what is known to be effective. 
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mindfulness or attachment elements or eye 
movement desensitisation reprocessing but 
linked with some compassionate mind work.  
We believe that rigid protocols are unlikely to 
be the best way of facilitating the engagement 
so critical in this sort of work. For example, at 
some points, a woman may not have the focus 
to engage with CBT or the approach may not fit 
with her beliefs about aetiology thereby 
reducing the potential for effective 
engagement. In addition psychological 
treatment for women with complex 
psychological presentations (e.g. birth trauma, 
OCD and depression and a bonding disorder 
occurring  in the context of historical or current 
abuse) have not yet been annualised therefore 
clinical psychologists working with these 
women are unlikely to work to a manual in the 
manner suggested in this  statement. Treatment 
adherence to manuals when working with 
complex presentation is not appropriate. 
 
One way of addressing this issue is to include in 
research recommendations to examine the 
effectiveness and costs and service user 
feedback of a flexible formulation driven 
approach with women across the diagnostic 
spectrum including anxiety, depression eating 
disorders, PTSD against protocol driven 
services. 

British 15 NICE 1.6.7 37 In pregnancy psychological interventions need Thank you for this comment. As set out in our 
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Psychological 
Society 

to be the first line of intervention not 
pharmacology because of foetal health risks 

recommendations priority has been given to 
psychological interventions but given the 
evidence of the effectiveness of 
pharmacological interventions it would not be 
appropriate to adopt your suggestion    

British 
Psychological 
Society 

16 NICE 1.6.24 40 General sleep hygiene is important; however it 
may be helpful to include psychological 
interventions that have demonstrated 
effectiveness with sleep difficulties. See also 
point 28 below 

Thank you for your comment. The literature 
search did not identify any high quality studies 
assessing the efficacy of psychosocial 
interventions for sleep problems and insomnia 
in pregnant women. 

British 
Psychological 
Society 

17 NICE 1.7.5 43 The Society welcomes the fact that the impacts 
of traumatic births are highlighted. However, 
we believe that there needs to be a process for 
identification and ongoing monitoring and 
intervention for traumatic symptoms during 
ǇǊŜƎƴŀƴŎȅ ό{ŜŜ hΩ 5ƻƴƻǾŀƴ Ŝǘ ŀƭΣ нлмпύ ŦǊƻƳ 
previous traumatic deliveries. This may have 
implication for raising awareness and training 
for midwives to enquire and/or notice such 
symptoms and for the provision of intervention. 
 
Reference: 
hΩ 5ƻƴƻǾŀƴΣ !ƭŎƻǊƴΣ tŀǘǊƛŎƪΣ /ǊŜŜŘȅΣ 5ŀǿŜ ŀƴŘ 
Devilly 2014) Predicting post traumatic stress 
disorder after childbirth. Midwifery 
http://dx.doi.org/10.1016/j.midw.2014.03.011 

Thank you for your comment. The GDG took the 
view that trauma symptoms during pregnancy 
as a result of a previous traumatic delivery 
should be conceptualised as part of a 
presentation of post-traumatic stress disorder 
(PTSD) and therefore treatment should be 
informed by existing NICE guidance on PTSD. 
There was no evidence for the validation of 
specific identification instruments for PTSD or 
trauma in pregnancy, and the PTSD guideline 
does not recommend any specific screening 
instrument. Therefore the GDG judged that the 
use of the GAD-2 questions was a reasonable 
extrapolation for pregnancy and the postnatal 
period. In addition, a recommendation has 
been added όмΦрΦоύ ǘƻΥ Ψ.Ŝ ŀǿŀǊŜ ƻŦ ǘƘŜ ǊŀƴƎŜΣ 
prevalence and under-recognition of anxiety 
disorders (including GAD, OCD, panic disorder, 
ǇƘƻōƛŀΣ t¢{5 ŀƴŘ ǎƻŎƛŀƭ ŀƴȄƛŜǘȅύΧΩΦ 
Recommendation 1.6.1 also recommends that 
assessment and diagnosis of a suspected 
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mental health problem in pregnancy and the 
postnatal period should include history of any 
mental health problem including in pregnancy 
and the postnatal period, the woman's attitude 
ǘƻǿŀǊŘǎ ǘƘŜ ǇǊŜƎƴŀƴŎȅΣ ǘƘŜ ǿƻƳŜƴΩǎ 
experience of pregnancy and any problems 
experienced by her, the fetus or the baby, and 
trauma. The paper referenced in the comment, 
hΩ5ƻƴƻǾŀƴ Ŝǘ ŀƭΦ όнлмпύΣ ǿƻǳƭŘ ƴƻǘ ƘŀǾŜ ōŜŜƴ 
identified by the search as it was published 
post-consultation. It would also not have been 
included as prediction of mental health 
problems in pregnancy or the postnatal period 
was outside the scope of this guideline. 

British 
Psychological 
Society 

18 NICE  1.7.7 43 We believe that the following should be added 
ŦƻǊ ŎƭŀǊƛǘȅΥ  άLƴǘŜǊǾŜƴǘƛƻƴǎ ƴŜŜŘ ǘƻ ōŜ ǇǊƻǾƛŘŜŘ 
by specialist staff that have specific knowledge 
ƻŦ ǘƘŜ ƳŀǘŜǊƴƛǘȅ ŎƻƴǘŜȄǘΦέ 

Thank you for this comment. We have 
addressed this issue in recommendation 1.7.1  

British 
Psychological 
Society 

19 NICE 1.7.14 45 The Society believes that blanket reassurance 
may not be appropriate. For example, in cases 
where mental health problems occur within the 
context of broader based marital relationship 
problems such as domestic violence. Mother-
baby relationship difficulties may arise and be 
stark or hidden in pregnancy or postnatally 
when the pregnancy was unplanned, conceived 
in the context of DV etc, or otherwise is 
untimely. Blanket advice to reassure that the 
mother-infant relationship will improve 
following treatment for mental health problems 
is not accurate and should be amended 

Thank you for your comment. In response to 
ȅƻǳǊΣ ŀƴŘ ƻǘƘŜǊ ǎǘŀƪŜƘƻƭŘŜǊǎΩΣ ŎƻƳƳŜƴǘǎΣ ǘƘƛǎ 
recommendation has been amended. 
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accordingly. 

British 
Psychological 
Society 

20 Full 2.3.2 25 These comments in this box all relate to post 
traumatic stress and so have been collated for 
ease of use. 
  
The information on post traumatic stress 
disorder included is now outdated being based 
ƻƴ hƭŘŜΣ нллсΩǎ ǊŜǾƛŜǿΦ ¢ƘŜǊŜ ŀǊŜ ƴƻǿ ƳǳŎƘ 
better large sample longitudinal studies. The 
estimate of 1.5% PTSD relating  to childbirth at 
6 months is likely to be incorrect e.g. see Alcorn 
et al (2010) in a large sample high quality study 
who found  3.6% full PTSD related to childbirth 
at 6 months . Equally a recent metanalytic 
review in Clin Psy Review  estimates rates of 
3.1% across community samples( ie non 
targeted postnatal women)  in studies 
considering rates 1- 18 months postnatally 
where symptoms relate specifically to childbirth   
όDǊŜƪƛƴ ŀƴŘ hΩIŀǊŀΣ нлмпύ Φ ¢ƘŜǊŜŦƻǊe the 
figures and the extent of the problem that is 
utilised in this review are outdated. PTSD after 
childbirth is 36 times more common than for 
example puerperal psychosis. 
 
References: 
Olde, E; van der Hart, O; Kleber, R; et al. (2006) 
Posttraumatic stress following childbirth: A 
review. Clinical Psychology Review. 26(1), 1-16. 
 
DǊŜƪƛƴΣ wΦ ϧ hΩIŀǊŀΣ aΦ²Φ όнлмпύ tǊŜǾŀƭŜƴŎŜ 

 Thank you for your comment.  Where possible, 
we have used systematic reviews as a source 
for epidemiological data discussed in the 
introduction of the full guideline (Chapter 2). 
IƻǿŜǾŜǊΣ ǘƘŜ DǊŜƪƛƴ ŀƴŘ hΩIŀǊŀ ǊŜǾƛŜǿ ǿŀǎ 
published after submission of the guideline. We 
have now added the estimate from that meta-
analysis to the full guideline. 
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and Risk Factors of Postpartum Posttraumatic 
Stress Disorder: A Meta-Analysis, Clinical 
Psychology Review, doi: 
10.1016/j.cpr.2014.05.003 
 
K. L. Alcorn, A. O'Donovan, J. C. Patrick, D. 
Creedy and G. J. Devilly (2010). A prospective 
longitudinal study of the prevalence of 
posttraumatic stress disorder resulting from 
childbirth events. Psychological Medicine, 40, 
18491859; doi:10.1017/S0033291709992224 

British 
Psychological 
Society 

21 Full 5.3.8. 140 p140-149 
5.3.8 And 5.4.8.4- Assessment of suspected 
mental health problems in pregnancy and 
postnatal recommendations need to routinely 
incorporate assessment of response to 
childbirth in terms of experience of trauma and 
then provide follow-up. 

Thank you for your comment. See the glossary 
in the NICE guideline p. 17for the definition of 
trauma which includes the experience of 
childbirth. 

British 
Psychological 
Society 

22 NICE 2,5 50 We believe that information is needed on 
effective systems for doing this and this should 
to be urgently included in the research 
recommendations. 

 Thank you for your comment 

British 
Psychological 
Society 

23 Full 7.5.15 458 The Society believes that interventions for 
depression after traumatic childbirth is very 
limited and of low quality. Therefore further 
work may change recommendations (one 
included of low quality). This is the same for 
interventions for PTSD which indicates 
improvement in symptoms and in quality of life 
but increase in self blame. The quality of 
evidence is low and clear recommendations 

Thank you for your comment. As you correctly 
identify, the evidence for post-traumatic birth 
counselling is limited, of low quality and reveals 
inconsistent effects. These inconsistent effects 
may be indicative of the need for individualized 
information and support following a miscarriage 
or a traumatic birth and this was also a theme 
which emerged from the qualitative review of 
service user experience. Based on the 
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cannot be made but we urgently need research 
on this.  

quantitative and qualitative evidence, GDG 
consensus opinion, and existing NICE guidance 
on PTSD (CG 26), the GDG recommended that 
women who have had a traumatic birth or 
miscarriage and wish to talk about their 
experience should be offered advice and 
support  

British 
Psychological 
Society 

24 NICE 2.5 50 Research studies to develop reliable systems to 
identify women at risk of post traumatic stress 
following childbirth and test prevention and if 
required interventions are urgently needed. 
This should be incorporated into research 
recommendations. 

Thank you for this comment. We have included 
PTSD in the list of anxiety disorders in the 
recommendation 

British 
Psychological 
Society 

25 NICE 1.7.14 44 Improvements in the mother-baby relationship 
have not been shown to follow as a matter of 
course from improvements in MMH following 
treatment of the mother's MH problem. 
 
(Centre on the Developing Child at Harvard, 
2009) Prevention in Mind,2013 comment that 
general adult MH services may not have the 
time, resources or expertise to support the 
mother-infant relationship, hence the key role 
of specialist perinatal services or parent-infant 
mental health services, sometimes linked to 
CAMHS. 
 
Reference: 
Center on the Developing Child at Harvard 
University (2009). Maternal Depression Can 
Undermine the Development of Young Children: 

Thank you for your comment. The GDG agree 
that the evidence does not support that the 
mother-baby relationship will automatically or 
always improve with the treatment of the 
maternal mental health problem and the 
recommendation has been amended in 
response to stakeholder comments. 
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Working Paper No. 8. 
http://www.developingchild.harvard.edu  

British 
Psychological 
Society 

26 NICE 1.7.15 45 This is quite a big ask of the sort of local services 
that are currently configured. To have practical 
value, this recommendation would need to give 
guidance on the sort of tools/approaches that 
midwives, HVs and others should employ eg. 
Minding the Baby programme (Sadler, Slade 
and Mayes, 2005) 
 
Reference: 
Slade, A., Sadler, L., De Dios-Kenn, C., Webb, D., 
Currier-Ezepchick, J., Mayes, L (2005) Minding 
the baby - A reflective parenting program, 
Psychoanalytic Study of the Child, 60, 74-100 

Thank you for your comment. Recommendation 
1.9.12 has been amended to provide greater 
specificity around what an assessment of the 
mother-baby relationship should include (verbal 
interaction, emotional sensitivity and physical 
care). However, specifying who should 
complete this assessment was not considered 
appropriate as it will depend on the individual 
and their contact with services. The paper you 
reference would not have been identified by 
our search as it does not meet study design 
criteria (RCT or SR for intervention efficacy) or 
date restriction (post-2006 as this guideline is 
an update) 

British 
Psychological 
Society 

27 Full 8.9.1.49 726 There are limited recommendations for 
interventions re sleep i.e. lack of sleep has 
significant impact on mental health and well 
being and there is research by Colin Espie re 
sleep interventions require more than sleep 
hygiene i.e. CBT. 
 
9ǎǇƛŜ /Φ! όнллфύ ά{ǘŜǇǇŜŘ ŎŀǊŜέΥ ! ƘŜŀƭǘƘ 
technology solution for delivering Cognitive 
Behavioral Therapy as a first line insomnia 
treatment. 32(12):1549-1558. 

Thank you for your comment. The literature 
search did not identify any high quality studies 
assessing the efficacy of psychosocial 
interventions for sleep problems and insomnia 
in pregnant women. Espie (2009) would not 
meet the study design eligibility criteria for this 
review. Therefore, the GDG did not feel able to 
make any more specific recommendation for 
psychosocial interventions aimed at sleep 
problems 

Central & North 
West London NHS 
Foundation Trust 

1 NICE  1.1.1 16 /ǳǊǊŜƴǘƭȅ ōǳƭƭŜǘ ǇƻƛƴǘΥ άƘƻǿ ŀ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 
problem and its treatment might affect the 
woman and the foetus or baby. [new 2014] 
ώмΦмΦмϐά  

Thank you. In this context the GDG means 
treatment (or lack of) more generally not 
specifically pharmacological interventions. 
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ǇƭŜŀǎŜ ŀƳŜƴŘ ǘƻ Υ  άƘƻǿ ŀ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 
problem and its pharmacological treatment 
might affect the woman and the foetus or baby. 
ώƴŜǿ нлмпϐ ώмΦмΦмϐέ  

Central & North 
West London NHS 
Foundation Trust 

2 NICE Key 
prioritie

s 

10 Key priorities & 1.2 (p16ff) 
ά/ƻƴǎƛŘŜǊŀǘƛƻƴǎέ ōǳǘ ƛ Ŏŀƴƴƻǘ ǎŜŜ ŀƴȅ ǊŜŦŜǊŜƴŎŜ 
made here, or elsewhere in the guidance as to 
written support material to give to patients. Or 
the fact that we should give them such material 
in order to carefully decide and make informed 
decisions.  
Would be good to see reference made to UKTIS 
http://www.uktis.org/ and the BUMPS (Best 
Use of Medicines in Pregnancy) website which 
is specifically for patients 
http://www.medicinesinpregnancy.org/ . 

 Thank you for the information but we have not 
verified or reviewed sources of advice. 

Central & North 
West London NHS 
Foundation Trust 

3 NICE Key 
prioritie

s 

10 YŜȅ ǇǊƛƻǊƛǘƛŜǎ ŀƴŘ мΦмΦо όǇΦмсύ /ǳǊǊŜƴǘƭȅΥ ά5ƻ 
not offer valproate to treat a mental health 
problem in women of present and future 
ŎƘƛƭŘōŜŀǊƛƴƎ ǇƻǘŜƴǘƛŀƭΦ ώƴŜǿ нлмпϐ ώмΦмΦоϐέ  
This is worded too strongly to be realistic, or to 
give clinicians or patients the choice. And is not 
in keeping with BAP guidelines or the draft 
BPAD NICE guidelines. 
There are times when valproate is the only 
viable option, or the only acceptable option to 
the patient. And some pts would rather accept 
these risks than the far greater likelihood of 
other risks or side effects with olanzapine 
(weight gain) and lithium.  So when a fully 
informed pt understands and accepts the 

Thank you for your comment. The GDG were 
concerned that prescribing practices of sodium 
valproate for women of childbearing age 
remained higher than would be expected if 
existing NICE guidance was being followed. 
Based on GDG concerns about the potential for 
harm, the consensus judgement was that there 
were grounds to strengthen the valproate 
recommendations that were made in the 
previous 2007 guideline. This was also 
consistent with recommendations made in the 
bipolar guidance (for both acute and long-term 
treatment). 



 

 
PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency, and to promote 
understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has received, and are not endorsed by the 
Institute, its officers or advisory committees. 

36 of 312 

Stakeholder 
Order 

No 
Document 

Section 
No 

Page 
No 

Comments 
Please insert each new comment in a new row. 

5ŜǾŜƭƻǇŜǊΩǎ wŜǎǇƻƴǎŜ 
Please respond to each comment 

teratogenic risk, or currently has no intention of 
getting pregnant (eg on contraceptive depot), 
then clinicians should be allowed to prescribe 
valproate. There are other times when 
valproate may be used acutely ς eg during an 
admission for mania. The decision to continue 
this (or not) is then made at a later date. But to 
explicitly tell prescribers that they cannot use 
valproate in women of child bearing potential, 
entirely removes one very effective antimanic 
treatment form the options for admitted mania 
women, this is not in the interest of this 
population, is not evidence based, or consistent 
with other guidelines and bout the acute 
treatment of mania. 

Central & North 
West London NHS 
Foundation Trust 

4 NICE 1.2 16 No general introduction about the rates of 
miscarriages of malformations in the general 
population, this is necessary if you then start 
talking about increased risks. As baseline is 
ǊŜǉǳƛǊŜŘ ƛƴ ƻǊŘŜǊ ǘƻ ōŜ ƳŜŀƴƛƴƎ ŦǳƭƭΦ 9ƎΦ ά¢ƘŜ 
risk of malformations is increased by some 
psychotropic drugs, but the difficulties in 
assessing the risk with medication in pregnancy 
for psychiatric illness include the paucity of data 
and interpretation of exposures are often 
complicated by other confounders such as 
concurrent medication, lifestyle (e.g. diet, 
smoking, illicit substances) use as well as the 
ƛƭƭƴŜǎǎ ƛǘǎŜƭŦΦέ 
 
ά¢ƘŜǊŜ ƛǎ ŀ ōŀŎƪƎǊƻǳƴŘ Ǌƛǎƪ ƻŦ ƳŀƧƻǊ 

Thank you for this comment. This level of detail 
is too much to be incorporated into a 
recommendation. The harm data is reviewed in 
chapter 8 of the full guideline where the 
baseline risk is considered (relative risk effect 
estimates [OR] and absolute risk difference 
between exposed and unexposed groups) and 
the limitations of this evidence in terms of 
potential confounders and the level of 
uncertainty has been discussed in some detail 
in the linking evidence to recommendations 
section of this chapter in the full guideline (see 
section 8.8.2) 
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malformations of between 2 and 4 in 100 and a 
risk of spontaneous miscarriage between 10 
and 20 in 100 in the general population even 
without drug treatment. This background risk 
may be increased by the presence of a mental 
disorder. Treatment can reduce the risk, but 
some psychotropics may increase it. Other 
factors other than drug treatment may also 
increase the risk of malformations e.g. blood 
relations marriages. 
ω ¢ƘŜ ǇƻǘŜƴǘƛŀƭ Ǌƛǎƪǎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǘƘŜ ǎǇŜŎƛŦƛŎ 
medication(s) prescribed. 
ω ¢ƘŜ Ǌƛǎƪ ƻŦ Ƴalformations is increased by 
some psychotropic drugs, but is often difficult 
to quantify because of the limited data1. The 
prescriber should acknowledge the uncertainty 
surrounding the risks with drug treatments. 
ω 5ŀǘŀ ŦƻǊ Ƴŀƴȅ ŘǊǳƎǎ ƛƴ ǇǊŜƎƴŀƴŎȅ ŀƴŘ ōǊŜŀst-
feeding are derived from small studies, case 
reports, case series or from preclinical studies in 
animals (where extrapolation of such studies 
into human pregnancy is difficult).For more 
established drugs sometimes larger studies are 
available, lending to more confidence in the risk 
assessment, e.g. certain tricyclic 
antidepressants (TCAs) for depression. 
ω Lǘ ƛǎ ƛƳǇƻǎǎƛōƭŜ ǘƻ ōŜ ǎǳǊŜ ǘƘŀǘ ŀƴȅ ŘǊǳƎ ƛǎ 
ΨǎŀŦŜΩ ƛƴ ǇǊŜƎƴŀƴŎȅ ōŜŎŀǳǎŜ ƛǘ ƛǎ ǳƴŜǘƘƛŎŀƭ ǘƻ 
conduct the randomised placebo-controlled 
trials that would be necessary to prove the 
point. 
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The data available to support prescribing 
decisions in pregnancy are usually of limited 
quantity and quality. Data regarding the 
neurodevelopmental effects of psychotropic 
medication in pregnancy and breast-feeding are 
laŎƪƛƴƎΦέ 

Central & North 
West London NHS 
Foundation Trust 

5 NICE 1.2 16 ¢ƘŜǊŜΩǎ ƴƻκǾŜǊȅ ƭƛǘǘƭŜ ƎŜƴŜǊŀƭ ƛƴǘǊƻŘǳŎǘƛƻƴ 
about the general principles of balancing the 
decision and what to tell the mother. Please 
add the following: 
 
ά¢ǊŜŀǘƳŜƴǘ ŘŜŎƛǎƛƻƴǎ ŘǳǊƛƴƎ ǇǊŜƎƴŀƴŎȅ ŀƴŘ 
breast feeding should always be made on a 
case-by-case assessment. Treatment decision 
should be made using the most up-to-date 
evidence.  
The potential risks of the maternal medication 
on the fetus/infant should be balanced against 
the risks of leaving the psychiatric illness 
untreated or inadequately treated when making 
ǘƘƛǎ ŘŜŎƛǎƛƻƴΦέ 

Thank you for your comment. However, the 
GDG felt that these points were captured by 
existing recommendations (see 1.2.2, 1.4.2-
1.4.7, 1.4.10-1.4.17) 

Central & North 
West London NHS 
Foundation Trust 

6 NICE 1.2 16 I cannot see prescribers responsibilities 
explicitly stated i would have thought this is 
important, please add:  
ά¢ƘŜ Ŧƛƴŀƭ ŘŜŎƛǎƛƻƴ ǊŜƎŀǊŘƛƴƎ ǘǊŜŀǘƳŜƴǘ ŦƻǊ ŀƴ 
individual patient remains the clinical 
ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ƻŦ ǘƘŜ ǇǊŜǎŎǊƛōŜǊΦέ  
And:  
άtǊŜǎŎǊƛōŜǊǎ ǎƘƻǳƭŘ ŜǎǘŀōƭƛǎƘ ŀ ŎƭŜŀǊ ƛƴŘƛŎŀǘƛƻƴ 
for medication treatment during pregnancy and 
breast feeding. The severity of the mental 

Thank you for your comment. The coordinated 
care recommendations have been amended in 
response to stakeholder comments and 
recommendation 1.3.5 now recommends that 
an integrated care plan is developed for a 
woman with a mental health problem in 
pregnancy and the postnatal period that sets 
out the care and treatment for the mental 
health problem and the roles of all healthcare 
professionals (including who is responsible for 
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health illness is an important parameter to take 
ǘƘƛǎ ŎƭƛƴƛŎŀƭ ŘŜŎƛǎƛƻƴΦά 

coordinating the integrated care plan, the 
schedule of monitoring, providing the 
interventions and agreeing the outcomes). 

Central & North 
West London NHS 
Foundation Trust 

7 NICE 1.2 16 I cannot see any general principles about the 
physiological changes in pregnancy. This 
understanding is necessary as it informs the 
treatment decisions. 
tƭŜŀǎŜ ŀŘŘΥ άtƘȅǎƛƻƭƻƎƛŎŀƭ ŎƘŀƴƎŜǎ ŘǳǊƛƴƎ 
pregnancy include increased glomerular 
filtration rate and expansion of plasma volume, 
which subsequently return to pre-pregnancy 
states soon after delivery. The physiological 
changes will be even greater in twin 
pregnancies. These changes can affect the 
clearance of many drugs. This may introduce 
the need for dose increases in the third 
trimester (usually around week 27 of gestation). 
Any increases made during pregnancy should be 
reduced again either near to term, or soon after 
delivery. Dose changes where possible, should 
be guided by maternal therapeutic drug 
ƳƻƴƛǘƻǊƛƴƎΦέ 

Thank you for your comment. Recommendation 
1.7.1 outlines the general principle that all 
healthcare professionals providing assessment 
and interventions for mental health problems in 
pregnancy and the postnatal period should 
understand the variations in their presentation 
and course at these times, how these variations 
impact on treatment, and the context in which 
they are assessed and treated. There are also 
specific recommendations to check lamotrigine 
(1.4.32) and lithium (1.4.34, 1.4.37) levels 
during pregnancy and into the postnatal period 

Central & North 
West London NHS 
Foundation Trust 

8 NICE 1.2 16 General advice re teratogenicity would be 
helpful in guiding prescribers in what to do and 
what to tell the mothers: eg. 
έ5ǊǳƎǎ Ŏŀƴ ǇƻǘŜƴǘƛŀƭƭȅ ŎŀǳǎŜ ŀŘǾŜǊǎŜ ŜŦŦŜŎǘǎ ŀǘ 
any stage in pregnancy. Exposure to a teratogen 
in the first 3 months is more likely to cause 
structural 
Malformations, exposure after the first 
trimester is more likely to cause growth defects. 

Thank you for your comment. The GDG 
considered providing more detail regarding 
teratogenicity in the NICE guideline, but 
decided that it would not be helpful to do so. 
The GDG felt that given the uncertainty 
inherent in the data, in particular problems with 
confounding variables, it is more important for 
prescribing healthcare professionals to keep up-
to-date with the evidence on harms rather than 
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The embryo is most vulnerable to teratogens 
during the embryonic phase from days 18 to 55 
when the cells differentiate and the major 
organs are formed The risk of exposure to a 
teratogen can differ among individuals. Not all 
ŦŜǘǳǎΩ ǿƛƭƭ ōŜ ŀŦŦŜŎǘŜŘΦ 5ǳǊƛƴƎ ǘƘŜ ŦŜǘŀƭ ǇŜǊƛƻŘΣ 
from day 56 until birth, organs such as the 
cerebral cortex and the renal glomeruli 
continue to develop and remain particularly 
susceptible to damage. Functional 
abnormalities such as deafness may also occur. 
Teratogenic effects are usually dose-dependent 
and the dose response curve is steep i.e. a small 
increment in dose can result in a large increase 
in fetal toxicity. For example the incidence of 
neural tube defects with sodium valproate may 
be dose-ǊŜƭŀǘŜŘέΦ 

rely on what may become outdated estimates 
of risk. Recommendations 1.2.2, 1.4.2-1.4.7 and 
1.4.10-1.4.17, 1.4.20-1.4.21, and 1.4.34 are 
concerned with considering and discussing risk. 
Recommendation 1.2.3 recommends that 
valproate should not be offered for acute or 
long-term treatment of a mental health 
problem in women of childbearing potential. 
¢Ƙƛǎ ΨŘƻ ƴƻǘΩ ƻŦŦŜǊ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ǿŀǎ ƳŀŘŜ 
on the basis of concerns about harms so 
outlining dose-response curves for this drug 
were not considered necessary or appropriate.  

Central & North 
West London NHS 
Foundation Trust 

9 NICE 1.3 18 p18-29 
1.3  and 1.6 (p34-40) 
 
Re drug treatment. In general I did not find this 
document easy to navigate. Mostly because 1.3 
and 1.6 did not seem to be distinct enough from 
each other, yet were separated. Meaning the 
reader had to keep going back and forth. It 
appears that 1.3 was intended to be a more 
general section (which makes sense) then 1.6 
should give the more detail advice. However 
currently 1.3 goes into a lot of specific detail i.e. 
the whole of 1.3.16 ς 1.3.39. This would better 
sit in 1.6, with further details added.  

Thank you for your comment. Because the 
guideline covers a wide range of mental health 
problems, some of which may be treated by the 
same drug, the decision was made to cover the 
decisions about starting and stopping a 
particular treatment in 1.3 (now 1.4.), because 
for some women these decisions will be of 
paramount importance. Where the 
recommendations were disorder-specific (for 
example, which specific treatments to offer a 
pregnant woman with depression), the 
recommendations are contained in section 1.6 
(now 1.8) The GDG realises that this might not 
have been immediately obvious and to address 
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your concerns, the guideline has undergone 
some restructuring in order to make it clear 
how to navigate the document (see 
recommendation 1.1.2, which has been moved 
to the front of the guideline). Also, in the NICE 
Pathway for this topic, which will be launched 
at the same as the guideline, the linkage 
between the two sections will be clearer and 
the ability to navigate easier. 

Central & North 
West London NHS 
Foundation Trust 

10 NICE 1.3.13 22 нƴŘ ōǳƭƭŜǘ Ǉƻƛƴǘ ŎǳǊǊŜƴǘƭȅ ǎŀȅǎΥ άǳǎŜ ǘƘŜ ƭƻǿŜǎǘ 
effective dose (this is particularly important 
when the risks of adverse effects to the woman, 
fetus and baby may be dose related), but note 
that sub-therapeutic doses may also expose the 
ŦŜǘǳǎ ǘƻ Ǌƛǎƪǎά 
agreeŘΣ ōǳǘ ǇƭŜŀǎŜ ŀƳŜƴŘ ǘƻΥ άuse the lowest 
effective dose to achieve remission of maternal 
psychiatric symptoms. This is particularly 
important when the risks of adverse effects to 
the woman, fetus and baby may be dose 
related. However, doses so low as to constitute 
ineffective treatment (i.e. sub-therapeutic) may 
ŀƭǎƻ ƴŜŜŘƭŜǎǎƭȅ ŜȄǇƻǎŜ ǘƘŜ ŦŜǘǳǎ ǘƻ Ǌƛǎƪǎά 

Thank you for your comment. The 
recommendation has ōŜŜƴ ǊŜǾƛǎŜŘ ǘƻ ǎŀȅ ΨƴƻǘŜ 
that sub-therapeutic doses may also expose the 
fetus to risks and not treat the mental health 
ǇǊƻōƭŜƳ ŜŦŦŜŎǘƛǾŜƭȅΩΣ ǿƘƛŎƘ ǘƘŜ ƎǳƛŘŜƭƛƴŜ 
development group thinks is clearer. 

Central & North 
West London NHS 
Foundation Trust 

11 NICE 1.3.13 22 1.3.13, 1.6.6,1.6.7, 1.6.8- 2nd bullet point, 1.6.9 
 
Both here and numerous places further on in 
ǘƘŜ ŘƻŎǳƳŜƴǘ ƛǘ ǳǎŜǎ ǘƘŜ ǇƘǊŀǎŜ άƛƴ ǇǊŜƎƴŀƴŎȅ 
ŀƴŘ ǘƘŜ Ǉƻǎǘƴŀǘŀƭ ǇŜǊƛƻŘέΦ 
hōǾƛƻǳǎƭȅ ǘƘŜ άǇƻǎǘƴŀǘŀƭέ ǇŜǊƛƻŘ Ƴŀȅ ƛƴŎƭǳŘŜ 
breastfeeding, but it would be better to make 
this explicit. The use of medicines in a 

Thank you for your comment. We have now 
made this explicit in 1.4.5. 
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postpartum breastfeeding mother is a very 
different scenario to the use of medicines in a 
postpartum mother who is not breastfeeding. 
And the situations need very different 
consideration and action.   

Central & North 
West London NHS 
Foundation Trust 

12 NICE 1.3.19 25 1.3.19 and 1.3.20 Then 1.6.24 
There are just 2 points about benzodiazepines. 
But no mention at all here about other 
hypnotics.   And the only section about sleep 
όмΦсΦнпύŘƻŜǎƴΩǘ ǘŀƭƪ ŀōƻǳǘ ōŜƴȊƻŘƛŀȊŜǇƛƴŜǎΦ 
¢ƘŜǎŜ ŘƻƴΩǘ Ŧƛǘ ǿŜƭƭ ǘƻƎŜǘƘŜǊΣ ŀǊŜƴΩǘ ŎƻƴǎƛǎǘŜƴǘ 
and do not reflect other national guidance (eg 
BAP). 

Thank you for your comment. We don't have 
any efficacy data on benzodiazepines to treat 
sleep disorders or insomnia in pregnancy so 
there are no grounds for including sleep as an 
exception to the 'do not offer 
benzodiazepines...' recommendation. In 
response to your comment regarding the 
recommendation for interventions for sleep 
problems, no evidence was found for z-
hypnotics (or benzodiazepines) for the 
treatment of sleep disorders or insomnia in 
pregnancy 

Central & North 
West London NHS 
Foundation Trust 

13 NICE 1.3.19 25 1.3.19 and 1.3.20 
These two points make no differentiation 
between the odd occasional use of a single dose 
of benzodiazepine eg temazepam to assist 
sleep, vs chronic regular doses of long acting 
benzodiazepines. These need to be given a 
distinction, as they are very different clinical 
scenarios and require different management 
plans. 

Thank you for your comment. The 
recommendation does make a distinction 
between long-ǘŜǊƳ ŀƴŘ ŀŎǳǘŜ ǘǊŜŀǘƳŜƴǘ ŀǎ ΨǘƘŜ 
short-term treatment of extreme anxiety and 
ŀƎƛǘŀǘƛƻƴΩ ƛǎ ŀŘŘŜŘ ŀǎ ŀƴ ŜȄŎŜǇǘƛƻƴ ǘƻ ǘƘŜ Ψ5ƻ 
not offer bŜƴȊƻŘƛŀȊŜǇƛƴŜǎΧΩ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴΦ 
There was no efficacy data on benzodiazepines 
to treat sleep disorders or insomnia in 
pregnancy so there are no grounds for including 
sleep as an exception in this recommendation 

Central & North 
West London NHS 
Foundation Trust 

14 NICE 1.3.23 26 άΦΦΦΦƻŦŦŜǊ ŀ ŘƛŦŦŜǊŜƴǘ ŀƴǘƛǇǎȅŎƘƻǘƛŎΦέ tƭŜŀǎŜ 
ŎƘŀƴƎŜ ǘƻ άΦΦΦΦƻŦŦŜǊ ŀ ǇǊƻƭŀŎǘƛƴ ǎǇŀǊƛƴƎ 
ŀƴǘƛǇǎȅŎƘƻǘƛŎΦέ 

Thank you we have made specific reference to 
prolactin sparing medication in 
recommendation 1.4.22. 

Central & North 15 NICE 1.3.29 27 And 1.3.30   Thank you for your comment, but the guideline 
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West London NHS 
Foundation Trust 

άŀŘǾƛǎŜ ƘŜǊ ǘƻ ƎǊŀŘǳŀƭƭȅ ǎǘƻǇέΦ 
Again there is no sense of balancing risks in this 
instructive. What if is best that she should stay 
on valproate in order to stay well? What if any 
other drugs are less acceptable to her, or she 
will refuse to take? Please also see comment 
above re Key priorities on page 10 and 1.13 on 
page 16 
No acknowledgement that teratogenic effects 
are dose related, and advice about how to use 
valproate when necessary eg twice daily dosing 
use Modified Release preps to avoid peaks and 
troughs etc.  
There no text to show prescribers that they 
need to balance of the chance or relapse (and 
the impact that has on a foetus) versus the 
chances of teratogenicity. 
Furthermore 1.3.30is not consistent within 
ƛǘǎŜƭŦΦ Lǘ ǘŜƭƭǎ ǇǊŜǎŎǊƛōŜǊǎ άǘƻ ǎǘƻǇн ǘƘŜ 
ǾŀƭǇǊƻŀǘŜΦ !ƴŘ άǘŀƪŜ ƛƴǘƻ ŀŎŎƻǳƴǘ ǘƘŜ Ǌƛǎƪǎ ŀƴŘ 
ōŜƴŜŦƛǘǎ ƻŦ ƻǘƘŜǊ ŘǊǳƎǎέΦ LŦ ƻǘƘŜǊ ŘǊǳƎǎ ŀǊŜ ƴƻǘ 
ŜŦŦŜŎǘƛǾŜκŎŀƴΩǘ ōŜ ǘǊƛŜŘκƘŀǾŜƴΩǘ ǿƻǊƪŜŘ 
previously. We have then left the patient 
without any drug. I doubt this is what you 
intended this section to mean. 

development group wished to be robust about 
valproate because poor neurodevelopmental 
outcomes result from exposure to valproate 
throughout pregnancy. 

Central & North 
West London NHS 
Foundation Trust 

16 NICE  1.3.32 27 Please qualify that the lamotrigine being 
ŘƛǎŎǳǎǎŜŘ ƘŜǊŜ ƛǎ άŦƻǊ ŀ ƳƻƻŘ ŘƛǎƻǊŘŜǊέΦ 

Thank you for your comment, but in the context 
of a guideline on mental disorders this was not 
considered necessary. 

Central & North 
West London NHS 
Foundation Trust 

17 NICE  1.3.35 28 This section on lithium is phrased nicely and 
realistically. Could we please have the same 
approach with valproate? Both are teratogenic, 

Thank you for your comment. The GDG were 
concerned that prescribing practices of sodium 
valproate for women of childbearing age 
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both should equally be avoided in pregnancy 
and breastfeeding, and both have additional 
(separate and different) postpartum 
complications. 

remained higher than would be expected if 
existing NICE guidance was being followed. 
Based on GDG concerns about the potential for 
harm, the consensus judgement was that there 
were grounds to strengthen the valproate 
recommendations that were made in the 
previous 2007 guideline. This was also 
consistent with recommendations made in the 
bipolar guidance (for both acute and long-term 
treatment). 

Central & North 
West London NHS 
Foundation Trust 

18 NICE  1.6.18ff 38 This section needs some general principles 
added. ie to balance the realistic immediate 
needs of both the mother and unborn child in 
order to stay safe, versus technical longer term 
potential risks of using medicines.  
And to add that in principle a pregnant woman 
with an acute episode fo mental health illness 
should be treated as per the principles of NICE 
guidelines.  
 
The exact details will be dependent on the 
patients history of response to medicines, the 
severity of her current situation and the risks to 
the baby incurred by her current mental state. 

Thank you for your comment. The points that 
you raise are covered in other sections of the 
guideline, notably in sections 1.1 and 1.4. The 
NICE guideline has undergone some minor 
restructuring to make it clear that healthcare 
professionals should consult specific mental 
health guidelines, and modify them according 
to the advice set out in the Antenatal and 
Postnatal Mental Health guideline. 

Central & North 
West London NHS 
Foundation Trust 

19 NICE  1.6.19 39 In addition this point needs to be realistic and 
add that if a pregnant woman with BPAD 
becomes manic she should also be treated as 
per the principles of the BPAD NICE guidelines. 
Ie she should also be offered a mood stabiliser 
(even as a short term measure) and this may 
include valproate if she is not in the first 

Thank you for your comment. The NICE 
guideline has undergone some restructuring to 
make it clear from the outset that healthcare 
professionals should consult specific mental 
health guidelines, and modify them according 
to the advice set out in the Antenatal and 
Postnatal Mental Health guideline. But it should 
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trimester, a/or a benzodiazepine (as a short 
term measure). The exact choice of medicine 
ǿƛƭƭ ōŜ ŘŜǇŜƴŘŜƴǘ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘƛǎǘƻǊȅ ƻŦ 
response to medicines, the severity of her 
current situation and the risks to the baby 
incurred by her current mental state. 

be noted that both the Antenatal and Postnatal 
Mental Health guideline and the Bipolar 
Disorder guideline do not recommend valproate 
for pregnant women or women of childbearing 
potential.  

Central & North 
West London NHS 
Foundation Trust 

20 NICE  1.6.21 39 {ǘŀǊǘ ǘƘŜ ǎŀƳŜ ǎŜƴǘŜƴŎŜ ǿƛǘƘ ά²ƘŜǊŜ 
ǇƻǎǎƛōƭŜΦΦΦΦΦΦΦέ 

Thank you for your comment, however the 
guideline development group did not judge that 
this change was needed given that it is clear 
from the recommendation that the action only 
applies to women already taking medication for 
bipolar disorder. 

Central & North 
West London NHS 
Foundation Trust 

21 NICE  1.6.21 39 This is an example of this guidance being hard 
ǘƻ Ŧƻƭƭƻǿ ŀǎ ƛǘ ŘƻŜǎƴΩǘ Ŧƭƻǿ ǿŜƭƭΦ L ǿƻǳƭŘ ƘŀǾŜ 
thought that this point sit in the breast feeding 
section. Ie 1.7.9-13 or at least to be mirrored 
there. 

 Thank you for your comment, but this 
recommendation is specific to women with 
bipolar disorder so is best placed in the section 
on specific mental health problems.  The 
guideline has, however, been restructured 
elsewhere to improve the flow and the links 
between sections. Also, in the NICE Pathway for 
this topic, which will be launched at the same as 
the guideline, the linkage and distinction 
between recommendations in each section will 
be clearer and the ability to navigate easier. 

Central & North 
West London NHS 
Foundation Trust 

22 NICE 1.6.22 39 Please acknowledge that this plan is an ideal. 
And that the prescriber need to balance the 
desire and preference for the mother to breast 
feed versus the need to keep her mentally well 
and stable such that she can deliver and keep 
the baby in her care. 

Thank you for your comment. There are a 
number of recommendations which relate to 
discussing with the woman the risks and 
benefits of taking medication versus potential 
harms to the fetus or the baby; specially if no 
other drug has an effect on the mother.  

Central & North 
West London NHS 

23 NICE 1.6.23 39  3rd bullet point  
As above (1.6.19): In addition this point needs 

Thank you for your comment. The 
recommendations in this guideline are 
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Foundation Trust to be realistic and add that if a pregnant woman 
with BPAD becomes manic she should also be 
treated as per the principles of the BPAD NICE 
guidelines. Ie she should also be offered a mood 
stabiliser (even as a short term measure) and 
this may include valproate if she is not in the 
first trimester, a/or a benzodiazepine (as a short 
term measure). The exact choice of medicine 
ǿƛƭƭ ōŜ ŘŜǇŜƴŘŜƴǘ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ Ƙƛstory of 
response to medicines, the severity of her 
current situation and the risks to the baby 
incurred by her current mental state. 

consistent with the most recent bipolar 
guidance 

Central & North 
West London NHS 
Foundation Trust 

24 NICE 1.6.24 39 Needs to read consistently with 1.3.19. which 
only spoke about benzodiazepines. And neither 
ǎŜŎǘƛƻƴ ŜǾŜƴ ƳŜƴǘƛƻƴ άȊ-ƘȅǇƴƻǘƛŎǎέΦ ²ƻǳƭŘ ōŜ 
preferable if these two sections where together 
and if they more comprehensively addressed 
the topic of hypnotics as this is a very frequent 
issue in pregnancy. 

Thank you or your comment. We don't have any 
efficacy data on benzodiazepines to treat sleep 
disorders or insomnia in pregnancy so there are 
no grounds for including sleep as an exception 
to the 'do not offer benzodiazepines...' 
recommendation. In response to your comment 
regarding the recommendation for 
interventions for sleep problems, no evidence 
was found for z-hypnotics (or benzodiazepines) 
for the treatment of sleep disorders or 
insomnia in pregnancy  

Central & North 
West London NHS 
Foundation Trust 

25 NICE  1.6.26 40 {ŜŎƻƴŘ ōǳƭƭŜǘ Ǉƻƛƴǘ ǎŀȅǎ ά{ƘŜ ǎƘƻŘǳƭ ƴƻǘ ōŜ 
ǎŜŎƭǳŘŜǎ ŀŦǘŜǊ w¢έ ŀƎŀƛƴ ǎǳŎƘ ŘŜŦƛƴƛǘŜ 
statements are not realistic. It is probably safer 
for someone to be constantly observed under 
the very tight restrictions required for practising 
seclusion, that it is to leave a manic pregnant 
person unattended. Furthermore the use of 
seclusion  is intended in part to be another 

 Thank you for your comment. As evidence was 
not reviewed for rapid tranquilisation for this 
update (outside the scope of this update) this 
recommendation was directly taken from the 
previous 2007 APMH guideline. 
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method for addressing disturbance other than 
medicines (ie RT), therefore the use of seclusion 
may diminish the need for further RT and 
restraint. What is the evidence base and 
rational for this instruction?  
It would be preferable to instead emphasise 
that the MDT should do everything possible to 
ŀǾƻƛŘ ǘƘŜ ǳǎŜ ƻŦ ǊŜǎǘǊŀƛƴǘΦ .ǳǘ ǘƘƛǎ ŘƻŜǎƴΩǘ ǎŜŜƳ 
to be addressed.  

Central & North 
West London NHS 
Foundation Trust 

26 NICE 1.7.2 41 And 1.7.3 
¢Ƙƛǎ ǎŜŜƳǎ ŀ ǾŜǊȅ ǎƘƻǊǘ ǎŜŎǘƛƻƴ ƎƛǾŜƴ ǘƘŜ ǘƛǘƭŜ ά 
Monitoring babies for effects of psychotropic 
ƳŜŘƛŎŀǘƛƻƴ ǘŀƪŜƴ ƛƴ ǇǊŜƎƴŀƴŎȅέΦ ¢ƘŜǊŜ ƛǎ ǎƻ 
much more to be said.  There is no mention 
here about the medium term and follow up to 
establish if there is any neurodevelopmental 
delay, or not. And there should be specific 
details about the follow up required for babies 
who are born to mothers taking lithium (ie to 
monitor levels and to check for cardiac 
abnormalities), or those taking valproate. 

Thank you for this comment. This 
recommendation has been amended in 
ǊŜǎǇƻƴǎŜ ǘƻ ǎǘŀƪŜƘƻƭŘŜǊΩǎ ŎƻƳƳŜƴǘǎ ŀƴŘ ǘƘŜ 
need for further monitoring has been added as 
a bullet point to recommendation 1.9.2. More 
specific detail is outside the scope of this 
guideline and is an implementation issue and 
has been passed on to the NICE implementation 
support team. 

Central & North 
West London NHS 
Foundation Trust 

27 NICE 1.7.9. 43 Need to add that although this is true, this need 
shodul be balanced against the need of the 
mother to say mentally well enough so that she 
can actually care for the child and retain 
custody. 

Thank you for your comment. The GDG agree 
that this is important and feel that it is covered 
by recommendation 1.4.4 

Central & North 
West London NHS 
Foundation Trust 

28 NICE 1.7.12 44 tƭŜŀǎŜ ǊŜǇƘǊŀǎŜ ǘƘŜ ƻǇŜƴƛƴƎ ƭƛƴŜ ǘƻΥ ά²ƻƳŜƴ 
who need to continue to take the following 
medicines should be strongly advised and 
encouraged not to breastfeed, for the safety of 
ǘƘŜ ōŀōȅΥέ 

 Thank you for your comment. The 
recommendation has been revised in light of 
ȅƻǳǊ ŀƴŘ ƻǘƘŜǊ ǎǘŀƪŜƘƻƭŘŜǊǎΩ ŎƻƳƳŜƴǘǎ ǘƻ ǎŀȅ 
Ψ5ƻ ƴƻǘ ŀŘǾƛǎŜ ōǊŜŀǎǘŦŜŜŘƛƴƎ ƛƴ ǿƻƳŜƴ 
ǘŀƪƛƴƎΦΦΦΩ ŀƴŘ ǘƘŜƴ ƭƛǎǘǎ ŎŀǊōŀƳŀȊŜǇƛƴŜΣ 
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Then bullet points to continue as currently 
written/.  

clozapine and lithium. 

Central & North 
West London NHS 
Foundation Trust 

29 NICE  General 0 omission : No reference to UKTIS and their 
resources, and the need to inform them of the 
out come post partum in order to established a 
greater understanding of the medicines use in 
pregnancy.  
ά¢ƘŜ ¦Y ¢ŜǊŀǘƻƭƻƎȅ Information Service (UKTIS) 
collate data on medicines use during pregnancy. 
Please contact UKTIS on XXXXXXXXXX to inform 
them of any pregnancy where exposure to 
medicine (especially where data is limited) has 
ƻŎŎǳǊǊŜŘ ŘǳǊƛƴƎ ǇǊŜƎƴŀƴŎȅΦέ 

Thank you for the information but we have not 
verified or reviewed sources of advice. 

Children and 
¸ƻǳƴƎ tŜƻǇƭŜΩǎ 
Mental Health  
Coalition 

1 Full 7.7.1.20 556 And NICE version 1.7.14 respectively (it is the 
same text in both documents) p 44 
 
The relationship between mother and child is a 
delicate and complex thing, and improvements 
ƛƴ ƳƻǘƘŜǊǎΩ ǎȅƳǇǘƻƳǎ ŀƭƻƴŜ ǿƛƭƭ ƴƻǘ ƘŜƭǇ 
ƛƳǇǊƻǾŜ ǘƘŜ ŎƘƛƭŘΩǎ ŘŜǾŜƭƻǇƳŜƴǘ - 
file:///C:/Users/plavis.FOUNDATION/Download
s/WP8%20(1).pdf  
 
We know that maternal mental health problems 
Ŏŀƴ ƘŀǾŜ ŀ ƴŜƎŀǘƛǾŜ ƛƳǇŀŎǘ ƻƴ ǘƘŜ ŎƘƛƭŘΩǎ 
mental health and on the ability of the mother 
to form a secure attachment with her child.  
With this in mind it is important to reassure 
mothers who have a mental health problem 
that they will be able to form a good 
relationship with their child, but they will 

Thank you for your comment. In light of your, 
ŀƴŘ ƻǘƘŜǊ ǎǘŀƪŜƘƻƭŘŜǊǎΩΣ ŎƻƳƳŜƴǘǎ ǘƘŜ 
recommendation has been amended. 
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probably help to do this.   We are concerned 
that the statement in the guidance is too 
simplistic. 

Children and 
¸ƻǳƴƎ tŜƻǇƭŜΩǎ 
Mental Health  
Coalition 

2 Full 7.7.1.21 556 Whilst we agree with the statement in principle, 
we are concerned about who will be carrying 
out this assessment, as this is not clear in the 
statement.  Ideally it should be a health visitor 
or a midwife, or GP, who has built up a good 
relationship with the mother, but we are 
concerned whether they would have time and 
the skills/support in order to do this. In order 
for this to be effective in practice, more thought 
needs to be given to the practicalities of how 
this will be achieved.  

Thank you for your comment. Please see the 
amended recommendation in light of your 
comment. 

College of Mental 
Health Pharmacy 

1 Full 5.4.8.1 148 Principles of care for women with a mental 
ƘŜŀƭǘƘ ǇǊƻōƭŜƳΧΧΧΧ ²ƻǳƭŘ ƛǘ ōŜ ǿƻǊǘƘ 
adding something here about reviewing any 
medication currently being taken (or prescribed 
but not taken) to reduce the risk to the foetus 
while best protecting the mother. 5.4.8.1 might 
not be exactly the right place to mention this, 
so perhaps somewhere else in this brief section. 

Thank you for your comment, but the guideline 
development group considers that the points 
you have raised are adequately covered in 
other recommendations - see section 1.4 of the 
NICE guideline. 

College of Mental 
Health Pharmacy 

2 Full 6.4.1.11 204 The part of this recommendation that includes 
the use of decision aids is very sensible but not 
particularly practical. Developing such aids is a 
skilled task that is likely to be beyond the 
resources of most service providers. If such an 
aid could be developed by NICE, or signposting 
to an existing aid provided, this would provide 
clinicians with the tools to do a good job and 
make it easier to implement the guideline. To 

Thank you for your comment. This 
recommendation provides general principles 
about how to assist a woman in the treatment 
decision. Your concern has been passed on to 
the NICE implementation support team who 
will look into how best to translate these 
recommendations into practice. 
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give an example of this, the ADHD guideline 
recommends the use of centile charts to 
document BP when stimulant drugs are 
prescribed, but such charts are very difficult to 
ƭƻŎŀǘŜ ŀƴŘ ŎŀƴΩǘ ōŜ ŜƳōŜŘŘŜŘ ƛƴ ŜƭŜŎǘǊƻƴƛŎ 
patient records. Therefore in practice, very few 
patients have their BP monitored in the way 
that is recommended. Clinicians see the 
recommendation as impractical and this 
undermines the guideline. 

College of Mental 
Health Pharmacy 

3 Full 7.7.1.10 554 At this point, the foetus has already been 
exposed to medication and the benefits of 
stopping medication may be limited. There 
needs to be some acknowledgement here that 
the risk/benefit of stopping medication may be 
greater than in a woman who is yet to conceive. 

Thank you for your comment. The point that 
you have made is of course a valid one, and one 
which the guideline development group 
discussed at length. The GDG considers that the 
risks of stopping medication are adequately 
covered in section 1.4 of the NICE guideline. 

College of Mental 
Health Pharmacy 

4 Full 7.7.1.12 554 Changing to a medication with a lower risk of 
ŀŘǾŜǊǎŜ ŜŦŦŜŎǘǎ ΧΦΦǘƘƛǎ Ƴŀȅ ǇƻǘŜƴǘƛŀƭƭȅ ōŜƴŜŦƛǘ 
the mother but may not benefit the foetus (now 
exposed to multiple medications). See also the 
comment related to table 321 below. If 
depression is/was severe in the mother, the 
risks of switching may also be considerable for 
the woman herself. 

Thank you for your comment. In response to 
your and the comments of other stakeholders 
this recommendation has been redrafted to be 
more cautious and to make it clear that 
medication should only be switched if a drug 
that is effective for the woman is available. As 
outlined in the recommendation, this decision 
ǿƛƭƭ ōŜ ƛƴŦƻǊƳŜŘ ōȅ ǘƘŜ ǿƻƳŀƴΩǎ ǇǊŜǾƛƻǳǎ 
response to treatment, stage of pregnancy, risk 
of relapse, risk associated with medication and 
ǘƘŜ ǿƻƳŀƴΩǎ preference 

College of Mental 
Health Pharmacy 

5 Full 8.1 558 The introduction to this section is very 
thoughtful and well written. If read (unlikely 
when embedded in the full guideline), it would 
be very helpful to doctors (perhaps particularly 

Thank you for your positive comment about the 
introduction to 8.1.  The NICE guideline 
introduction is purposefully short, but the 
guideline development group feels that it has 
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in primary care) who often seek a simple 
safe/less safe list of medicines. If it were 
possible to make this text available in the NICE 
guidance this may facilitate more thoughtful 
care. 

covered most of the issues from 8.1 either in 
the NICE guideline introduction or in the 
recommendations. 

College of Mental 
Health Pharmacy 

6 Full 8.2 569 Calcium v placebo: The text mentions selenium 
(n-247), when the study in the table involves 
calcium 

Thank you for your comment. The text has been 
changed from selenium to calcium 

College of Mental 
Health Pharmacy 

7 Full 8.4 651 Table 321: This table is helpful but could be 
interpreted very concretely (that a medication 
with a risk of 4 more per thousand was safer 
than one with 7 more per thousand) and 
switching may take place which then exposes 
the foetus to 2 medicines, The truth is that the 
studies that form the meta-analysis differ in 
design and this may partially explain the 
apparently different risks, albeit usually small, 
associated with similar medicines.  

Thank you for your comment. The reason for 
including both statistics is that where the actual 
event rate is low in the general population, an 
effect may be statistically significant, however 
lead to an over-interpretation of the effect size 
if the absolute risk difference is actually very 
low.  However the GDG did feel that greater 
clarification was needed on interpreting the 
absolute values, therefore further explanation 
has been added to the section on statistical 
analysis in the full guideline 

College of Mental 
Health Pharmacy 

8 Full 8.8.2 709 The set of principles to guide prescribing is very 
welcome. One of these principles (which we 
agree with) is that considerable caution should 
be exercised when changing or stopping 
antidepressant drugs in pregnancy. See 
comments for 7.7.1.12 that seems to support 
switching.  

Thank you for your comment. We agree with 
this point and have changed the 
ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ǘƻ ƛƴŎƭǳŘŜ ΨŘƛǎŎǳǎǎƛƴƎ 
ŎƻƴǘƛƴǳƛƴƎ ǘƘŜ ŎǳǊǊŜƴǘ ƳŜŘƛŎŀǘƛƻƴΩ ŀǎ ƻƴŜ ƻŦ 
the following options, and have amended the 
ƻǇǘƛƻƴ ŀōƻǳǘ ǎǿƛǘŎƘƛƴƎ ƳŜŘƛŎŀǘƛƻƴ ǘƻ ΨŎƘŀƴƎƛƴƎ 
medication if a drug with a lower risk of adverse 
ŜŦŦŜŎǘǎ ƛǎ ŀǾŀƛƭŀōƭŜΩΦ  

College of Mental 
Health Pharmacy 

9 Full 8.9.1.1 717 In the last few years the number of studies that 
have examined the effects of psychotropic drug 
use during pregnancy has increased hugely. The 
quality of such studies has also improved. The 

Thank you for your comment. As you point out 
this recommendation covers the individual 
ǇǊŜǎŎǊƛōŜǊΩǎ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ǘƻ keep themselves 
up to date with the evidence base on harms 
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evidence base is moving on quite rapidly so we 
agree absolutely that the latest data should 
always be used and welcome this 
recommendation. Is it possible to go further 
and recommend that those who prescribe 
psychotropics for pregnant women have a 
responsibility to keep up to date themselves 
with this evidence base (this would apply to 
specialists) or to seek case-specific advice 
(generalists, particularly GPs for whom such 
prescribing may be infrequent)? 

associated with psychotropic medication. The 
recommendation for a pregnant woman who 
has taken psychotropic medication with known 
teratogenic risk at any time in the first trimester 
(1.4.15) also includes that healthcare 
ǇǊƻŦŜǎǎƛƻƴŀƭǎ ǎƘƻǳƭŘ ΨǎŜŜƪ ŀŘǾƛŎŜ ŦǊƻƳ ŀ  
specialist if there is uncertainty about the risks 
associated with specific drugs ' 

College of Mental 
Health Pharmacy 

10 Full 8.9.1.2 717 hōǎŜǊǾŀǘƛƻƴ ƻƴƭȅ ΧΧ²ƘƛƭŜ ǿŜ ŀƎǊŜŜ ǘƘŀǘ ǘƘƛǎ ƛǎ 
ŘŜǎƛǊŀōƭŜΣ ŀ ΨŘƻ ƴƻǘ ƻŦŦŜǊΩ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ Ƴŀȅ 
be very difficult to implement, particularly 
when treating acute episodes of mania. We 
agree that awareness of the teratogenic 
potential of valproate and converting that 
awareness into prescribing decisions is very 
much poorer than it should be.  Child-bearing 
potential has probably been carefully chosen 
over child-bearing age but it leads to all sorts of 
assumptions (patient not at risk because not in 
a relationshƛǇΣ ǊŜƭƛƎƛƻǳǎ ōŜƭƛŜŦǎ ƻǊ ǎƛƳǇƭȅ ŘƛŘƴΩǘ 
think this would be an issue ς all explored in a 
study published in the Journal of Mental Health 
a number of years ago- James L et al). Child-
bearing age might be better as that places the 
onus on the prescriber to actively 
defend/document why they are prescribing 
outside a recommendation, rather than assume 
ǘƘŜ ǇŀǘƛŜƴǘΩǎ Dt ƛǎ ǇǊŜǎŎǊƛōƛƴƎ ŎƻƴǘǊŀŎŜǇǘƛƻƴ 

Thank you for your comment. This 
recommendation is consistent with the bipolar 
guidance (for both acute and long-term 
treatment). The GDG considered using the term 
childbearing age relative to childbearing 
potential in recognition of the valid points you 
highlight. However, the decision was taken to 
use childbearing potential as it is consistent 
with other NICE guidance and the age range 
that you would have to specify would be so 
wide as to be meaningless but without 
specification could also be open to 
misinterpretation 
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thus removing the child-bearing potential issue 
from the prescribing decision. 

College of Mental 
Health Pharmacy 

11 Full 8.9.1.9 719 Might it be worth adding that discussing the 
potential harms of psychotropic medication to 
the foetus may help the mother make a more 
informed decision (it is possible she hugely 
over-estimates the risks). 

Thank you for your comment. The GDG did not 
feel the evidence in the qualitative review was 
strong enough to make such a claim and 
amending the recommendation would be 
misleading.  

College of Mental 
Health Pharmacy 

12 Full 8.9.1.12 720 The stem here is about risks to the foetus or 
pregnant woman. The last point about FTI is 
ŀōǎƻƭǳǘŜƭȅ ǘǊǳŜ ōǳǘ ŘƻŜǎƴΩǘ ǉǳƛǘŜ ōŜƭƻƴƎ ƘŜǊŜΦ  
In clinical practice, women often find that TCAs 
compound constipation, sedation and dizziness 
(postural hypotension). This may be useful 
practical advice. 

Thank you for your comment. This 
recommendation has been amended and the 
final bullet point has been removed. Given the 
lack of evidence reviewed for an association 
between TCAs and constipation, sedation and 
dizziness the GDG did not feel it was 
appropriate to add this point to the 
recommendation 

College of Mental 
Health Pharmacy 

13 Full 8.9.1.23 721 Do not offer carbamazepine appears here. We 
Ƴŀȅ ƘŀǾŜ ƳƛǎǎŜŘ ǊŜŦŜǊŜƴŎŜ ǘƻ ǘƘƛǎ ΨŘƻ ƴƻǘ ƻŦŦŜǊΩ 
statement earlier. 

Thank you for your comment, but the guideline 
development group wished to highlight the 
particular harms associated with valproate for 
women of childbearing potential. 

College of Mental 
Health Pharmacy 

14 Full 8.9.1.25 722 At this point the harm may be done. Is it worth 
considering whether an early high resolution 
ultrasound scan to detect neural tube defects 
may help inform the care plan. A woman may 
elect to terminate such a pregnancy particularly 
if it is in the early stages. 

 Thank you for your comment. 
Recommendation 1.4.15 recommends that if a 
pregnant woman has taken psychotropic 
medication with known teratogenic risk at any 
time during the first trimester they should be 
offered screening for fetal abnormalities and 
counselling about continuing the pregnancy 

College of Mental 
Health Pharmacy 

15 Full 8.9.1.28 722 Pre-conception folate may not protect against 
anticonvulsant-associated neural tube defects 
(there is some literature on this) and high-dose 
folic acid is associated with having twins. This 
information should be shared with the woman. 

Thank you for your comment. This 
recommendation has been removed based on 
ȅƻǳǊΣ ŀƴŘ ƻǘƘŜǊ ǎǘŀƪŜƘƻƭŘŜǊΩǎΣ ŎƻƳƳŜƴǘǎ ǘƘŀǘ 
an unintended consequence of this 
recommendation may be to imply that pre-
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conception high dose folic acid will protect 
against harms. Given that we have not reviewed 
the evidence for the efficacy of folic acid in 
preventing congenital malformations (or any 
evidence for the association between folic acid 
and the incidence of twins), the GDG agreed 
that this recommendation was going beyond 
the data.  

College of Mental 
Health Pharmacy 

16 Full 8.9.1.29 722 Among the alternatives to lithium are valproate 
and carbamazepine. If read in isolation this 
recommendation could direct clinicians towards 
less desirable treatments. 

Thank you for your comment, the guideline 
development group has made it clear that it 
means antipsychotics. 

College of Mental 
Health Pharmacy 

17 Full 8.9.1.34 723 Is it worth adding a recommendation about not 
stopping lithium abruptly at the point of 
delivery because this increases the risk of manic 
relapse at a time that a woman with bipolar 
disorder is perhaps most vulnerable. 

Thank you for your comment. The 
recommendation has been amended in light of 
your comment. 

College of Mental 
Health Pharmacy 

18 Full 8.9.1.51 726 Floppy baby syndrome seems an odd thing to 
mention here when the woman is pregnant and 
is receiving very short-term treatment for 
disturbed behaviour. If she is in labour at this 
time, this is reasonable but there is no evidence 
to suggest that such effects on the 
foetus/neonate are long-lasting. 

Thank you for your comment. The evidence for 
this recommendation has not been reviewed 
for this update, therefore we are unable to 
make changes to the recommendation.  

College of Mental 
Health Pharmacy 

19 Full 8.9.1.54 727 !ǎǎŜǎǎ ŦƻǊΧΦΦŀƴŘ ǘƘŜƴ Řƻ ǿƘŀǘΚ Thank you for your comment. The 
recommendations has been amended in light of 
your comment. 

College of Mental 
Health Pharmacy 

20 Full 8.9.1.59 728 5ŜǇƻǘ ŀƴǘƛǇǎȅŎƘƻǘƛŎǎΧΦǘƘƛǎ ŘƻŜǎƴΩǘ ǉǳƛǘŜ ƳŀƪŜ 
sense as the depot is in the mother, not the 
baby. The foetus is exposed via the placenta 
and the neonate via breastmilk. So a mother 

Thank you for your comment. Depot 
antipsychotics have been removed from this 
recommendation. 
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who stops her depot will certainly have 
medication in her breast-milk for some time 
afterwards but she would also have medication 
in her milk if she took an oral antipsychotic and 
this could also cause EPS in the neonate. The 
neonate will cease to be exposed immediately 
breast-feeding stops (depot or oral).  

Department of 
Health 

1 General General General The Department of Health has no substantive 
comments to make regarding this consultation. 

Thank you for your comment 

Elective Cesarean 1 General General General While there are evidently many positive 
statements and recommendations in this 
guideline, my organisation is concerned by a 
few specific areas in these draft NICE 
documents, and hopes that the comments 
below will be useful for the GDG. Please note 
that where comments appear related to the 
Appendices, they may also refer back to related 
areas in the NICE and FULL versions of the 
guidance. 
 
Type of Support 
 
This guideline appears to assume that in all 
cases of tokophobia - because it is considered a 
ΨƳŜƴǘŀƭ ƘŜŀƭǘƘΩ ƛǎǎǳŜΣ- it only warrants mental 
health interventions/ psychological treatment.  
 
However, one of the most common 
presentations of tokophobia in women is a 
request for elective caesarean birth, which does 
not necessarily require any mental health 

Thank you for your comment. Delivery method 
as an intervention is outside the scope of this 
guideline, but a cross-reference to the 
caesarean section guidance (CG 132) has been 
added to the recommendation. 
 
In response to the specific phrases mentioned 
in the full guideline.  The following amendment 
Ƙŀǎ ōŜŜƴ ƳŀŘŜΥ ά{ƛƳƛƭŀǊƭȅ ŦŜŀǊ ƻŦ ŎƘƛƭŘōƛǊǘƘ ƛƴ 
pregnancy has been associated with an 
increased risk of costly emergency or elective 
/ŀŜǎŀǊŜŀƴ ǎŜŎǘƛƻƴǎΦέ 
 
It is not possible to respond to comments on 
other NICE guidance referred to, for instance, 
Ψbŀǘƛƻƴŀƭ ŎƻǎǘƛƴƎ ǊŜǇƻǊǘΥ /ŀŜǎŀǊŜŀƴ ǎŜŎǘƛƻƴ 
όbƻǾŜƳōŜǊ нлммύΩ ƻǊ ǘƘŜ ŎŀŜǎŀǊŜŀƴ ǎŜŎǘƛƻƴ ό/D 
132) guidance, as it is outside the scope of this 
guideline. 
 
In response to the comments on the caesarean 
ŘŜƭƛǾŜǊȅ ǊŀǘŜǎ ōŜƛƴƎ ŎƻƴǎƛŘŜǊŜŘ ŀǎ ŀ ΨƘŀǊƳΩ ƛƴ 
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intervention or support, but rather the promise 
of a surgical one. 
 
Indeed in cases where the woman is fully 
informed of the risks and benefits of surgery, 
and is very clear in her mind that this would be 
the overriding factor in reducing or even 
eradicating entirely her symptoms of birth 
ŀƴȄƛŜǘȅ ŀƴŘ ŦŜŀǊΣ ƘŀǾƛƴƎ ǘƻ ŀǘǘŜƴŘ ΨƳŜƴǘŀƭ 
ƘŜŀƭǘƘΩ ǎŜǎǎƛƻƴǎ ŀƛƳŜŘ ŀǘ ŀǾƻƛŘƛƴƎ ŀ ŎŀŜǎŀǊŜŀƴ 
birth can often exacerbate her stress and 
anxiety instead. 
 
wŜǇŜŀǘŜŘ bŜƎŀǘƛǾŜ wŜŦŜǊŜƴŎŜ ǘƻ Ψ![[Ω 
Caesarean Types 
 
¢Ƙƛǎ ŎƻƴŎŜǊƴ ŎƻƳŜǎ ǳƴŘŜǊ ΨtƻǘŜƴǘƛŀƭ 
inconsistencies or any disagreement with the 
DǳƛŘŜƭƛƴŜΩΦ 
 
Both versions of this guideline are littered with 
ǇƘǊŀǎŜǎ ǎƛƳƛƭŀǊ ǘƻΣ ά¢ƘŜǊŜ ǿŀs some evidence 
ŦƻǊ ŀƴ ƛƴŎǊŜŀǎŜŘ Ǌƛǎƪ ƻŦ ŎŀŜǎŀǊŜŀƴ ŘŜƭƛǾŜǊȅέΣ ōǳǘ 
without specifying whether the caesarean 
delivery was an emergency or planned one, and 
whether it was wanted or unwanted by the 
women. Of course neither may indeed always 
be known, but when this is the case, NICE 
guidance should take care to note the fact 
somewhere prominent in each guideline 
version. Otherwise it encourages the 

section 8.4.9 of the full guideline. The 
ǎǳōƘŜŀŘƛƴƎ ŦƻǊ ǘƘƛǎ ǎŜŎǘƛƻƴ ƛǎ ΨŎƻǳǊǎŜ ƻŦ 
pregnancy, obstetric and neonatal 
ŎƻƳǇƭƛŎŀǘƛƻƴǎΩ ŀƴŘ ƛƴŎƭǳŘŜǎ ƻǘƘŜǊ ƻǳǘŎƻƳŜǎ 
that would not necessarily be considered as a 
harm in themselves but might be considered to 
be adverse events if an association was found 
with psychotropic medication, in this instance 
benzodiazepines, for example, birth weight or 
gestational age.   
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misconception that a caesarean is a caesarean 
is a caesarean, and any caesarean is a negative 
outcome. 
 
This is not true, and also the risks and costs of 
an emergency caesarean far outweigh those of 
an elective caesarean ς in particular one that is 
performed at 39+ gestational weeks. Until all of 
NICE guidance is fully consistent, and separates 
these two very distinct delivery types with very 
different physical and psychological health 
outcomes, the confusion, misunderstanding and 
bias that surround the subject of caesarean 
birth will only continue. CG132 and QS32 are 
particularly useful to look at in this respect. 
 
For example, my organisation would like to see 
the statement below deleted or at the very 
least revised (it appears on page 36 of the FULL 
guideline; in lines 7-9): 
 
ά{ƛƳƛƭŀǊƭȅ ŦŜŀǊ ƻŦ ŎƘƛƭŘōƛǊǘƘ ƛƴ ǇǊŜƎƴŀƴŎȅ Ƙŀǎ 
been associated with an increased risk of costly 
ŜƳŜǊƎŜƴŎȅ ƻǊ ŜƭŜŎǘƛǾŜ /ŀŜǎŀǊŜŀƴ ǎŜŎǘƛƻƴǎΦέ 
 
It expresses an attitude that this association is a 
negative one, and a situation that should be 
avoided wherever possible. But while this may 
be perfectly reasonable to state in regard to an 
emergency CS, the same cannot and should not 
be said of an elective CS. Especially when you 
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consider that for many women with a fear of 
childbirth, the availability and comparative 
safety of a more controlled elective caesarean 
birth is exactly what they want. 
 
It is as though the guideline has been written 
ǿƛǘƘ ŀƴ ŜƭŜŎǘƛǾŜ ŎŀŜǎŀǊŜŀƴ ƛƴ ƳƛƴŘ ŀǎ ŀ Ψƭŀǎǘ 
ǊŜǎƻǊǘ ƻƴƭȅΩ όƻǊ ŜǾŜƴ ƴƻǘ ƛƴ ƳƛƴŘ ŀǘ ŀƭƭ ƛƴ ŎŜǊǘŀƛƴ 
areas), and therefore not properly addressed 
ŀƴŘ ŘƛǎŎǳǎǎŜŘΦ ¢Ƙƛǎ ǿƻǳƭŘ Ŧŀƭƭ ǳƴŘŜǊ Ψtƻƛƴǘǎ ƻǊ 
areas that are not covered, but which appear to 
Ŧŀƭƭ ǿƛǘƘƛƴ ǘƘŜ ǎŎƻǇŜ ƻŦ ǘƘŜ ƎǳƛŘŜƭƛƴŜΩΣ ǿƘƛŎƘ 
Stakeholders have been asked to comment on. 
 
Inconsistent Message on Caesarean Rates 
 
3.5.4 on page 30 of the NICE document 
Ψbŀǘƛƻƴŀƭ ŎƻǎǘƛƴƎ ǊŜǇƻǊǘΥ /ŀŜǎŀǊŜŀƴ ǎŜŎǘƛƻƴ 
όbƻǾŜƳōŜǊ нлммύΩ ǊŜŀŘǎ:  
 
άLƳǇǊƻǾŜŘ ǇǊƻǾƛǎƛƻƴ ƻŦ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎǳǇǇƻǊǘ 
could lead to improved psychological outcomes 
for women with anxiety about childbirth, and a 
potential reduction in caesarean section rates 
ŦƻǊ ǎǳŎƘ ǿƻƳŜƴΦέ 
 
Given that NICE has elsewhere repeatedly 
assured ǘƘŜ ǇǳōƭƛŎ ǘƘŀǘ ƛǘ άƘŀǎ ƴƻǘ ǎƻǳƎƘǘ ǘƻ 
ŘŜŦƛƴŜ ŀŎŎŜǇǘŀōƭŜ ŎŀŜǎŀǊŜŀƴ ǎŜŎǘƛƻƴ ǊŀǘŜǎέΣ ǘƘŜ 
statement above can be interpreted as support 
for reducing them. NICE may not be proposing a 
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specific number but it is presenting a reduction 
as a good thing.    
 
The question is whether the statement refers 
only to reducing rates of emergency CS, or 
reducing all CS, and if it is the latter, then NICE 
is not only contradicting itself both across 
different guidelines and within related 
documents of a single (CG132) guideline, but it 
is feeding the idea that one of the expected 
outcomes of offering mental health support to 
women is to reduce rates of CS. As such, this 
could certainly have an effect on the 
Ψ5ŜǾŜƭƻǇƳŜƴǘ DǊƻǳǇΩǎ ƛƴǘŜǊǇǊŜǘŀǘƛƻƴ ƻŦ ǘƘŜ 
ŜǾƛŘŜƴŎŜΦΩ 
 
Furthermore, it is highly questionable whether 
such a focus on reducing CS rates would result 
ƛƴ άƛƳǇǊƻǾŜŘ ǇǎȅŎƘƻƭƻƎƛŎŀƭ ƻǳǘŎƻƳŜǎέ ŦƻǊ ǘƘŜ 
tokophobic women who want a caesarean, as 
discussed in the Hofberg study (see note. 60), 
and as evidenced in communication from 
women with my organisation over the past 
decade.  
 
And again, on page 672 of the FULL guideline, 
caesarean delivery is listed under the heading 
άƘŀǊƳέΦ aȅ ƻǊƎŀƴƛǎŀǘƛƻƴ ǿƻǳƭŘƴΩǘ ŘƛǎŀƎǊŜŜ ǿƛǘƘ 
this for an emergency CS, but for an elective CS, 
and particularly one that was welcomed by the 
mother, the two birth types should either be 
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listed separately or NICE should include a note 
in each table to the effect of: 
 
άhǳǘŎƻƳŜǎ ŀǊŜ ƻƴƭȅ ƪƴƻǿƴ ŦƻǊ ΨŀƭƭΩ ŎŀŜǎŀǊŜŀƴǎΣ 
emergency and elective combined, which 
makes it difficult to draw any precise 
ŎƻƴŎƭǳǎƛƻƴǎΦέ 
 
Unfortunately, even the current NICE Quality 
Standard on caesareans QS32 contains the QS9 
hǳǘŎƻƳŜΣ άwŀǘŜǎ ƻŦ ŎƻƳǇƭƛŎŀǘƛƻƴǎ ƛƴ ǿƻƳŜƴ 
ǿƘƻ ƘŀǾŜ ƘŀŘ ŀ ŎŀŜǎŀǊŜŀƴ ǎŜŎǘƛƻƴΦέ CƻǊ ǘƘƛǎ 
information to be fully useful in future research, 
ƛǘΩǎ ŜǎǎŜƴǘƛŀƭ ǘƘŀǘ ǘȅǇŜ ƻŦ ŎŀŜǎŀǊŜŀƴ ƛǎ ŀƭǿŀȅǎ 
recorded. 
 
Inconsistent Message on Caesarean Cost 
 
In contrast to the example above that reads, 
ά{ƛƳƛƭŀǊƭȅ ŦŜŀǊ ƻŦ ŎƘƛƭŘōƛǊǘƘ ƛƴ ǇǊŜƎƴŀƴŎȅ Ƙŀǎ 
been associated with an increased risk of costly 
emergency ƻǊ ŜƭŜŎǘƛǾŜ /ŀŜǎŀǊŜŀƴ ǎŜŎǘƛƻƴǎΦέΣ ƛǘ ƛǎ 
worth the GDG looking at the extracts below, 
ǿƘƛŎƘ ŀǇǇŜŀǊ ƛƴ bL/9Ωǎ Ψbŀǘƛƻƴŀƭ ŎƻǎǘƛƴƎ ǊŜǇƻǊǘΥ 
/ŀŜǎŀǊŜŀƴ ǎŜŎǘƛƻƴ όbƻǾŜƳōŜǊ нлммύΩΥ 
 
¢ƘŜ Ψнлмм bL/9Φ /ŀŜǎŀǊŜŀƴ {ŜŎǘƛƻƴ ό¦ǇŘŀǘŜύΦ 
Costing report. Implementing NICE guidanŎŜΩ 
states that in fact it is the provision of mental 
health support that is more costly than an 
elective caesarean: 
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άмΦпΦр ¢ƘŜ ŎŀǊŜ ƻŦ ǿƻƳŜƴ ǿƘƻ ǊŜǉǳŜǎǘ ŀ 
caesarean section, including the provision of 
mental health support for women with anxiety 
about childbirth, is likely to lead to a resource 
ƛƳǇŀŎǘ ŦƻǊ Ƴŀƴȅ bI{ ƻǊƎŀƴƛǎŀǘƛƻƴǎΦέ  
 
CǳǊǘƘŜǊƳƻǊŜΥ άоΦоΦп /ƻǎǘǎ ŦƻǊ ǇǊƻǾƛŘƛƴƎ ƳŜƴǘŀƭ 
health support to women with anxiety about 
childbirth are based on the assumption (from a 
range of clinical opinions) that 92% of women 
with anxiety about childbirth have low-level 
anxiety and will receive one or two hour-long 
sessions with a midwife, costing £52 per hour 
(1.5 hours assumed). It is assumed that the 
remaining 8% will have higher-level anxiety and 
will receive one hour-long session with a 
midwife, and a further three hour-long sessions 
with a clinical psychologist, costing £81 per 
ƘƻǳǊΦέ  
 
Lƴ ǎǳƳƳŀǊȅΣ ǘƘŜ ά/ƻǎǘ ƻŦ ƻŦŦŜǊƛƴƎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 
support to women with anxiety about childbirth 
- ϻмлулέΦ 
 
Given the choice, most women requesting a 
caesarean birth would prefer that this NHS 
money is spent directly on their preferred 
planned caesarean surgery. 

Elective Cesarean 2 Full 3.7 58 tŀƎŜ ру όоΦтύ ŘƛǎŎǳǎǎŜǎ ά¦{LbD bL/9 9±L59b/9 
REVIEWS AND RECOMMENDATIONS FROM 

Thank you for your comment. As a result of 
yours, and other stakeholder comments, a 
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EXISTING NICE CLINICAL GUIDELINES - When 
review questions overlap and evidence from 
another guideline applies to a question in the 
current guideline, it might be desirable and 
practical to incorporate or adapt 
recommendations published in NICE 
ƎǳƛŘŜƭƛƴŜǎΦέ  
 
My organisation would like to suggest 
incorporation or adaptation of the following 
statements from CG132 in relation to women 
who request a caesarean: 
 
άCƻǊ ǿƻƳŜƴ ǊŜǉǳŜǎǘƛƴƎ ŀ /{Σ ƛŦ ŀŦǘŜǊ ŘƛǎŎǳǎǎƛƻƴ 
and offer of support (including perinatal mental 
health support for women with anxiety about 
childbirth), a vaginal birth is still not an 
ŀŎŎŜǇǘŀōƭŜ ƻǇǘƛƻƴΣ ƻŦŦŜǊ ŀ ǇƭŀƴƴŜŘ /{Φέ  
 
ά!ƴ ƻōǎǘŜǘǊƛŎƛŀƴ ǳƴǿƛƭƭƛƴƎ ǘƻ ǇŜǊŦƻǊƳ ŀ /{ 
should refer the woman to an obstetrician who 
ǿƛƭƭ ŎŀǊǊȅ ƻǳǘ ǘƘŜ /{Φέ 
 
CG132 also statŜǎΥ ά²ƘŜƴ ŀ ǿƻƳŀƴ ǊŜǉǳŜǎǘǎ ŀ 
CS because she has anxiety about childbirth, 
offer referral to a healthcare professional with 
expertise in providing perinatal mental health 
support to help her address her anxiety in a 
ǎǳǇǇƻǊǘƛǾŜ ƳŀƴƴŜǊΦέ 
 
Unfortunately, my organisation is aware of 

cross-reference to the caesarean section 
guidance (CG 132) has been added to the 
recommendation 
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cases where both tokophobic and non-
tokophobic women are being refused a planned 
caesarean in UK hospitals, despite NICE CG132 
and QS32, and also, where women with anxiety 
about childbirth are being forced to undergo 
mental health assessments against their will, 
ŀƴŘ ǘƻ ǇǊƻǾƛŘŜ ǇǎȅŎƘƻƭƻƎƛŎŀƭ ΨǇǊƻƻŦΩ ƻŦ ǘƘŜƛǊ 
mental health condition, regardless of the 
/Dмон ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ǘƻ άƻŦŦŜǊ ώƳŜƴǘŀƭ 
ƘŜŀƭǘƘϐ ǊŜŦŜǊǊŀƭέΣ ŀƴŘ ǘƻ ŀƭǎƻ άƻŦŦŜǊ ŀ ǇƭŀƴƴŜŘ 
/{έΦ  
 
Could NICE please include something concrete 
in both versions of this guideline to ensure that 
it is completely clear what the CG132 maternal 
request recommendation says about women 
being offered a planned CS ς including women 
with anxiety about vaginal birth. 
 
¢ƻƪƻǇƘƻōƛŀ ŀǎ ŀ aŜƴǘŀƭ IŜŀƭǘƘ Ψ5ƛǎƻǊŘŜǊΩ 
 
¢Ƙƛǎ ƎǳƛŘŀƴŎŜ ǊŜŀŘǎΣ ά!ƴȄƛŜǘȅ ŘƛǎƻǊŘŜǊǎΣ 
characterised by abnormal or inappropriate 
anxiety, occur on their own but can also occur 
with depressive disorders. Anxiety disorders can 
include panic disorder, generalised anxiety 
disorder, obsessive-compulsive disorder, 
tokophobia (fear of childbirth or pregnancy) and 
post-traumatic stress disorder. Prevalence rates 
ǾŀǊȅ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ ǘȅǇŜ ƻŦ ŀƴȄƛŜǘȅ ŘƛǎƻǊŘŜǊΦέ  
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My organisation has often questioned whether 
it should be considered abnormal, irrational or 
inappropriate to fear the very real and 
unpredictable events that can occur during and 
after childbirth. For example, a very high 
proportion of women will end up with an 
instrumental or emergency caesarean delivery, 
and women with fear or anxiety have been 
shown to have an even greater risk of 
experiencing these.  Historically, and still in 
developing world settings, maternal and 
neonatal mortality is high during childbirth, 
making it one of the riskiest things a woman will 
do.  
 
My organisation appears not to be alone in this 
view. A quick check found that while 
tokophobia is referred to throughout this 
guideline, the word itself does not appear in 
bL/9Ωǎ /DмонΣ ōǳǘ ƳƻǊŜ ƛƴǘŜǊŜǎǘƛƴƎƭȅΣ ƛǘ ŘƻŜǎ 
ƴƻǘ ŀǇǇŜŀǊ ƻƴ ǘƘŜ ¦YΩǎ aŜƴǘŀƭ IŜŀƭǘƘ 
CƻǳƴŘŀǘƛƻƴΩǎ ǿŜōǎƛǘŜ ǳƴŘŜǊ its A-Z of mental 
ƘŜŀƭǘƘ ŎƻƴŘƛǘƛƻƴǎ όΨŦŜŀǊ ƻŦ ōƛǊǘƘΩ ŘƻŜǎ ƴƻǘ 
appear either; and I confirmed this via phone). 
http://www.mentalhealth.org.uk/help-
information/mental-health-a-z/ 
¢ƻƪƻǇƘƻōƛŀκ ŦŜŀǊ ƻŦ ōƛǊǘƘ ŀƭǎƻ ŘƻŜǎƴΩǘ ŀǇǇŜŀǊ ƛƴ 
a similar American website that summarises 
ά{ȅƳǇǘƻƳǎ ŀƴŘ ¢ǊŜŀǘƳŜƴǘǎ ƻŦ aŜƴǘŀƭ IŜŀƭǘƘ 
5ƛǎƻǊŘŜǊǎέ ōȅ WƻƘƴ a DǊƻƘƻƭ ƻƴ WǳƴŜ нрΣ нлмпΦ 
http://psychcentral.com/disorders/  
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That said, my organisation is simultaneously 
reluctant to see tokophobia removed from its 
ƘƻƳŜ ƛƴ ΨƳŜƴǘŀƭ ƘŜŀƭǘƘΩ Ǝǳƛdance because in 
hospitals where there are blanket policies 
against supporting maternal request caesareans 
(regardless of NICE CG132 guidance and QS32), 
ΨǇǊƻǾƛƴƎΩ ǘƻƪƻǇƘƻōƛŀ Ŏŀƴ ƻŦǘŜƴ ōŜ ŀ ǿƻƳŀƴΩǎ 
only chance of arranging the birth of her choice. 
And where that woman does not have the 
financial means to schedule her preferred 
caesarean birth at a private hospital or through 
a private obstetrician, this can directly affect 
ǘƘŜ Ψǉǳŀƭƛǘȅ ƻŦ ƻǇǇƻǊǘǳƴƛǘȅΩ ŦƻǊ ǿƻƳŜƴ ǿƛǘƘƻǳǘ 
these means ς and also without the ability to 
ŀǊǘƛŎǳƭŀǘŜ ŀƴŘ ǇǊƻǇŜǊƭȅ ΨǇǊŜǎŜƴǘ ǘƘŜƛǊ 
ώǘƻƪƻǇƘƻōƛŀϐ ŎŀǎŜΩΦ 
 
Here is an example of what one hospital is 
ǿǊƛǘƛƴƎ ǘƻ ǇǊŜƎƴŀƴǘ ǿƻƳŜƴΥ άǿƘŜǊŜ ǘƘŜǊŜ ŀǊŜ 
neither medical nor proven psychological 
grounds, we are not in a position to provide the 
choice of a ŎŀŜǎŀǊŜŀƴ ǎŜŎǘƛƻƴέΦ 

Elective Cesarean 3 Full App 1  (l) Mental health disorders during pregnancy 
and the postnatal period can be associated 
with, or aggravated by, a number of factors, 
including:  
 
- psychosocial factors, such as the demands and 
expectations of being a mother in addition to 
the psychological effects of a traumatic delivery  

  Thank you for your comment. You are quoting 
the Epidemiology of the scope, which is to set 
the background scene of the reviews 
undertaken in this guideline. We do not 
underestimate the physical effects that can lead 
to mental health disorders but this was outside 
of our remit.  
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But what about the physical effects that can 
also lead to mental health disorders? For 
example, when a woman is incontinent of urine 
or faeces, unable to have sex or needs surgical 
reconstruction of her pelvic floor region due to 
prolapse or similar, this can destroy her self-
confidence, self-esteem, and in some cases ruin 
her career when she is unable to return to 
work.  
 
- social isolation  
Again, this can occur where physical trauma is 
so severe that the woman avoids leaving her 
home. 

Elective Cesarean 4 Full App 1  (n) All mental health disorders in the antenatal 
and postnatal period can have a significant 
effect on the motherςinfant relationship, and as 
a result, there may be longer-term 
consŜǉǳŜƴŎŜǎ ŦƻǊ ŀƭƭ ŀǊŜŀǎ ƻŦ ǘƘŜ ƛƴŦŀƴǘΩǎ 
development.  
 
The mother-infant relationship of women can 
sometimes be adversely affected following a 
traumatic (including emergency caesarean or 
instrumental) birth or a birth that is very 
different to the one they wanted, and women 
who request a caesarean are often trying to 
remove the risk of these outcomes as far as 
possible.  

 Thank you for your comment, which relates to 
the epidemiology in the scope of this guideline 
update. This section of the scope is to highlight 
the importance of mother infant interaction, 
ƘŜƴŎŜ ƛǘΩǎ ƛƴŎƭǳǎƛƻƴ ƛƴ ƻǳǊ ǊŜǾƛŜǿΦ  

Elective Cesarean 5 Full App 1  άнΦн /ǳǊǊŜƴǘ ǇǊŀŎǘƛŎŜέ    Thank you for your comment. Reference has 
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One of the problems with the current practice 
of tokophobia treatment is that it is very often 
ƭŜŀƴŜŘ ǘƻǿŀǊŘǎ ΨŎƻƴǾƛƴŎƛƴƎΩ ǘƘŜ ǿƻƳŀƴ ǘƻ ƘŀǾŜ 
a vaginal birth ς instead of exploring, 
understanding, respecting and supporting her 
preference for a planned caesarean. The idea 
ǘƘŀǘ ŀ ŎŀŜǎŀǊŜŀƴ ƛǎ ƛƴƘŜǊŜƴǘƭȅ ΨōŀŘΩ ŦƻǊ ŀ ǿƻƳŀƴ 
often permeates current knowledge and 
practice to such an extent that discussions are 
ƴƻǘ ŀƭǿŀȅǎ ǎǳŦŦƛŎƛŜƴǘƭȅ ΨƛƴŦƻǊƳŜŘΩ ƻǊ 
ΨƛƴŘƛǾƛŘǳŀƭƛǎŜŘΩΦ   

been made to the Caesarean Section guideline.  

Elective Cesarean 6 Full App 1  άоΦмΦ tƻǇǳƭŀǘƛƻƴ - b) Specific consideration will 
be given to the needs of black and minority 
ethnic groups, socioeconomic groups, asylum 
seekers, women who are victims of trafficking, 
and women with learning and physical 
ŘƛǎŀōƛƭƛǘƛŜǎΦέ 
 
These women are particularly vulnerable if they 
are tokophobic and want to request a 
caesarean birth. Even the most articulate, 
literate, educated and confident women can 
face an immense battle when trying to arrange 
a caesarean birth, and again, it is only those 
with the financial means that can fall back on 
private maternity care if their NHS hospital 
refuses to follow NICE guidance.  
 
The women in group b) above have virtually no 
chance, leaving thŜ ǇǊƻƳƛǎŜ ƻŦ ΨŎƘƻƛŎŜΩ ƛƴ ǘƘŜ 
¦YΩǎ ƳŀǘŜǊƴƛǘȅ ǎŜǊǾƛŎŜǎ ŀ ǾŜǊȅ ƻŦǘŜƴ ƴŀǊǊƻǿ ŀƴŘ 

 Thank you for your comment. Delivery method 
as an intervention is outside the scope of this 
guideline, but a cross-reference to the 
caesarean section guidance (CG 132) has been 
added to the recommendation. 
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prescriptive one. Home birth? Yes. Water birth? 
Yes. VBAC? Yes. Epidural? If you need it and if 
one is available, yes. Caesarean? Very often, no. 
 
The current situation surrounding maternal 
request and tokophobia is actually very similar 
to that of the history of mental health and 
abortion. The 1938 Dr Alec Bourne case set a 
legal precedent for performing an abortion to 
ǇǊŜǎŜǊǾŜ ŀ ǿƻƳŀƴΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘΣ ŀƴŘ ǎƻ 
between the Bourne ruling and the 1967 
Abortion Act some women were able to arrange 
abortions with the consent of a psychiatrist, to 
protect their mental health. Wealthier women 
were more likely to be able to pay to see a 
psychiatrist who could agree to a safe abortion, 
but women from lower socio economic groups 
would have had no option but to seek illegal 
(and more dangerous) methods for ending a 
pregnancy ς or to have no abortion choice at 
all. Ironically, given the controversy that 
surrounds the subject of abortion, in 2014 it is 
easier for a woman to plan a pregnancy 
termination that it is for her to schedule a 
prophylactic planned caesarean delivery. This 
needs to change. 

Elective Cesarean 7 Full App 1  3.3 Clinical management  
3.3.1 Key clinical issues that will be covered  
a) The prevention of mental health disorders in 
pregnancy and the postnatal period. 
 

 Thank you for your comment. Delivery method 
as an intervention is outside the scope of this 
guideline, but a cross-reference to the 
caesarean section guidance (CG 132) has been 
added to the recommendation. 
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A planned caesarean birth really needs to be 
recognised in this guidance as one aspect of 
clinical management that really can help 
prevent disorders for many tokophobic women, 
both during pregnancy and during the postnatal 
period.  

Elective Cesarean 8 Full App 1  άоΦп aŀƛƴ ƻǳǘŎƻƳŜǎ - Ŏύ vǳŀƭƛǘȅ ƻŦ ƭƛŦŜΦέ 
 
With all the criticism surrounding collective 
caesarean birth rates, it can be very difficult for 
some medical professionals to understand how, 
for some women, a caesarean birth can provide 
a better quality of life. My organisation hopes 
that this GDG will recognise this.   

 Thank you for your comment. Delivery method 
as an intervention is outside the scope of this 
guideline, but a cross-reference to the 
caesarean section guidance (CG 132) has been 
added to the recommendation. 

Elective Cesarean 9 Full App 1  άоΦр wŜǾƛŜǿ vǳŜǎǘƛƻƴǎ - Review questions guide 
a systematic review of the literature. They 
address only the key clinical issues covered in 
the scope, and usually relate to interventions, 
diagnosis, prognosis, service delivery or patient 
ŜȄǇŜǊƛŜƴŎŜΦέ 
 
Again, it would be beneficial if this guideline 
recognised here that one possible, extremely 
beneficial intervention for some tokophobic 
women is an elective caesarean birth. Perhaps 
an assessment of patient experience following 
this birth method could be included by NICE? 

 Thank you for your comment. Delivery method 
as an intervention is outside the scope of this 
guideline, but a cross-reference to the 
caesarean section guidance (CG 132) has been 
added to the recommendation. 

Elective Cesarean 10 Full App 1  άŎύ CƻǊ ǿƻƳŜƴ ǿƛǘƘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŘƛǎƻǊŘŜǊǎ 
during pregnancy and the postnatal period, 
what interventions (beyond those targeting the 
mental health disorder) help to improve the 

 Thank you for your comment. Delivery method 
as an intervention is outside the scope of this 
guideline, but a cross-reference to the 
caesarean section guidance (CG 132) has been 
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quality of the motherςinfant ƛƴǘŜǊŀŎǘƛƻƴΚέ 
 
My organisation would like to see planned 
caesarean birth included here as an 
intervention for tokophobic women who 
request it. 

added to the recommendation. 

Elective Cesarean 11 Full App 1  άоΦс 9ŎƻƴƻƳƛŎ ŀǎǇŜŎǘǎ - Developers will take 
into account both clinical and cost effectiveness 
when making recommendations involving a 
ŎƘƻƛŎŜ ōŜǘǿŜŜƴ ŀƭǘŜǊƴŀǘƛǾŜ ƛƴǘŜǊǾŜƴǘƛƻƴǎΦέ 
 
DƛǾŜƴ ǘƘŀǘ ǘƘŜ bL/9 /Dмон όǎŜŜ ΨIŜŀƭǘƘ 
9ŎƻƴƻƳƛŎǎΩ ǎŜŎǘƛƻƴ ƻŦ ǘƘŜ C¦[[ ƎǳƛŘŜƭƛƴŜύ ŦƻǳƴŘ 
just an £84 cost difference between a planned 
CS and a planned VD once urinary incontinence 
was factored in (as just one downstream 
adverse effect to be considered postpartum), 
and given the estimated cost of mental health 
counselling estimated in the NICE (see note. 1 
above) National costing report: Caesarean 
section (November 2011), offering a planned 
caesarean remains a cost effective intervention, 
contrary to common perception.  

 Thank you for your comment. Delivery method 
as an intervention is outside the scope of this 
guideline, but a cross-reference to the 
caesarean section guidance (CG 132) has been 
added to the recommendation. 

Elective Cesarean 12 Full App 1  άпΦмΦн hǘƘŜǊ ǊŜƭŀǘŜŘ bL/9 ƎǳƛŘŀƴŎŜ - Caesarean 
ǎŜŎǘƛƻƴΦ bL/9 ŎƭƛƴƛŎŀƭ ƎǳƛŘŜƭƛƴŜ мон όнлммύέ  
 
CG132 is clearly included here, which is 
excellent. Unfortunately however, instead of 
Ƨǳǎǘ ōŜƛƴƎ ΨƻŦŦŜǊŜŘΩ ǊŜŦŜǊǊŀƭ ǘƻ ŀ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 
specialist, the experience of women who have 
contacted my organization has been far more 

 Thank you for your comment. Delivery method 
as an intervention is outside the scope of this 
guideline, but a cross-reference to the 
caesarean section guidance (CG 132) has been 
added to recommendation. 
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pressured. Some women have expressed that 
they do not feel they have a mental health 
ŘƛǎƻǊŘŜǊ ǘƘŀǘ ƴŜŜŘǎ ΨŦƛȄƛƴƎΩ ƻǊ ΨǘǊŜŀǘƛƴƎΩ ŀǘ ŀƭƭΤ 
they just want a caesarean, and it is only the 
thought of not being able to plan ahead for a 
caesarean that is causing their anxiety.  

Elective Cesarean 13 Full App 1  άwŜǾƛŜǿ ǉǳŜǎǘƛƻƴǎΦ 9ȄǇŜǊƛŜƴŎŜ ƻŦ care - 1.3 
What modifications to services improve the 
experience of using services for women with a 
mental health problem who are antenatal or 
ǇƻǎǘƴŀǘŀƭΚέ 
Suggested answer for inclusion ς the availability 
of and support for caesarean birth. 

 Thank you for your comment. We are unable to 
make changes to the review questions at this 
stage of the process. 

Elective Cesarean 14 NICE Introduc
tion 

3 For some women, a planned caesarean offers 
relief from their fear of childbirth; it makes 
them feel more in control and less vulnerable. 
Yet very often the midwives, doctors and 
obstetricians that they encounter communicate 
their own personal and professional aversion 
ǘƻΣ ŀƴŘ ŜǾŜƴ ΨŦŜŀǊΩ ƻŦΣ ŎŀŜǎŀǊŜŀƴ ōƛǊǘƘΦ  
Some midwives, largely as a result of their 
education and training but also sometimes 
because of an ideological viewpoint, do not fully 
understand the benefits of surgery or why a 
woman might choose it. Obstetricians 
meanwhile, can be under considerable pressure 
to keep their overall caesarean rate low, and 
fear professional peer or management criticism 
ƛŦ ǘƘŜȅ ŀǊŜ ǎŜŜƴ ǘƻ ΨƎƛǾŜ ƛƴΩ ǘƻ ŎŀŜǎŀǊŜŀƴ 
requests too readily. And for mental health 
professionals, they may see it as their 

Thank you for your comment. Delivery method 
as an intervention is outside the scope of this 
guideline. 
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ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŀƴŘ ǊƻƭŜ ǘƻ ǘǊȅ ŀƴŘ ΨŦƛȄΩ ōƛǊǘƘ 
phobia, and perceiving a caesarean outcome as 
ǎƻƳŜƘƻǿ ŦŀƛƭƛƴƎ ƛƴ ǘƘƛǎ ŜŦŦƻǊǘΦ LǘΩǎ ǎƛƳƛƭŀǊ ǘƻ ǘƘŜ 
sense of personal and professional achievement 
that midwives can sometimes express when 
vaginal delivery is achieved, but the problem is 
that it places birth method at centre stage and 
Ŏŀƴ ƎŜǘ ƛƴ ǘƘŜ ǿŀȅ ƻŦ ǘƘŜ άǇŜǊǎƻƴ-centred 
approach to provision of services [NICE says] is 
ŦǳƴŘŀƳŜƴǘŀƭΧέΦ  

Elective Cesarean 15 NICE Patient 
centred 

care 

5 Paragraph 2- Patient-centred care - ά²ƻƳŜƴ 
should have the opportunity to make informed 
decisions about their care and treatment, in 
partnership with thŜƛǊ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎΦέ 
 
This is very welcome, and chimes with the NICE 
Quality Standard statement quoted above. 
Unfortunately, my organization has growing 
evidence that in the case of a maternal request 
/{Σ ƴƻ ƳŀǘǘŜǊ Ƙƻǿ ƛƴŦƻǊƳŜŘ ǘƘŜ ǿƻƳŀƴΩǎ 
decision (and that of her husband/partner) is, 
the planned CS is still refused.  

Thank you for your comment. It is beyond the 
scope of the guideline to address childbirth 
delivery services. 

Elective Cesarean 16 NICE Strength 
of 

7 Strength of recommendations - άCƻǊ ŀƭƭ 
recommendations, NICE expects that there is 
discussion with the patient about the risks and 
benefits of the interventions, and their values 
ŀƴŘ ǇǊŜŦŜǊŜƴŎŜǎΦέ 
 
!ǎ ǊŜŦŜǊǊŜŘ ǘƻ ŀōƻǾŜΣ ƛƴ ǘŜǊƳǎ ƻŦ ǘƘŜ άƻŦŦŜǊέ ƻŦ 
perinatal mental health support, the reality is 
ǘƘŀǘ ŦƻǊ Ƴŀƴȅ ǿƻƳŜƴΣ ƛŦ ǘƘŜȅ ŘƻƴΩǘ ŀŎŎŜǇǘ ǘƘƛǎ 

 Thank you for your comment. It is beyond the 
brief of the scope to address childbirth delivery 
methods. The recommendation on tokophobia 
has been revised and now references the 
Caesarean Section guideline CG132.  



 

 
PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency, and to promote 
understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has received, and are not endorsed by the 
Institute, its officers or advisory committees. 

73 of 312 

Stakeholder 
Order 

No 
Document 

Section 
No 

Page 
No 

Comments 
Please insert each new comment in a new row. 

5ŜǾŜƭƻǇŜǊΩǎ wŜǎǇƻƴǎŜ 
Please respond to each comment 

offer of intervention, they will have absolutely 
NO chance of having their caesarean request 
supported. Going through with it essentially 
becomes compulsory for them.  
 
For truly tokophobic women who desperately 
want a caesarean, this process can feel like a 
ΨǘŜǎǘΩ ǘƘŀǘ ǘƘŜȅ Ƴǳǎǘ Ǉŀǎǎ ς and that they dread 
ǘƘŜȅ ǿƛƭƭ ŦŀƛƭΦ ²ƛƭƭ ǘƘŜȅ ōŜ ŘŜŜƳŜŘ ΨǘƻƪƻǇƘƻōƛŎ 
ŜƴƻǳƎƘΩΚ aȅ ƻǊƎŀƴƛǎŀǘƛƻƴ ƛǎ ŀǿŀǊŜ ƻŦ ƻƴŜ 
woman who went through this process but says 
ǎƘŜ ǿŀǎƴΩǘ ǘǊǳly tokophobic at all ς she simply 
knew that it would be the only way to get the 
hospital to agree to her maternal request. This 
latter example is included here with extreme 
caution due to the awareness that it could 
negatively impact on true tokophobic cases 
(who may not be believed).  
 
!ƎŀƛƴΣ ǘƘŜ ΨƻŦŦŜǊΩ ƻŦ ŎƻǳƴǎŜƭƭƛƴƎ ƛƴǘŜǊǾŜƴǘƛƻƴκ 
treatment, if women are effectively forced to 
accept it, can become the source of another 
layer of pregnancy stress and anxiety for some. 
¢Ƙƛǎ ƛǎ ǿƘƻƭƭȅ ǳƴƘŜƭǇŦǳƭ ŀƴŘ ŘƻŜǎƴΩǘ ǎeem to 
reflect the spirit of this NICE guidance. 

Elective Cesarean 17 NICE Key 
prioritie

s 

10 Coordinated care -άŀƭƭ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŦƻǊ ƳŜƴǘŀƭ 
health problems are delivered in a timely 
manner taking into account the stage of the 
ǇǊŜƎƴŀƴŎȅ ƻǊ ŀƎŜ ƻŦ ǘƘŜ ōŀōȅΦέ 
 
The expected intervention for a tokophobic 

Thank you for your comment. Reference is now 
made to CG132, Caesarean Section. 
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woman is perinatal mental health support, but 
the intervention many women are seeking is a 
scheduled caesarean, and a huge part of 
alleviating their stress and anxiety is having 
their caesarean agreed to in a timely manner. If, 
as the pregnancy progresses, the woman 
changes her mind about the caesarean, this is 
far a less traumatic than being refused a 
caesarean. My organisation is aware of a 
number of cases where a tokophobic woman 
has terminated her much-wanted pregnancy 
when a caesarean was not agreed to early in 
the pregnancy (this is important given the 
statutory limits on abortion dates), but since 
the November 2011 publication of NICE CG132, 
this should not be happening. Maternal request 
CS by an informed woman who has discussed 
the risks and benefits of surgery should be 
supported. 
 
!ƴŘ ǘƘƛǎ ƛǎ ǿƘȅ ƛǘΩǎ ǎƻ ƛƳǇƻǊǘŀƴǘ ŦƻǊ ǘƘƛǎ 
guidance to reinforce the CG132 and QS32 
recommendations, and ensure that the most 
vulnerable women requesting a caesarean do 
not face a lengthy and distressing battle. Many 
tokophobic women simply cannot cope with 
this. 
 
Note - ǘƘŜ ŀōƻǾŜ ŀƭǎƻ Ŧƛǘǎ ƛƴ ǿƛǘƘ όǇƎΦ ммύΥ άǘƘŜ 
need for prompt treatment because of the 
potential effect of an untreated mental health 
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ǇǊƻōƭŜƳ ƻƴ ǘƘŜ ŦŜǘǳǎ ƻǊ ōŀōȅέΦ   

Elective Cesarean 18 NICE 1.4.3 29 άwŜŎƻƎƴƛǎƛƴƎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎ ŀƴŘ 
ǊŜŦŜǊǊŀƭέ 
  
For tokophobic women who want a caesarean 
birth (i.e. not all tokophobic women), the issues 
described here can be very quickly, easily, and 
cost-effectively alleviated. If they are reassured 
that a caesarean is possible following a 
risk/benefit discussion about their own 
individual case, this can offer important relief in 
the interim. The sooner this discussion with a 
consultant obstetrician can be arranged (if this 
is the final decision-maker), the better for these 
women. In reality however, very often when a 
tokophobic woman first mentions a caesarean 
preference, they are presented with a mix of 
shock, criticism and resistance, or platitudes 
and reassurances that this feeling can and will 
pass.  
 
¢Ƙƛǎ Ŏŀƴ ƛƴŎǊŜŀǎŜ ǘƘŜ ǿƻƳŀƴΩǎ ŀƴȄƛŜǘȅΣ ŀŘŘƛƴƎ 
conflict and distrust into the mix of emotions 
and concerns. My organization is aware of cases 
where women have sought help from their own 
GP, presenting with depression and anxiety 
directly related to refusal of a caesarean birth, 
and this adds to the pressure on NHS services, 
and impacts on total overall cost of the 
ǇǊŜƎƴŀƴŎȅΦ  Lǘ ƛǎ ƛƳǇƻǊǘŀƴǘ ǘƘŀǘ άǊŜŦŜǊǊŀƭέ ƛƴ ǘƘƛǎ 
context includes referral to a consultant 

We have now cross referenced the CG132 
guideline. 
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ƻōǎǘŜǘǊƛŎƛŀƴ ǿƘƻ Ŏŀƴ ŘƛǎŎǳǎǎ ǘƘŜ ǿƻƳŀƴΩǎ 
cesarean request.  

Elective Cesarean 19 NICE 1.7.8 43 Suggested additional wording in bold: 
 
Traumatic birth, stillbirth and miscarriage - ΧǘƘŜ 
woman and her partner and family should be 
offered a follow-up appointment in primary or 
secondary care so that they can fully 
understand what has happened and whether 
ŀƴȅǘƘƛƴƎ ƳƛƎƘǘ ƘŀǾŜ ǇǊŜǾŜƴǘŜŘ ƛǘΦέ 
  
My organisation feels that the above wording, 
or similar, is important to add here because 
very often the focus in the aftermath of 
stillbirth can be on bereavement counselling, 
and for some parents whose babies have died 
at full term, they may also feel very angry about 
something specific that has happened and feel 
that something could have been done 
differently. They may also want reassurance 
about whether this could happen again in the 
future or what could be done to reduce the risk. 
It may be that nothing could have prevented it, 
but as my organisation has commented in past 
NICE publication drafts, there is a concern that 
women are not always fully informed about the 
ƛƴŎǊŜŀǎŜŘ Ǌƛǎƪ ƻŦ ǎǘƛƭƭōƛǊǘƘ ŀŦǘŜǊ оуκоф ǿŜŜƪǎΩ 
gestation for example (even though the risk is 
not exponential, there remains a peak period of 
risk during which different obstetric and 
maternal decisions may be made), and it is 

 Thank you for your comment, but the GDG did 
not feel that adding the text you have 
suggested would be advisable because of 
potential legal repercussions. The GDG saw this 
follow-up appointment in terms of the 
psychological management of trauma; to say 
anything further would be beyond the scope of 
the guideline.  
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often only in a pregnancy subsequent to a late-
term stillbirth that this information is shared 
with women.  

Elective Cesarean 20 NICE 1.2.3 17 άLƴǾƻƭǾŜ ǘƘŜ ǿƻƳŀƴΣ ŀƴŘ ƛŦ ǎƘŜ ŀƎǊŜŜǎ ƘŜǊ 
partner, family or carer, in all decisions about 
ƘŜǊ ŎŀǊŜ ŀƴŘ ǘƘŜ ŎŀǊŜ ƻŦ ƘŜǊ ōŀōȅΦέ 
My organisation welcomes this 
recommendation, particularly as it relates to 
decisions during the antenatal and intrapartum 
period, but remains concerned that in the 
context of decisions related to tokophobia and 
a caesarean birth, NICE recommendations such 
ŀǎ ǘƘƛǎ ŀǊŜ ƴƻǘ ōŜƛƴƎ ŦƻƭƭƻǿŜŘΦ LǘΩǎ ƛƳǇƻǊǘŀƴǘ ŦƻǊ 
this updated guidance to reinforce the 
recommendations on CS in CG132 and QS32. 

Thank you for your comment. 

Elective Cesarean 21 NICE 1.2.6 18 ά9ƴǎǳǊŜ ǘƘŀǘΧ ƳŜƴǘŀƭ ƘŜŀƭǘƘ όƛƴŎƭǳŘƛƴƎ ƳŜƴǘŀƭ 
wellbeing) is taken into account as part of all 
ŎŀǊŜ ǇƭŀƴǎΣέ  
άΧŀƭƭ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŦƻǊ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎ 
are delivered in a timely manner taking into 
account the stage of the pregnancy or age of 
ǘƘŜ ōŀōȅΦέ  
My organisation welcomes these 
recommendations, for the same reasons as 
cited in the notes above.  

Thank you for your comment. 

Elective Cesarean 22 NICE 1.3.1 18 άtǊƻǾƛŘŜ ŎǳƭǘǳǊŀƭƭȅ ǊŜƭŜǾŀƴǘ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ 
mental health problems in pregnancy and the 
postnatal period. Ensure that the woman 
understands that mental health problems are 
not uncommon during these periods and instil 
ƘƻǇŜ ŀōƻǳǘ ǘǊŜŀǘƳŜƴǘΦέ 

 Thank you for your comment. It is beyond the 
brief of the scope to address preferred 
childbirth delivery methods. The 
recommendations go as far as they can to 
support women who fear childbirth and we do 
now make reference to CG132. 
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My organisation is concerned about the 
different interpretations of this 
recommendation in the context of tokophobic 
women requesting a caesarean birth. What 
ǿƻǳƭŘ άƛƴǎǘƛƭ ƘƻǇŜέ ƛƴ ǘƘŜ ŎŀǎŜ ƻŦ Ƴŀƴȅ ƻŦ ǘƘŜǎŜ 
woman is the knowledge and assurance that a 
caesarean will ultimately be supported, 
following a discussion to first determine that 
this is an informed decision, and to establish 
whether the woman is interested in the offer of 
mental health support to explore her fears and 
possibly overcome them. If the woman declines 
this offer, or following counselling still wants a 
ŎŀŜǎŀǊŜŀƴΣ ǘƘŜƴ ƛǘ ƛǎ ǘƘƛǎ ǎǳǊƎƛŎŀƭ ΨǘǊŜŀǘƳŜƴǘΩ 
that would be most successful in removing her 
anxiety and possibly depression.  

Elective Cesarean 23 NICE 1.3.3 18 This section demonstrates one of the problems 
with discussions and guidance about how to 
ΨǘǊŜŀǘΩ ǘƻƪƻǇƘƻōƛŀΦ .ŜŎŀǳǎŜ ƛǘ ƛǎ ŎƭŀǎǎƛŦƛŜŘ ōȅ 
bL/9 ŀǎ ŀ άƳŜƴǘŀƭ ƘŜŀƭǘƘέ ǇǊƻōƭŜƳΣ ǘƘŜ 
proposed treatment is understandably 
psychological and not physical. However, for 
tokophobic women who only fear one type of 
birth (vaginal birth) and who feel very 
comfortable with and reassured by another 
(planned caesarean birth), the answer can be a 
physical rather than psychological one. CG132 
refers to this, but again, it would be helpful to 
include it here too. 
My organisation is comforted by the fact that 
there are psychiatrists, psychologists, midwives 

We have now cross referenced the CG132 
guideline.  
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and doctors who absolutely agree with this, and 
ŀǊŜ ǾŜǊȅ ǎǳǇǇƻǊǘƛǾŜ ƻŦ ŀ ǘƻƪƻǇƘƻōƛŎ ǿƻƳŀƴΩǎ 
caesarean request, but it is not yet universal, 
and this is where NICE guidance can help. 

Elective Cesarean 24 NICE 1.3.7 20 άŀŎƪƴƻǿƭŜŘƎŜ the woman's central role in 
reaching a decision about her treatment and 
that the role of the professional is to inform that 
decision with balanced and up-to-date 
ƛƴŦƻǊƳŀǘƛƻƴ ŀƴŘ ŀŘǾƛŎŜέ  
This is an excellent recommendation. 

Thank you 

Elective Cesarean 25 NICE 1.3.9 21 άLŦ ŀ ǇǊŜƎƴŀƴǘ ǿƻƳŀƴ ǿƛǘƘ ŀ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 
problem chooses not to have treatment or stops 
ǘǊŜŀǘƳŜƴǘΧ ŘƛǎŎǳǎǎ ŀƴŘ Ǉƭŀƴ Ƙƻǿ ǎȅƳǇǘƻƳǎ ǿƛƭƭ 
ōŜ ƳƻƴƛǘƻǊŜŘέ 
 
This is potentially problematic in the context of 
a tokophobic woman requesting a caesarean 
who either wants to decline the offer of mental 
health support or who decides she wants to 
stop this support after one or more sessions. If 
she has provided lucid reasons for her 
caesarean birth preference, and explained that 
scheduling a caesarean will greatly alleviate her 
anxiety and distress during the pregnancy (for 
many women, some level of anxiety always 
remains, e.g. fear of going into labour earlier 
ǘƘŀƴ ǘƘŜ ǎŎƘŜŘǳƭŜŘ ŎŀŜǎŀǊŜŀƴύΣ ƛǘ ǿƻƴΩǘ ǎǳŦŦƛŎŜ 
to instead discuss and plan how her tokophobic 
sympǘƻƳǎ ǿƛƭƭ ōŜ άƳƻƴƛǘƻǊŜŘέ ƻǊ ǘƻ ƘŀǾŜ 
άƛƴŎǊŜŀǎŜŘ ŎƻƴǘŀŎǘ ŀƴŘ ǎǳǇǇƻǊǘέΦ  
 

We have now cross referenced the Caesarean 
Section CG132 guideline. 
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What she needs is support for a scheduled 
caesarean ς unless of course there are 
exceptional circumstances outside the scope of 
risks and benefits covered under maternal 
request in CG132.  
 
Suggested additional line of text here: 
 
άLŦ ŀ ǇǊŜƎƴŀƴǘ ǿƻƳŀƴ ǿƛǘƘ ǘƻƪƻǇƘƻōƛŀ ŎƘƻƻǎŜǎ 
not to have treatment or not to complete 
treatment because she wants a caesarean birth, 
ǘƘƛǎ ǎƘƻǳƭŘ ōŜ ƻŦŦŜǊŜŘΦέ 

Elective Cesarean 26 NICE 1.4.2 29 ά9ƴǎǳǊŜ ǘƘŀǘ ŀƭƭ ŎƻƳƳǳƴƛŎŀǘƛƻƴǎ ǿƛǘƘ ƳŀǘŜǊƴƛǘȅ 
services (including those relating to initial 
referral) include sharing of information on any 
Ǉŀǎǘ ŀƴŘ ǇǊŜǎŜƴǘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳΦέ 
 
This is an excellent recommendation, though it 
is unclear precisely who must be responsible for 
ǘƘŜ άǎƘŀǊƛƴƎ ƻŦ ƛƴŦƻǊƳŀǘƛƻƴέΦ Lǘ Ŏŀƴ ōŜ 
particularly distressing for women to have to 
repeat their reasons for wanting a caesarean if 
these reasons include past trauma of any kind; 
ƛǎ ƛǘ bL/9Ωǎ ƛƴǘŜƴǘƛƻƴ ƘŜǊŜ ǘƘŀǘ ǘƘŜ ǿƻƳŀƴ Ŧǳƭƭȅ 
communicates her reasons once, and this 
background information is then shared with 
others ahead of future meetings? 
 
Also, there is an important distinction to made 
here between sharing information that will help 
the maternity team care for a pregnant woman 

Thank you for your comment. The 
recommendation has been amended to make it 
ŎƭŜŀǊ ǘƘŀǘ ά!ƭƭ ƘŜŀƭǘƘ ŀƴŘ ǎƻŎƛal care 
professionals referring a woman to a maternity 
service should ensure that communications 
with that service (including those relating to 
initial referral) share information on any past 
ŀƴŘ ǇǊŜǎŜƴǘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳΦέ ¢ƘŜ ƴŜŜŘ 
for psychological treatment would be covered 
ƛƴ ǘƘŜ ǿƻƳŀƴΩǎ ŎŀǊŜ ǇƭŀƴΦ 



 

 
PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency, and to promote 
understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has received, and are not endorsed by the 
Institute, its officers or advisory committees. 

81 of 312 

Stakeholder 
Order 

No 
Document 

Section 
No 

Page 
No 

Comments 
Please insert each new comment in a new row. 

5ŜǾŜƭƻǇŜǊΩǎ wŜǎǇƻƴǎŜ 
Please respond to each comment 

with mental health problems, and better 
understand her needs, and insisting that 
information from past medical records is shared 
ƛƴ ƻǊŘŜǊ ǘƻ ǇǊƻǾƛŘŜ ŎƻƴŎǊŜǘŜ ΨŜǾƛŘŜƴŎŜΩ ǘƻ 
support a maternal caesarean request (the 
latter does sometimes happen). 
 
Suggest adding wording:  
άΧǇǊŜǎŜƴǘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳ ǿƘŜǊŜ ǘƘƛǎ ƛǎ 
ƴŜŜŘŜŘ ŦƻǊ ǇǎȅŎƘƻƭƻƎƛŎŀƭ ǘǊŜŀǘƳŜƴǘΦέ 

Elective Cesarean 27 NICE 1.6.7 & 35 And 1.6.8  
In the case of a tokophobic woman who is 
requesting a caesarean and this request is not 
being supported, but who is experiencing 
depression as a result, my organisation is not 
aware of any evidence that the interventions 
described here will best alleviate ǘƘŜ ǿƻƳŀƴΩǎ 
symptoms in all cases. My organisation is aware 
of a case where medicine with known side 
effects were suggested as treatment for a 
tokophobic pregnant woman (who did not want 
to take it) rather than agreeing to her caesarean 
request ς even though she made clear that her 
onset of anxiety and depression was a direct 
result of being refused a caesarean.   

Thank you for your comment, a cross-reference 
to the caesarean section guidance (CG 132) has 
been added to recommendation 1.8.5. 

Elective Cesarean 28 NICE 1.6.10 36 άCƻǊ ǿƻƳŜƴ ǿƛǘƘ ǘƻƪƻǇƘƻōƛŀ όŀƴ ŜȄǘǊŜƳŜ ŦŜŀǊ 
of childbirth), offer an opportunity to discuss 
their fears with a healthcare professional with 
expertise in providing perinatal mental health 
ǎǳǇǇƻǊǘΦέ 
 

Thank you for your comment. A cross-reference 
to the caesarean section guidance (CG 132) has 
been added to the recommendation. As 
outlined in the introduction of the full guideline 
(chapter 2), the GDG took the view that fear of 
childbirth secondary to traumatic childbirth 



 

 
PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency, and to promote 
understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has received, and are not endorsed by the 
Institute, its officers or advisory committees. 

82 of 312 

Stakeholder 
Order 

No 
Document 

Section 
No 

Page 
No 

Comments 
Please insert each new comment in a new row. 

5ŜǾŜƭƻǇŜǊΩǎ wŜǎǇƻƴǎŜ 
Please respond to each comment 

There will be some multiparous women who 
request a caesarean too, and whose tokophobia 
is a result of a previous traumatic birth. Again, 
there is the option of counselling, and 
reassurance that this second experience will be 
ΨŘƛŦŦŜǊŜƴǘ ŀƴŘ ƛƳǇǊƻǾŜŘΩΣ ōǳǘ ǳƭǘƛƳŀǘŜƭȅΣ ƛŦ ǘƘŜ 
woman is convinced that a caesarean is her 
birth choice preference, this should be 
supported. 
 
Suggest adding: 
 
άLŦ ŀ ǇǊŜƎƴŀƴǘ ǿƻƳŀƴ ǿƛǘƘ ǘƻƪƻǇƘƻōƛŀ ŎƘƻƻǎŜǎ 
not to have treatment or not to complete 
treatment because she wants a caesarean birth, 
ǘƘƛǎ ǎƘƻǳƭŘ ōŜ ƻŦŦŜǊŜŘΦέ 

όǎƻƳŜǘƛƳŜǎ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ ΨǎŜŎƻƴŘŀǊȅΩ 
tokophobia) may be more helpfully 
conceptualised as a trauma symptom or as part 
of a presentation of post-traumatic stress 
disorder (PTSD) and therefore treatment should 
be informed by existing NICE guidance on PTSD, 
and where appropriate the caesarean section 
guidance. 

Elective Cesarean 29 NICE 1.7.5 43 Suggested addition to text in bold: 
 
άLŦ ǘƘŜ ǿƻƳŀƴ ǿƛǎƘŜǎΣ ǊŜŦŜǊ ƘŜǊ ŦƻǊ ŀ ǎǇŜŎƛŀƭƛǎǘ 
ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀǎǎŜǎǎƳŜƴǘ ƻǊ ŎƻǳƴǎŜƭƭƛƴƎΦέ 

Thank you for your comment. Please see the 
revised recommendation in light of other 
ǎǘŀƪŜƘƻƭŘŜǊǎΩ ŎƻƳƳŜƴǘǎΦ  

Elective Cesarean 30 NICE 1.7.9 43 ά9ƴŎƻǳǊŀƎŜ ǿƻƳŜƴ ǿƛǘƘ ŀ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 
problem to breastfeed, except in rare 
circumstances. However, support each woman 
in the choice of feeding method that best suits 
ƘŜǊ ŀƴŘ ƘŜǊ ŦŀƳƛƭȅΦέ 
This is a good example of the kind of balanced 
wording that my organisation would like to see 
more of in relation to birth plan choices. By all 
means encourage a tokophobic woman to 
consider giving birth vaginally, but equally, 
support each woman in the choice of birth 

Thank you for your comment.  
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method (including a caesarean) that best suits 
her and her family. 

Elective Cesarean 31 NICE 1.7.14 44 άwŜŎƻƎƴƛǎŜ ǘƘŀǘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ problems may 
affect the motherςbaby relationship, but 
reassure the woman that any problems with the 
relationship are likely to improve with effective 
ǘǊŜŀǘƳŜƴǘ ƻŦ ǘƘŜ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳΦέ 
This is ironic in cases where the mother knows 
herself that effective treatment (i.e. agreeing to 
a caesarean birth plan) will improve her mental 
wellbeing, but the hospital is refusing to 
comply.  

 Thank you for your comment. This 
recommendation has been amended in light of 
stakeholder comments. Mode of delivery as an 
intervention is outside the scope of this 
guideline. 

Elective Cesarean 32 NICE 2.1 47 ά.ŜǘǘŜǊ ƛŘŜƴǘƛŦƛŎŀǘƛƻƴ ƻŦ ǿƻƳŜƴ ŀǘ ƘƛƎƘ Ǌƛǎƪ ŀƴŘ 
a greater understanding of prophylactic and 
acute treatment would have a significant 
impact on maternal and child welfare, and on 
ǎŜǊǾƛŎŜ ŎƻǎǘǎΦέ 
A planned caesarean on maternal request is 
also referred to as a prophylactic caesarean, 
which is interesting in his context.  

Thank you for your comment. 

Elective Cesarean 33 NICE App A 59 1.1.1.2 
Healthcare professionals should work to develop 
ŀ ǘǊǳǎǘƛƴƎ ǊŜƭŀǘƛƻƴǎƘƛǇ ǿƛǘƘ ǘƘŜ ǿƻƳŀƴΧ 
explore the woman's ideas, concerns and 
ŜȄǇŜŎǘŀǘƛƻƴǎΧ ώмΦмΦмΦнϐ  
Is it possible to keep this helpful 2007 text in? 

 Thank you for your comment. While this 
ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ǿŀǎ ŘŜǎŎǊƛōŜŘ ŀǎ ΨŘŜƭŜǘŜŘΩ ƛǘ 
was in fact superseded by several other new 
recommendations based on a review if the 
experience of care undertaken for the updated 
ƎǳƛŘŜƭƛƴŜΦ 9ȄǇƭƻǊŀǘƛƻƴ ƻŦ ǘƘŜ ǿƻƳŀƴΩǎ ƛŘŜŀǎ ŀƴŘ 
concerns is still covered in the new guideline 
(for example, in recommendation 1.4.3) and 
developing trusting relationships is covered in 
the Service User Experience in Mental Health 
guidance, which is referenced in the first 
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recommendation in the new guideline. 

Elective Cesarean 34 NICE App A 60 1.2.1.3 
Is this something you feel you need or want help 
with? [1.2.1.3]  
Is it possible to keep this 2007 text in? 

 Thank you for your comment. Evidence 
reviewed in the full guideline (see chapter 5) 
did not find that the additional question added 
to the depression identification questions 
('Whooley questions') about the need for help 
had conclusive benefit, and resulted in poor 
discrimination between true-negative and false-
negative cases which may lead to an increased 
risk of depression being missed or lost to 
follow-up. 

Elective Cesarean 35 Full 2 15 L28-30- The optimisation of psychological 
wellbeing, as opposed to the management of 
mental health problems, is not covered in this 
guideline, however, the importance of this is 
implicit. 
This is a good point. 

Thank you. 

Elective Cesarean 36 Full 2 16 L 15-16- Women might not want to tell anyone 
about their feelings because of the stigma of 
mental health problems  
 
This is a particular concern for some women 
ǿƘƻ ŀǊŜ ǘƻƪƻǇƘƻōƛŎΣ ōǳǘ ǿƘƻ ŘƻƴΩǘ ǾƛŜǿ 
themselves as ƘŀǾƛƴƎ ŀ ΨƳŜƴǘŀƭ ƘŜŀƭǘƘΩ ǇǊƻōƭŜƳ 
ŀƴŘ ŘƻƴΩǘ ǿŀƴǘ ƛǘ ǊŜŎƻǊŘŜŘ ƛƴ ǘƘŜƛǊ ƳŜŘƛŎŀƭ 
records as such. On a practical level, life 
insurance companies for example will often ask 
questions about any referral to psychiatric care, 
and women have communicated to my 
organisation that they feel under pressure to go 
Řƻǿƴ ǘƘŜ ΨƳŜƴǘŀƭ ƘŜŀƭǘƘΩ ǊƻǳǘŜ ƛƴ ƳŀǘŜǊƴƛǘȅ 

We agree stigma is a significant problem for 
women with a range of mental health problems 
and have therefore included this issue in the full 
guideline, section 2.5. Recommendation 1.8.7 
cross-refers to the caesarean section guidance 
(NICE clinical guideline 132) that provides 
guidance on maternal requests for caesarean 
sections 
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wards or else face no caesarean agreement at 
all.  
L 17-18 
Similarly, women who have such high levels of 
anxiety about giving birth vaginally that they 
have (even fleetingly) considered terminating 
their pregnancy may fear being stigmatised as a 
non-ƳŀǘŜǊƴŀƭ ƻǊ ΨǳƴƴŀǘǳǊŀƭΩ ƳƻǘƘŜǊΦ L 
personally recall a midwife at a conference in 
the U.S. (in response to my recounting a 
tokophobic woman in the UK who terminated 
her pregnancy after being refused a CS) whose 
less than sympathetic response inferred that 
perhaps this woman was not really going to be 
a good mother anyway since she was willing to 
abort her baby for this reason. 

Elective Cesarean 37 Full 2 16 L 25-28 The impact of any mental health 
problem may often require more urgent 
intervention than would usually be the case 
because of its potential effect on the fetus/baby 
ŀƴŘ ƻƴ ǘƘŜ ǿƻƳŀƴΩǎ ǇƘȅǎƛŎŀƭ ƘŜŀƭǘƘ ŀƴŘ ŎŀǊŜΣ 
and her ability to function and care for her 
family.  
¢Ƙƛǎ ƛǎ ǇǊŜŎƛǎŜƭȅ ǿƘȅ ƛǘΩǎ ǳƴƘŜƭǇŦǳƭ ǘƻ ƳŀƪŜ 
tokophobic women wait until a late gestation 
age before scheduling their caesarean. My 
organisation is concerned that some 
psychologists may recommend waiting until 
very late in the third trimester ς to allow time 
for the woman to overcome her fear of 
childbirth ς before confirming support for her 

 Thank you for your comment. It is however 
difficult to comment on individual variations of 
treatment and there was no evidence identified 
that explored when such referrals for 
caesareans should be made from a mental 
health perspective. 
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caesarean request, and this can make for a very 
unsettling and stressful pregnancy experience. 

Elective Cesarean 38 Full 2 19 L14-17-There is evidence that mental health 
problems in pregnancy and the postnatal period 
are associated with adverse outcomes for the 
fetus and the baby as well as for the woman 
herself.  
See research in note 60 below. 

 Thank you for your comment. We agree and 
have reviewed this evidence in the full 
guideline. 

Elective Cesarean 39 Full 2 20 L4-5: Postnatal mental health problems in 
women, if chronic, can be associated with 
adverse cognitive outcomes for their children 
and mental health problems 
PTSD is more common following emergency CS 
than planned CS. See research in note 60 below. 

 Thank you for your comment. We agree and 
have reviewed this evidence in the full 
guideline. 

Elective Cesarean 40 Full 2 24 L41-44 Other specific phobias of relevance to 
pregnancy include needle phobia, which can 
restrict pain relief options (such as an epidural 
during labour) for these women and lead to 
them refusing blood tests -- as a result medical 
conditions might go undetected, with 
potentially serious consequences (Cantwell et 
al., 2011). 
It is evident that not all tokophobic women will 
request a caesarean, as there are aspects of this 
birth type that they fear too; my organisation is 
ŀǿŀǊŜ ƻŦ ŎŀǎŜǎ ǿƘŜǊŜ ǘƘŜ ǿƻƳŀƴΩǎ ŦŜŀǊ ƻŦ 
needles, related to the spinal injection, led to 
her requesting general anaesthesia instead. 
Effectively, these women want the exact 
ƻǇǇƻǎƛǘŜ ƻŦ ŀ ΨōƛǊǘƘ ŜȄǇŜǊƛŜƴŎŜΩ ς wanting no 
experience of the birth at all. My organisation is 

 Thank you. We agree other phobias are 
important and included these in our searches 
and our anxiety recommendations. We have 
referred to the issue of the consequences of  
needle phobia in the full guideline and have 
cited the same reference. 
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not advocating this choice, but adding the 
comment to demonstrate how it may restrict 
anaesthetic options in an elective or emergency 
surgery too. 

Elective Cesarean 41 Full 2 34 l25:  £3,647 ς roughly £54 million annually 
(range £52 to £65 million). It was acknowledged 
that this value might in reality be a conservative 
estimate, given that the condition was likely to 
have longer-term consequences in terms of 
health status and health service utilisation over 
ǘƘŜ ǿƻƳŀƴΩǎ ŀƴŘ ƘŜǊ ŎƘƛƭŘΩǎ ƭƛŦŜǘƛƳŜ 
The cost of PND described here is important, 
especially given that women who experience a 
traumatic, instrumental or emergency 
caesarean birth, or who do not get the birth 
they want, are more prone to PND. 

Thank you for your comment. In this section 
existing evidence on the financial implications 
of the presence of mental health problems in 
pregnancy or in the first postnatal year was 
reviewed. It is very likely that women who 
experience a traumatic, instrumental or 
emergency caesarean birth, or who do not get 
the birth they want, are more prone to PND; 
however this wasn't discussed in Petrou et al 
(2002). 

Elective Cesarean 42 Full 2 36 L 4 and L 7-9 Again, in the context of an 
άŜŎƻƴƻƳƛŎ ōǳǊŘŜƴέΣ ŀƴŘ ƎƛǾŜƴ ǘƘŜ IŜŀƭǘƘ 
Economics section of the NICE CG132, which 
ǎǘŀǘŜǎΣ άhƴ ōŀƭŀƴŎŜΣ ǘƘƛǎ ƳƻŘŜƭ ŘƻŜǎ ƴƻǘ 
provide strong evidence to refuse a woman's 
ǊŜǉǳŜǎǘ ŦƻǊ /{ ƻƴ Ŏƻǎǘ ŜŦŦŜŎǘƛǾŜƴŜǎǎ ƎǊƻǳƴŘǎέΣ 
my organisation feels that the sentence below 
ǎƘƻǳƭŘ ōŜ ǊŜƳƻǾŜŘ ƻǊ ŀƭǘŜǊŜŘ ǇƭŜŀǎŜΥ ά{ƛƳƛƭŀǊƭȅ 
fear of childbirth in pregnancy has been 
associated with an increased risk of costly 
ŜƳŜǊƎŜƴŎȅ ƻǊ ŜƭŜŎǘƛǾŜ /ŀŜǎŀǊŜŀƴ ǎŜŎǘƛƻƴǎΦέ 
The cost of these very different types of surgery 
are vastly different and it would be remiss of 
this NICE guidance to lump them together as a 
ŎƻƭƭŜŎǘƛǾŜƭȅ άŎƻǎǘƭȅέ ōƛǊǘƘ ƳŜǘƘƻŘ ŀŦǘŜǊ ǘƘŜ 

Thank you for your comment. As suggested 
άŜƭŜŎǘƛǾŜέ ǿŀǎ ǊŜƳƻǾŜŘ ŀƴŘ ǘƘŜ ǎŜƴǘŜƴŎŜ ƴƻǿ 
ǊŜŀŘǎ ά{ƛƳƛƭŀǊƭȅ ŦŜŀǊ ƻŦ ŎƘƛƭŘōƛǊǘƘ ƛƴ ǇǊŜƎƴŀƴŎȅ 
has been associated with an increased risk of 
Ŏƻǎǘƭȅ ŜƳŜǊƎŜƴŎȅ /ŀŜǎŀǊŜŀƴ ǎŜŎǘƛƻƴǎέΦ 
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efforts of the CG132 GDG and Stakeholders to 
distinguish between the two.  

Elective Cesarean 43 Full 3.4 41 l 11 What is really important for the service 
user?   
This PICO outcome here is crucial with a 
caesarean request. 

Thank you for your comment. This section of 
the guideline is methodological (with this sub-
section detailing factors the GDG consider in 
defining critical outcomes) and is not concerned 
with specific interventions 

Elective Cesarean 44 Full 3.7 58 See note 2 above re: 3.7 Thank you for your comment. As a result of 
yours, and other stakeholder comments, a 
cross-reference to the caesarean section 
guidance (CG 132) has been added to the 
recommendation 

Elective Cesarean 45 Full 3.8 60 L 10-12 
 
3.8 the GDG took into account the trade-off 
between the benefits and harms of the 
intervention/instrument, as well as other 
important factors, such as economic 
considerations, 
 
My organisation is not fully convinced that this 
was achieved in the case of a planned 
caesarean intervention, given the statement 
included on page 36, referred to in note 1 
above. 

Thank you for your comment. This section of 
the guideline is methodological (with this sub-
section outlining the approach used to move 
from the evidence to recommendations) and is 
not concerned with specific interventions or 
mode of delivery 

Elective Cesarean 46 Full 5.3.8 140 L 33-35 
 
Suggested additional text here: 
 
5.3.8.2 Ensure that all communications with 
maternity services (including those relating to 

Thank you for your comment, the 
recommendation has been amended in light of 
your comment. 
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initial referral) include sharing of information on 
any past and present mental health problem so 
that the woman does not have to repeatedly 
communicate her situation. 

Elective Cesarean 47 Full 5.4. 144 L16- рΦпΦп άǘƘŜ ƴŜŜŘǎ ƻŦ ŀƴŘ ŎƻƴŎŜǊƴǎ ŦƻǊ ǘƘŜ 
ŦŜǘǳǎ ƻǊ ōŀōȅέ  
!ƴ ŜƭŜŎǘƛǾŜ /{ ŀǘ офҌ ǿŜŜƪǎΩ ƎŜǎǘŀǘƛƻƴ ƛǎ 
statistically very safe, and certainly safer than 
an instrumental or emergency CS delivery. 
Therefore concerns about the health of the 
baby should not influence decisions about 
supporting a cesarean, as per CG132.  

Thank you for your comment. This section of 
the guideline is concerned with assessment and 
is not concerned with specific interventions or 
mode of delivery 

Elective Cesarean 48 Full 5.4.7 146 L8-9 
5.4.7 Linking evidence to recommendations 
άŀƴ ŀŎŎǳǊŀǘŜ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ŀ ǿƻƳŀƴΩǎ ƴŜŜŘǎ 
and identification of the best available 
ǘǊŜŀǘƳŜƴǘ ƻǊ ŎŀǊŜ ƻǇǘƛƻƴέ 
 
My organisation supports this statement and 
trust that it extends to a caesarean birth 
maternal request being supported. 

Thank you. 

Elective Cesarean 49 Full 5.4.7 147 L33- Trade-off between net health benefits and 
resource use  
!ƎŀƛƴΣ ŀǎ ǇŜǊ /DмонΣ άhƴ ōŀƭŀƴŎŜΣ ǘƘƛǎ ώǇƭŀƴƴŜŘ 
caesarean on maternal request] model does not 
provide strong evidence to refuse a woman's 
ǊŜǉǳŜǎǘ ŦƻǊ /{ ƻƴ Ŏƻǎǘ ŜŦŦŜŎǘƛǾŜƴŜǎǎ ƎǊƻǳƴŘǎέΦ 

Thank you for your comment. In this section the 
cost effectiveness of assessment systems for 
women with a mental health problem in 
pregnancy or the postnatal period was 
discussed. This section hasn't covered evidence 
on the cost effectiveness of CS.  

Elective Cesarean 50 Full 6.2.5 180 L 8- 6.2.5 Unmet needs: specific intervention 
needs 
 
The BMJ letters below from doctors and 

Thank you for your comment. As a result of 
yours, and other stakeholder comments, a 
cross-reference to the caesarean section 
guidance (CG 132) has been added to the 
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ƳƛŘǿƛǾŜǎΣ ŀƴŘ Ƴȅ ƻǊƎŀƴƛǎŀǘƛƻƴΩǎ ǊŜǎǇƻƴǎŜǎ ǘƻ 
them, highlight the fact that NICE 
recommendations on maternal request 
caesareans (including those from tokophobic 
women) are currently unmet, and that there are 
maternity health care professionals who do not 
understand the NICE CG132 guidance, 
maintaining that a caesarean request should 
not be supported as a standard level of care. 
My organisation would appreciate if some or all 
members of the GDG could read these letters 
ŀƴŘ Ƴȅ ƻǊƎŀƴƛǎŀǘƛƻƴΩǎ ǊŜǎǇƻƴǎŜǎΣ ŀǎ ǘƘŜȅ ƘŜƭǇ 
inform other comments submitted about this 
guideline update. Thank you. 
 
August 7, 2013 Re: NICE promises on infertility 
and caesarean section are unmet 
http://www.bmj.com/content/346/bmj.f3814/r
r/656821     
 
August 7, 2013 Re: NICE says caesarean section 
is not available on demand unless clinically 
indicated 
http://www.bmj.com/content/347/bmj.f4649/r
r/656733   

recommendation 

Elective Cesarean 51 Full 7.5.4 390 L 11-12 Summary of findings table for effects of 
music therapy during birth compared with 
treatment as usual on depression outcomes 
 
Approximately one quarter of women in the UK 
each year have a caesarean birth, but whereas 

Thank you for your comment. Mode of delivery 
(as an intervention) is outside the scope of this 
guideline and could not therefore be prioritised 
for further research 
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there are sufficient numbers of studies to 
produce a whole table of findings in this 
ƎǳƛŘŜƭƛƴŜ ǳǇŘŀǘŜ ƻƴ άƳǳǎƛŎ ǘƘŜǊŀǇȅ ŘǳǊƛƴƎ 
ōƛǊǘƘέΣ ǘƘŜǊŜ ƛǎ ƴƻ ǎǳŎƘ ǘŀōƭŜ ƻŦ ŦƛƴŘƛƴƎǎ ŀƴŘ 
evidence on the different types of caesareans 
experienced by women with mental health 
problems, or whether there are different 
outcomes in their short- and long-term 
psychological wellbeing following each.  
 
The lack of research into planned caesareans 
(and specifically maternal request caesareans) 
versus other modes of delivery for tokophobic 
women, demonstrates that more needs to be 
done. If more was known about which groups of 
women are more likely to end up needing an 
emergency CS, and if there was more research 
into the patient experience of women who have 
an elective CS, this would be extremely useful. 

Elective Cesarean 52 Full 7.5.9 417 7.5.9 Clinical evidence for effects on fear of 
childbirth outcomes (by intervention) There was 
no evidence for clinically or statistically 
significant benefits of pre- delivery 
discussion/psychoeducation on mode of 
delivery (elective caesarean [p=0.76]; choosing 
vaginal delivery [p=0.69]; vaginal delivery 
[p=0.21]) or for pre- delivery fear of, or 
preparedness for, childbirth (p=0.13-0.53) or 
satisfaction with childbirth (p=0.14). 
¢Ƙƛǎ ƛǎ ƛƴǘŜǊŜǎǘƛƴƎΦ LǘΩǎ ŎƻƴŎŜǊƴƛƴƎ ǘƘŀǘ ǘƘŜ 
message here appears to infer that one such 

Thank you for your comment. The intervention 
outcomes are guided by the target of the 
intervention and for these trials the primary 
goal was to evaluate the possibility 
of reducing requests for caesarean by reducing 
fear, therefore a smaller number of elective 
caesareans was a positive intervention 
outcome. The offer of an opportunity to discuss 
fears is recommended, and the evidence 
reviewed here is consistent with the  
recommendations made by the C-section 
guideline (cross-reference to this guideline has 
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ΨōŜƴŜŦƛǘΩ ƳƛƎƘǘ ƘŀǾŜ ōŜŜƴ ŦŜǿŜǊ ŜƭŜŎǘƛǾŜ 
ŎŀŜǎŀǊŜŀƴǎΣ ōǳǘ ƛǘΩǎ ŀƭǎƻ ƻŦ ƛƴǘŜǊŜǎǘ ǘƻ ǊŜŎƻƎƴƛǎŜ 
that it may not be an effective use of NHS 
resources to force women to have mental 
health counselling when they request a 
caesarean, if the woman is adamant that a 
caesarean is her preferred birth plan choice. 

been added to the recommendation)  

Elective Cesarean 53 Full 7.5.26 528 L38-40  
7.5.26 Health economics evidence 
The expected incremental cost (relative to 
standard care) per woman 38 over 12 months 
was £792 for structured psychological therapy 
and £947 for listening 39 visits in 2006-2007 
prices. 
 
These figures again reflect that there is a cost 
involved in mental health support, just as there 
is in the childbirth delivery method itself, and 
this should not be ignored when considering a 
ǿƻƳŀƴΩǎ ǊŜǉǳŜǎǘ ŦƻǊ ŀ ŎŀŜǎŀǊŜŀƴΦ 

Thank you for your comment. The guideline 
development group has considered the costs 
associated with mental health counselling and 
agreed that women with tokophobia should be 
ƻŦŦŜǊŜŘ ŀƴ ƻǇǇƻǊǘǳƴƛǘȅ ǘƻ ŘƛǎŎǳǎǎ ŦŜŀǊǎΤ ƛǘΩǎ ƴƻǘ 
advocating mental health counselling over a 
method of delivery. A delivery method as an 
intervention is outside the scope of this 
guideline, but as a result of yours, and other 
stakeholder comments, a cross-reference to the 
caesarean section guidance (CG 132) has been 
added to the recommendation. 

Elective Cesarean 54 Full 7.6 549 7.6 LINKING EVIDENCE TO RECOMMENDATIONS 
Χ¢ƘŜ ŜŎƻƴƻƳƛŎ ŜǾƛŘŜƴŎŜ ǊŜǾƛŜǿ ŘƛŘ ƴƻǘ ŦƛƴŘ 
any studies assessing the cost-effectiveness of 
pre-delivery interventions. Although the 
evidence for large and appreciable benefits was 
not found, the GDG agreed by consensus 
judgement, that it is important for women with 
tokophobia to have the opportunity to discuss 
these fears during the pre-delivery period and 
they should have access to a healthcare 
professional with expertise in providing 

Thank you for your comment. The guideline 
development group has considered the costs 
associated with mental health counselling and 
agreed that women with tokophobia should be 
ƻŦŦŜǊŜŘ ŀƴ ƻǇǇƻǊǘǳƴƛǘȅ ǘƻ ŘƛǎŎǳǎǎ ŦŜŀǊǎΤ ƛǘΩǎ ƴƻǘ 
advocating mental health counselling over a 
method of delivery. A delivery method as an 
intervention is outside the scope of this 
guideline, but as a result of yours, and other 
stakeholder comments, a cross-reference to the 
caesarean section guidance (CG 132) has been 
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perinatal mental health support. Moreover, the 
GDG judged that the cost of such interventions 
would be small relative to the reduction in 
ǿƻƳŜƴΩǎ ōǳǊŘŜƴΣ ǇƻǘŜƴǘƛŀƭ ŦƻǊ ŘŜǾŜƭƻǇƛƴƎ 
mental health problems and other health 
vulnerabilities which may be costly to other 
ǇŀǊǘǎ ƻŦ ǘƘŜ bI{Φέ 
 
YŜȅ ǿƻǊŘǎ ŀōƻǾŜ ŀǊŜ άǘƘŜ ƻǇǇƻǊǘǳƴƛǘȅέ όƛΦŜΦ 
ƻŦŦŜǊύΧ  
!ƭǎƻΣ ǊŜƎŀǊŘƛƴƎ άŎƻǎǘ-effectiveness of pre-
ŘŜƭƛǾŜǊȅ ƛƴǘŜǊǾŜƴǘƛƻƴǎέΣ ŘƛŘ ǘƘŜ D5D ŎƻƴǎƛŘŜǊ 
ǘƘŜ Ŏƻǎǘ ŜǎǘƛƳŀǘŜǎ ŎƻƴǘŀƛƴŜŘ ǿƛǘƘƛƴ Ψнлмм bL/9Φ 
Caesarean Section (Update). Costing report. 
LƳǇƭŜƳŜƴǘƛƴƎ bL/9 ƎǳƛŘŀƴŎŜΩΣ ƴƻǘŜŘ ŀōƻǾŜΚ 

added to the recommendation. 

Elective Cesarean 55 Full 7.7.1.9 554 Request that text in bold is added: 7.7.1.9 For 
women with tokophobia (an extreme fear of 
childbirth), offer an opportunity to discuss their 
fears with a healthcare professional with 
expertise in providing perinatal mental health 
support. If after discussion and offer of 
support, a vaginal birth is still not an 
acceptable option, offer a planned CS in a 
timely manner. [new 2014] 

Thank you for your comment. As a result of 
yours, and other stakeholder comments, a 
cross-reference to the caesarean section 
guidance (CG 132) has been added to the 
recommendation.  

Elective Cesarean 56 Full 7.7.1.16 556 Request that text in bold is added to:  
 
Traumatic birth, still birth and miscarriage 
 
άLŦ ǘƘŜ ǿƻƳŀƴ ǿƛǎƘŜǎΣ ǊŜŦŜǊ ƘŜǊ ŦƻǊ ŀ ǎǇŜŎƛŀƭƛǎǘ 
mental health assessment. Support the 
ǿƻƳŀƴΩǎ ŎƘƻƛŎŜ ƻŦ ŘŜƭƛǾŜǊȅ ƳŜǘƘƻŘ ƛƴ ŀƴȅ 

Thank you for your comment. However, the 
suggested addition cannot be added as it is 
outside the scope of this guideline. 
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subsequent pregnancy. [new 2014] 

Elective Cesarean 57 Full 7.7.2 556 7.7.2 Research Recommendation 
Suggestion: Could women at high risk for an 
emergency CS birth or traumatic instrumental 
delivery be identified, and what can be done to 
alter the long-term unchanged caesarean ratio 
that exists (i.e. a much higher emergency CS 
rate than elective CS rate), which is unhelpful 
for reducing the most adverse physical and 
psychological health outcomes for women and 
babies? 

Thank you for your comment. The suggested 
research recommendation could not be added 
as it is outside the scope of this guideline 

Elective Cesarean 58 General General General 3.4.7 Any assumed increase in the number of 
planned vaginal births could also potentially 
lead to an increase in the number of unplanned 
caesarean sections carried out. Therefore if an 
increase in the number of planned vaginal 
births is expected, an increase in the number of 
unplanned caesarean sections should also be 
anticipated.   
¢Ƙƛǎ ƛǎ ŀƴ ƛƳǇƻǊǘŀƴǘ Ǉƻƛƴǘ ǘƘŀǘ ƛǎ ǊŀƛǎŜŘ ƛƴ Ψнлмм 
NICE. Caesarean Section (Update). Costing 
ǊŜǇƻǊǘΦ LƳǇƭŜƳŜƴǘƛƴƎ bL/9 ƎǳƛŘŀƴŎŜΩΣ ŀƴŘ ƛǎ 
precisely why my organisation is concerned 
about efforts to convince tokophobic women to 
have a vaginal delivery against their will.  

Thank you for your comment. Delivery method 
as an intervention is outside the scope of this 
guideline, but a cross-reference to the 
caesarean section guidance (CG 132) has been 
added to the recommendation 

Elective Cesarean 59 General General General Do you think this guidance could be changed to 
better promote equality of opportunity relating 
to age, disability, gender, gender identity, 
ethnicity, religion and belief, sexual orientation 
or socio-economic status? 
Yes ς ŀǎ ŘŜǎŎǊƛŜŘ ŀōƻǾŜ ǿƛǘƘ ǿƻƳŜƴΩǎ ŀōƛƭƛǘȅ ǘƻ 

Thank you for your comment. Delivery method 
as an intervention is outside the scope of this 
guideline, but a cross-reference to the 
caesarean section guidance (CG 132) has been 
added to the recommendation.  
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argue their case for a caesarean request when 
perhaps language education and/or cultural 
understanding of how the NHS maternity care 
system works and what NICE guidance even is, 
are all potential barriers. 

Elective Cesarean 60 General General General Relevant research to support statements made 
above: 
  
Tokophobia: an unreasoning dread of childbirth. 
A series of 26 cases. KRISTINA HOFBERG, 
MRCPsych. I. F. BROCKINGTON, FRCP 
άtǊŜƎƴŀƴǘ ǿƻƳŜƴ ǿƛǘƘ ǘƻƪƻǇƘƻōƛŀ ǿƘƻ were 
refused their choice of delivery method 
suffered higher rates of psychological morbidity 
than those who achieved their desired delivery 
method. Conclusions. Tokophobia is a specific 
and harrowing condition that needs 
acknowledging. Close liaison between the 
obstetrician and the psychiatrist in order to 
assess the balance between surgical and 
psychiatric morbidity is imperative with 
ǘƻƪƻǇƘƻōƛŀΦέ 
 
Mode of birth and women's psychological and 
physical wellbeing in the postnatal period. 
Rowlands IJ1, Redshaw M. BMC Pregnancy 
Childbirth. 2012 Nov 28;12:138. doi: 
10.1186/1471-2393-12-138.  
ά²ƻƳŜƴ ǿƘƻ ƘŀŘ ŦƻǊŎŜǇǎ-assisted vaginal 
births and unplanned caesarean section births 
reported the poorest health and wellbeing, 

Thank you for your comment. The referenced 
papers would not meet the eligibility criteria for 
intervention efficacy review, i.e. they are not 
RCTs and delivery method as an intervention is 
outside the scope of this guideline, but a cross-
reference to the caesarean section guidance 
(CG 132) has been added to the 
recommendation. 
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while those of women who had unassisted 
vaginal births and planned caesarean section 
births were less affected by the birth process. 
Most women's physical and emotional health 
appeared to improve with time, however, those 
who had a forceps-assisted vaginal birth were 
more likely to report ongoing posttraumatic-
ǘȅǇŜ ǎȅƳǇǘƻƳǎ ǎŜǾŜǊŀƭ ƳƻƴǘƘǎ ŀŦǘŜǊ ǘƘŜ ōƛǊǘƘΦέ 
 
Prevalence and risk factors of childbirth-related 
post-traumatic stress symptoms. Modarres M1, 
Afrasiabi S, Rahnama P, Montazeri A. BMC 
Pregnancy Childbirth. 2012 Sep 3;12:88. doi: 
10.1186/1471-2393-12-88. 
ά¢ƘŜ ŦƛƴŘƛƴƎǎ ŦǊƻƳ ǇǊŜǎŜƴǘ ǎǘǳŘȅ ƛƴŘƛŎŀǘŜŘ ǘƘŀǘ 
more than half of women experienced a 
traumatic delivery. In addition we found that 
post-partum PTSD was associated with low 
educational level, premature labor, inadequate 
prenatal care visits, having complications due to 
pregnancy, pregnancy intervals less than 2 
years, labor duration, and emergency cesarean 
ǎŜŎǘƛƻƴΦέ 
 
Post-traumatic stress disorder after childbirth in 
Nigerian women: prevalence and risk factors. 
Adewuya AO1, Ologun YA, Ibigbami OS. BJOG. 
2006 Mar;113(3):284-8. 
ά¢ƘŜ ǇǊŜǾŀƭŜƴŎŜ ƻŦ t¢{5 ǿŀǎ рΦф҈Φ ¢ƘŜ ŦŀŎǘƻǊǎ 
independently associated with PTSD after 
childbirth include hospital admission due to 
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pregnancy complications (OR 11.86, 95% CI 
6.36-22.10), instrumental delivery (OR 7.94, 
95% CI 3.91-16.15), emergency caesarean 
section (OR 7.31, 95% CI 3.53-15.10), manual 
removal of placenta (OR 4.96, 95% CI 2.43-
10.14) and poor maternal experience of control 
during childbirth (OR 5.05, 95% CI 2.69-фΦпуύΦέ 
 
The prevalence of enduring postnatal perineal 
morbidity and its relationship to type of birth 
and birth risk factors. 
Williams A1, Herron-Marx S, Knibb R. J Clin 
Nurs.2007 Mar;16(3):549-61. 
ά¢ƘŜ ǎǘǳŘȅ ŎƻƴŎƭǳŘŜǎ ǘƘŀǘ ŜƴŘǳǊƛƴƎ ǇŜǊƛƴŜŀƭ 
morbidity in women following childbirth is 
common, especially with women following a 
forceps birth and certain birth risk factors (i.e. 
age, ethnic origin, length of labour and birth 
ǿŜƛƎƘǘύΦέ  
 
Obstetric complications in women with 
schizophrenia 
B.E Bennedsen et al. Denmark Schizophrenia 
Research 
Volume 47, Issues 2-3, Pages 167ς175, March 1, 
2001 
Schizophrenic women were at increased risk of 
interventions such as Cesarean section, vaginal 
assisted delivery, amniotomy, and 
pharmacological stimulation of labor. 
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Fear of childbirth and duration of labour: a 
study of 2206 women with intended vaginal 
delivery. Adams S, Eberhard-Gran M, Eskild 
A.BJOG 2012; DOI: 10.1111/j.1471-
0528.2012.03433.x. 
The study also found that women with fear of 
childbirth more often delivered by instrumental 
vaginal delivery (17.0% versus 10.6%) or 
emergency caesarean delivery (10.9% versus 
6.8%) as compared to women without fear of 
childbirth. In total, 25.5% (42 women) of 
women with fear of childbirth and 44.4% (906 
women) of women without fear of childbirth 
had a vaginal delivery without any obstetric 
interventions. However, it is important to note 
that a large proportion of women with a fear of 
childbirth successfully had a vaginal delivery 
and therefore elective caesarean delivery 
ǎƘƻǳƭŘ ƴƻǘ ōŜ ǊƻǳǘƛƴŜƭȅ ǊŜŎƻƳƳŜƴŘŜŘΦέ 
Regarding this last line, my organization is not 
ǎǳƎƎŜǎǘƛƴƎ ǘƘŜ ǊƻǳǘƛƴŜ ΨǊŜŎƻƳƳŜƴŘŀǘƛƻƴΩ ƻŦ 
elective caesarean delivery, but rather the offer 
of support for this birth choice if it is what the 
woman requests. 

Elective Cesarean 61 General General General The review paper below outlines some of the 
problems that exist even where research in the 
area of tokophobia and mode of birth is 
happening. 
 
A comprehensive systematic review of the 
impact of planned interventions offered to 

Thank you for your comment. We are not able 
to comment on a systematic review that was 
not included in the review of evidence for this 
guideline and delivery method as an 
intervention is outside the scope of this 
guideline, but a cross-reference to the 
caesarean section guidance (CG 132) has been 
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pregnant women who have requested a 
caesarean section as a result of tokophobia 
(fear of childbirth). Weaver J, Browne J, Aras-
Payne A, Magill-Cuerden J. JBI Library of 
Systematic Reviews 2013; 11(1): 70-122. 
 
For example, one of the review objectives is to: 
άǎȅƴǘƘŜǎƛǎŜ ǘƘŜ ōŜǎǘ ŀǾŀƛƭŀōƭŜ ǉǳŀƴǘƛǘŀǘƛǾŜ 
evidence relating to the effectiveness of 
planned interventions (intervention vs. 
standard care or intervention vs. intervention) 
in reducing fear and/or anxiety in women who 
present with tokophobia, and in reducing the 
number of planned Caesarean section (CS) 
ŘŜƭƛǾŜǊƛŜǎ ƛƴ ǘƘŜǎŜ ǿƻƳŜƴΣέ  
 
Why? Why the obsession with the number of 
planned caesareans from the outset? And with 
reducing that number? Why not an objective to 
reduce the number of emergency caesareans? 
Or to ensure that women are fully informed 
about the risks and benefits of surgery? Patient 
satisfaction following different types of 
caesarean surgery? 
 
The answer comes swiftly:  
 
άLƴ ǘƘŜ ¦YΣ ǘƘŜ ǊŀǘŜ Ƙŀǎ ǊƛǎŜƴ ŦǊƻƳ ŀǊƻǳƴŘ о҈ ƛƴ 
the 1960s 4 to 24.8% in 2009-10. This is 
considerably higher than the maximum 
medically justified rate of 15%, as defined by 

added to the recommendation. 
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the World Health Organisation (WHO). A 
number of authorities have expressed concern 
at this trend, especially when there are no 
medical indications for CS, as surgical 
intervention in childbirth may result in adverse 
ƳŀǘŜǊƴŀƭ ƻǊ ƛƴŦŀƴǘ ƻǳǘŎƻƳŜǎΦέ  
 
My organisation presented a great deal of 
evidence in response to the problem with birth 
politics, and an unhealthy obsession with a 
1985 WHO recommended rate that had no 
basis in empirical evidence. In fact the WHO has 
ŀŘƳƛǘǘŜŘ ǘƘŀǘ ǘƘŜǊŜ ƛǎ Ψƴƻ ƪƴƻǿƴ ƻǇǘƛƳǳƳ 
ǊŀǘŜΩΣ ŀƴŘ ǘƘŜ bL/9 /Dмон ŀƴŘ v{он ǿƻǳƭŘ ƴƻǘ 
have been published if there was evidence that 
maternal request caesareans would lead to 
άŀŘǾŜǊǎŜ ƳŀǘŜǊƴŀƭ ƻǊ ƛƴŦŀƴǘ ƻǳǘŎƻƳŜǎέ όƻǊ 
rather, any greater adverse maternal or infant 
outcomes than a planned vaginal delivery). 
 
When any research review takes place with the 
starting point ǘƘŀǘ άƘƛƎƘ /{ ǊŀǘŜǎ ŀǊŜ ōŀŘΣ ƭƻǿ 
/{ ǊŀǘŜǎ ŀǊŜ ƎƻƻŘέΣ ǘƘƛǎ Ŏŀƴ ŎƻƭƻǳǊ ǘƘŜ ǿƘƻƭŜ 
ŜȄŜǊŎƛǎŜΣ ŀƴŘ ǘŀƪŜ ŀǿŀȅ ŦǊƻƳ ŀ ΨǇŀǘƛŜƴǘ-
ŎŜƴǘǊŜŘΩ ŀǇǇǊƻŀŎƘΦ Lǘ Ŏŀƴ ŀƭǎƻ ƳŜŀƴ ǘƘŀǘ ǘƘŜǊŜ 
may be missed opportunities for finding 
effective solutions (e.g. increasing the planned 
CS rate and reducing the emergency CS rate). 
 
CƛƴŀƭƭȅΣ ƛǘΩǎ ǿƻǊǘƘ ƴƻǘƛƴƎ ǘƘŀǘ ƴƻƴŜ ƻŦ ǘƘŜ ƭƛǎǘŜŘ 
άtƭŀƴƴŜŘ ƛƴǘŜǊǾŜƴǘƛƻƴǎέ ŎƛǘŜŘ ƛƴ ǘƘƛǎ ǊŜǾƛŜǿ 
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ƛƴŎƭǳŘŜ ΨŀƎǊŜŜƛƴƎ ǘƻ ǘƘŜ /{ ǊŜǉǳŜǎǘΩΣ ŀƴŘ ǘƘƛǎ ƛǎ 
why it is so important that this intervention is 
recognised by NICE here. 

Expert Reviewer 1 1 Full 5 85 General: As acknowledged, the Guideline 
continues to suffer from an over emphasis on 
depression and the postnatal period.  While this 
is understandable given the limited research 
available, it is disappointing that further 
progress has not been prompted by the NICE 
(2007) emphasis on the need to recognise 
mental health problems other than depression 
and also the occurrence of mental health 
problems during the antenatal period. 

Thank you for your comment. As 
acknowledged, by your comments and in the 
guideline text, the research literature is 
dominated by postnatal depression. However, 
recommendations are also included for 
recognising anxiety disorders, severe mental 
illness, and alcohol and drug misuse, and for 
recognising depression in pregnancy as well as 
in the postnatal period. In addition, a new 
recommendation has been added that 
recommends that healthcare professionals be 
aware of the range, prevalence and under-
recognition of anxiety disorders (including GAD, 
OCD, panic disorder, phobia, PTSD and social 
anxiety) and depression throughout pregnancy 
and the postnatal period. 

Expert Reviewer 1 2 Full 5.3.4 114 It is welcome that there has been an attempt to 
address anxiety within the confines of the 
available research evidence.  Although Table 20 
includes the use of different EPDS cut offs in 
pregnancy there is no comment or summary on 
anxiety on p 114. This would be helpful in giving 
a context / cross reference for the GDG 
recommendation of GAD-2 questions (p 139).  
While the  
rationale given on p 118 is helpful it is not 
readily accessible  

Thank you for this comment. We agree that the 
section was unclear. The clinical evidence 
summary for identification of anxiety disorders 
has been amended in the chapter to give a 
more comprehensive summary of the clinical 
evidence review (included in Table 20). A cross-
reference to the GAD-2 questions has also been 
inserted into this section in order to make this 
rationale clearer 

Expert Reviewer 1 3 Full 5.3.5 117 The GDG decision to favour sensitivity over Thank you for your comment. 
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specificity is welcome as a means of improving 
detection of those women who have sub-
threshold symptoms of depression and who 
may otherwise be missed.  This is in keeping 
with the principle of including the full spectrum 
of severity of depression. 

Expert Reviewer 1 4 Full 5.3.6 123 The economic modelling incorporates 
pharmacological treatment with Sertraline for 8 
weeks.  Standard advice to patients is usually to 
continue antidepressant medication for 6 
months following an improvement in mood in 
order to reduce the risk of relapse. There 
appears to be some question around the 
application of this shorter period. 

Thank you for your comment. This has been 
amended. 

Expert Reviewer 1 5 Full 5.3.6 136 p. 136-138 
I strongly support the reservations and concerns 
of the GDG regarding the economic analysis.  In 
particular I welcome their emphasis on the use 
of clinical judgement and the importance of the 
relationship between the patient and the 
professional in optimising the accuracy of 
identification. An over emphasis on the time 
needed to administer test instruments in a 
clinical setting risks undervaluing the 
relationship and the style of administration and 
ultimately the accuracy of results. 

Thank you for your comment. 

Expert Reviewer 1 6 Full 5.3.8.3 
to 

140 p140-15.3.8.3- 5.3.8.6 These recommendations 
are appropriate and the specific timings are 
important for standardised screening purposes.  
However, specifying a single time for screening 
in pregnancy also carries a risk for mental 

Thank you for your comment. The guideline 
development group has added a further 
recommendation that at all subsequent 
contacts during pregnancy and in the postnatal 
period women should be asked the Whooley 
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health problems with onset during pregnancy 
but after booking to be missed. The long 
standing trend to overlook mental health 
problems in the antenatal period adds to this 
concern. It is suggested that an additional 
recommendation should prompt repetition of 
the screening questions if a health professional 
has concerns at any stage later in pregnancy. 

questions and the GAD-2 and the specificity 
with regards to the timepoints have been 
removed from full guideline recommendation 
5.3.8.3. 

Expert Reviewer 1 7 Full 5.3.8.7 
& 

141 p141-2  
5.3.8.7&.8Women with a history of, or current, 
severe mental illness are likely to be known to 
community mental health services.  Some will 
already be attending services and may have 
taken advice on getting pregnant. There is 
advantage in these women maintaining contact 
with the service where their history is known. It 
is suggested that recommendations should be 
clear that the service where the woman is 
already known should always at least be made 
aware of the pregnancy following booking.  
Referral to that service may be considered and, 
when available, the additional expertise of 
specialist perinatal mental health professionals 
should be sought to complement the core 
service.  On-going involvement of the core 
mental health services will facilitate continuity 
of care through and beyond the perinatal 
period. 

Thank you for your comment. The GDG agrees 
and think that this point has been covered by 
an overarching principle about coordination of 
care (recommendation 1.3.6). 

Expert Reviewer 1 8 Full 5.4 142 p141-2 The clarification provided in this section 
related to specifics of  the perinatal period is 
very welcome and helpful.  In particular it is 

Thank you for your comment. 
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ǳǎŜŦǳƭ ǘƻ ƘŀǾŜ ƘƛƎƘƭƛƎƘǘŜŘ άǘƘŜ ǊŜŎƻƎƴƛǘƛƻƴ ǘƘŀǘ 
assessment is not a single, time-limited 
intervention but a continuing process 
ǘƘǊƻǳƎƘƻǳǘ ŀƴȅ ǇŜǊƛƻŘ ƻŦ ŎŀǊŜέ όрΦпΦпύΦ ¢ƘŜ 
suggested addition to recommendations in 
5.3.8 is in keeping with this view (Comment 6). 

Expert Reviewer 1 9 Full 5.4 142 p141-2  
It is useful to have it formally recognised that 
women make different choices related to 
treatment in the perinatal period.  This 
acknowledgement enables open discussion, 
effective sharing of information between the 
woman/couple and professionals, on-going 
monitoring and adherence. 

Thank you for your comment. 

Expert Reviewer 1 10 Full 5.4.8.4 149 This guidance on relevant topics to be included 
when making an assessment of a suspected 
mental health problem is very helpful, 
especially for health professionals with limited 
mental health training.  It is suggested that 
perinatal specific experience which may 
contribute to the risk of developing a mental 
health problem should also be included e.g. 
assisted or delayed conception, history of or 
current diagnosis of foetal anomaly, history of 
perinatal loss, history of traumatic birth.  

Thank you for your comment. The 
recommendation has been amended to include 
άǘƘŜ ǿƻƳŜƴΩǎ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ǇǊŜƎƴŀƴŎȅ ŀƴŘ ŀƴȅ 
problems experienced by her, the fetus or the 
ōŀōȅέΦ    

Expert Reviewer 1 11 Full 6 151 p151-204 
This chapter on experience of care adds 
significantly to the Guideline. The content is 
consistent with clinical experience of working 
with many women in the perinatal period.  It 
includes important perinatal specific issues 

Thank you for your comment. 
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which are inadequately addressed elsewhere in 
the document but where attention to 
psychological well-being and mental health is 
essential. 

Expert Reviewer 1 12 Full 6 198 The complexity of judging what is helpful in the 
highly sensitive and challenging circumstances 
around perinatal loss  is well portrayed and 
hence the necessity of individual care planning 
taking the preferences and choices of the 
woman fully into account along with those of 
her partner, when appropriate. 

Thank you for your comment 

Expert Reviewer 1 13 Full 6.2.5 198 The timing of offering options related to 
perinatal loss to women/couples is important as 
pointed out by some women (e.g. p198; lines 
24-26); also allowing ample time to consider 
choices. 
Clinical experience of working with women and 
partners who have been advised of a foetal 
diagnosis and are aware that their baby will die 
in utero, at birth or soon after, indicates that it 
is helpful to prompt consideration of their 
options and wishes during pregnancy.  This 
includes planning for delivery, the immediate 
postnatal period and disposal. This reduces the 
stress of making difficult decisions immediately 
after birth. 
Particularly for women who choose to allow the 
pregnancy to run its course as long as possible, 
this time to consider and discuss options is 
valued.  It increases the probability of couples 
making decisions they will continue to be 

Thank you for your comment. The GDG agree 
that it is important to incorporate the 
opportunity for planning and preparation for 
women who have been advised of a fetal 
diagnosis, and as a result of your comment the 
recommendation has been amended 
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content with into the future; reduces the 
likelihood of regrets and facilitates the grieving 
process. 

Expert Reviewer 1 14 Full 6.2.5 191 191-194 
It is welcome to see consideration of traumatic 
birth. This section captures the psychological 
impact of traumatic delivery with birth 
complications involving physical trauma. 
However there is a danger of overlooking those 
women who experience an apparently normal 
delivery as psychologically traumatising, often 
due to a history of exposure to trauma. These 
women are easily overlooked as there are no 
obstetric risk factors to alert maternity staff or 
primary care staff following up in the early 
postnatal period.   
As with PTSD following other experiences, it is 
safe to assume that there is risk for a negative 
impact on relationships, adjustment and 
developing comorbid mental health problems. 

Thank you for your comment. The GDG agree 
that it is important not to overlook this group of 
women. The recommendations on traumatic 
birth are intended to apply to both women who 
have experienced a traumatic delivery due to 
physical birth complications but also women 
with an obstetrically-normal delivery who 
experience it as psychologically traumatic. 
However, to make this more explicit a definition 
of traumatic birth has been added to the 
guideline 

Expert Reviewer 1 15 Full 6 151 p151-204 
While this chapter usefully addresses some 
important challenges specific to perinatal 
experience, others have received little or no 
consideration i.e. intrauterine death, foetal 
diagnosis and termination of pregnancy.  While 
there are some similarities it is considered that 
such complex topics do not lend themselves to 
joint consideration or generalisation. 

Thank you for your comment. Experiences of 
post-miscarriage or post-stillbirth information 
and support and experiences of seeing and/or 
holding the dead baby after stillbirth or 
termination of pregnancy following diagnosis of 
fetal abnormalities are included in the summary 
of themes from the qualitative analysis of 
service user experience (section 6.2.5) 

Expert Reviewer 1 16 Full 7 205 205-557 
The selection of therapeutic approaches to be 

Thank you for your comment. The type of 
therapeutic approach was not restricted prior 
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included in the evaluation of outcomes is a 
matter for concern. The majority are low level 
interventions applied by staff with very limited 
training in mental health. This excludes more 
severe and complex mental health problems 
which require individualised assessment and 
intervention delivered by a fully trained mental 
health professional. While such cases may be 
covered in another NICE Guideline on a 
particular mental illness, this Guideline will not 
inform, and may mislead, commissioners 
considering staffing needs for perinatal mental 
health services.  

to the evidence search. Rather, this list reflects 
the interventions for which there is evidence. 
The guideline includes recommendations for 
interventions for severe mental illness which 
were largely adaptations of existing NICE 
guidance to pregnancy and the postnatal period 
as informed by expert consensus judgement 
and evidence reviewed for this guideline where 
available 

Expert Reviewer 1 17 Full 7 425 p425,458 & 550 
The limited research evaluating post traumatic 
birth counselling in the research setting has 
produced mixed results.  Clinical experience 
indicates that such follow up by obstetricians 
and midwives is highly valued by women and 
usually also by their partners. It can be very 
helpful. However there is considerable variation 
in how such counselling is delivered in terms of 
timing and the counselling skills of the 
professional.  The difference between 
counselling and debriefing is often poorly 
understood. Such variables can make the 
difference between being helpful and adding to 
post trauma response severity.  
The comments related to clarifying the 
difference are welcome and much needed.  It 
seems particularly important to discourage the 

Thank you for your comment. 
wŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ǳƴŘŜǊ ǘƘŜ Ψ¢ǊŀǳƳŀǘƛŎ ōƛǊǘƘΣ 
ǎǘƛƭƭōƛǊǘƘ ŀƴŘ ƳƛǎŎŀǊǊƛŀƎŜΩ ǎǳō-heading capture 
these points. 
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practice of an obstetrician or midwife taking a 
woman through her traumatic birth experience 
step by step in the early days after delivery.  A 
recommendation to this effect would be 
helpful.  To be prepared to answer any 
questions she may have at this stage and 
providing the option of a later opportunity for 
fuller consideration of the details is appropriate. 

Expert Reviewer 1 18 Full 7 549 In my opinion fear of childbirth is highly variable 
in terms of presentation, origin and complexity. 
There is a danger of overlooking the necessity 
for detailed assessment in order to guide 
appropriate intervention.  I welcome the GDG 
view that women with this difficulty should 
ƘŀǾŜ ǘƘŜ άƻǇǇƻǊǘǳƴƛǘȅ ǘƻ ŘƛǎŎǳǎǎ ŦŜŀǊǎ ōŜŦƻǊŜ 
delivery and to have access to a healthcare 
professional with expertise in providing 
ǇŜǊƛƴŀǘŀƭ ǎǳǇǇƻǊǘΦέ aƻǊŜ ŎƻƳǇƭŜȄ ŎŀǎŜǎ ǿƛƭƭ 
however require individualised psychological 
therapy delivered by a mental health 
professional, preferably in the maternity 
setting. 

Thank you for your comment. However, as 
there is no evidence identified or reviewed for 
individualised psychological therapy (delivered 
by a mental health professional) for the 
treatment of tokophobia or for the 
identification of a 'complex' case, the GDG 
judged that such a recommendation would be 
going beyond the data 

Expert Reviewer 1 19 NICE Introduc
tion 

4 It is welcome and appropriate to emphasise 
ǘƘŀǘ άǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ŀǊŜ ǊŜƭŜǾŀƴǘ ǘƻ ŀƭƭ 
healthcare professionals providing intervention 
ŦƻǊ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎέΦ IƻǿŜǾŜǊ ǘƘƛǎ 
statement does not recognise the essential role 
of midwives, in particular, and others in 
maternity services and primary care, in 
implementation.  
Midwives do not usually provide intervention 

Thank you for your comment. The guideline 
development group agrees and has amended 
the statement in the introduction to include 
professionals who are involved in recognition 
and assessment, as well as providing 
interventions. 
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for mental health problems but it is they who 
provide the universal elements of antenatal 
care and who will carry out screening in 
pregnancy. It is essential to recognise that the 
guideline is relevant to healthcare staff who 
provide standard perinatal care if the aims of 
the guidance are to be realised.  On this basis it 
is suggested that the statement above is 
amended. 

Expert Reviewer 1 20 NICE 1.3.14 22 When a woman with severe mental illness 
decides to stop psychotropic medication in 
pregnancy it is suggested that discussion with 
her should also include the possibility of 
introducing psychological intervention if it is not 
already in place. As recognised in other 
recommendations (e.g. 1.6.18) psychotherapy 
can be beneficial for women with severe mental 
illness. 

Thank you for your comment. The 
recommendation has been amended to add 
psychological interventions. 

Expert Reviewer 1 21 NICE 1.4.3 29 While supportive of the recommendation 
related to screening for depression and anxiety 
disorders it is important that the prescribed 
times are not exclusive. An additional 
recommendation is needed to cover new onset 
or recurrence of anxiety or depression later in 
pregnancy. (See also comment 6) 

Thank you for your comment. In light of your, 
ŀƴŘ ƻǘƘŜǊ ǎǘŀƪŜƘƻƭŘŜǊǎΩΣ ŎƻƳƳŜƴǘǎ ǘƘŜ ǘƛƳƛƴƎ 
specificity has been removed from the 
recommendation. In addition, a new 
recommendation has been added that at 
subsequent contacts in pregnancy and the 
postnatal period the health visitor (and other 
health and social care professionals who have 
regular contact with the woman) should discuss 
mental health and consider asking the 
depression and anxiety identification questions 
and consider using a formal tool as part of 
ongoing assessment and monitoring (1.5.8).  
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Expert Reviewer 1 22 NICE 1.4.4 30 There appears to be an error in the reference to 
1.4.4.  It seems this should be 1.4.3. 

Thank you. The recommendation has been 
amended. 

Expert Reviewer 1 23 NICE 1.4.2 29 Recognising mental health problems and 
referral: 
This new recommendation to share information 
on past and present mental health problems 
with maternity services is very welcome. Such 
information is valuable for maternity staff 
providing standard care and particularly in 
stressful situations which can arise during the 
course of pregnancy and childbirth. With this 
information and a better understanding staff 
can support a woman more effectively and are 
better prepared to recognise when it is 
necessary to involve specialist mental health 
support.  

Thank you for your comment. 

Expert Reviewer 1 24 NICE 1.4.3 29 1.4.3-.10 (p29-31)  
Midwives will be dependent on clear 
information in order to determine whether it is 
appropriate to follow guidance on depression 
and anxiety disorders (1.4.3 to 1.4.6) or that on 
severe mental illness (1.4.7 to 1.4.8). 
In the absence of adequate information on past 
and current mental health problems it will be 
helpful to advise seeking clarification by asking 
the woman about any previous treatment for a 
mental health problem and details of who 
provided care.  This will give useful information 
to facilitate timely and appropriate referral and 
sharing information. 

Thank you for your comment. The GDG agree 
that assessment and diagnosis of a suspected 
mental health problem should include history of 
any mental health problem, any current or past 
treatment for a mental health problem, and 
response to any treatment, and feel that these 
points are captured by recommendation 1.6.1. 

Expert Reviewer 1 25 NICE 1.4.8 31 This recommendation needs to recognise that  Thank you for this comment. Amended 
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some women with severe mental illness will 
already be in the care of a mental health service 
but may have infrequent contact.  Where this is 
the case the mental health service should be 
made aware of the pregnancy even if the 
woman is referred to a specialist perinatal 
mental health service. (See also comment 7) 

recommendations on coordinated care (1.3.5-
1.3.6) recommend that all women with a 
mental health problem in pregnancy and the 
postnatal period should have an integrated care 
plan developed that sets out the care and 
treatment for the mental health problem and 
the roles of all healthcare professionals, and 
that the healthcare professional responsible for 
coordinating the care plan should ensure that 
there is an effective sharing of information with 
all services involved and with the woman 
herself. 

Expert Reviewer 1 26 NICE 1.5.1 32 This new information on relevant historical and 
contextual factors to be considered at 
assessment is welcome and will be particularly 
helpful to those who are not mental health 
professionals but who will be involved in 
assessment of suspected mental health 
problems. Professionals with mental health 
training will be familiar with the topics listed 
but they are less likely to consider specific 
perinatal experiences, which may increase the 
risk of developing a mental health problem. 
(See also comment 10) 

Thank you for this comment.  
 

Expert Reviewer 1 27 NICE 1.5.5 33 ΨLŦ ǘƘŜǊŜ ƛǎ ŀ Ǌƛǎƪ ƻŦ ǎŜƭŦ-ƘŀǊƳ ƻǊ ǎǳƛŎƛŘŜΦΩ  
If this should arises at initial assessment or later 
in the perinatal period in the maternity setting 
and there is no indication that the GP is already 
aware it would seem useful to emphasise 
immediate communication to inform the GP 
and mental health services rather than waiting 

Thank you for this comment. We have amended 
the recommendation in light of your comment. 
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for referral, further assessment and the 
development of a full care plan. 

Expert Reviewer 1 28 NICE 1.6.3 35 I welcome this GDG review of 2007 guidance, 
stressing the importance of prompt service 
delivery with a shorter time to assessment and 
intervention being necessary in the perinatal 
period. It may be helpful to replicate the 
specific meaning of ΨǘƛƳŜƭȅΩ ƻƴ ǇŀƎŜ мл ŀƴŘ ŀǘ 
1.2.6., page 18 or at least to cross reference to 
1.6.3. 
It should also be made clear that a much earlier 
response is necessary for assessment of 
maternity in-patients. 

 Thank you for your comment, but the meaning 
ƻŦ ΨǘƛƳŜƭȅΩ Řƻes not quite equate to the 2 week 
referral for and 1 month provision of 
psychological interventions ς some treatments 
(for example for postpartum psychosis) will 
need to be delivered more quickly. 

Expert Reviewer 1 29 NICE 1.6.24 40 Intervention for infant sleep problems ς  when 
basic advice on sleep hygiene is not sufficient it 
seems that psychological therapies should be 
offered before the initiation of medication. 

Thank you for your comment. To clarify this 
section is concerned with interventions for 
maternal sleep problems not infant sleep 
problems. The literature search did not identify 
any high quality studies assessing the efficacy of 
psychosocial interventions for sleep problems 
and insomnia in pregnant women, and in the 
absence of any evidence for benefits or harms 
the GDG were unable to recommend any 
specific psychosocial intervention 

Expert Reviewer 1 30 NICE 1.7.5 43 The change to this recommendation is very 
welcome as is the prioritisation.  It 
acknowledges the range of responses by 
women, their partners and families to the death 
of a baby, as illustrated in chapter 6 and in 
keeping with clinical experience. 

 Thank you.  

Expert Reviewer 1 31 NICE 1.7.8 43 It is suggested that discussion of disposal of 
remains should be included in the support and 

 Thank you for your comment. While the GDG 
appreciates that this is important, the GDG was 
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facilitation provided by the practitioner. concerned with the immediate psychological 
management of trauma. Disposal of remains 
would be covered by local protocols and 
common law. 

Expert Reviewer 1 32 NICE 1.7.5 to 
1.7.8 

41 It is fully appreciated that miscarriage and 
stillbirth often involve psychological trauma but 
it must also be appreciated that perinatal loss 
and psychological trauma can also occur 
independently of one another and they are very 
different experiences.  The combined heading 
on page 14 is confusing without the detail of 
1.7.5 through to 1.7.8.  Greater clarity may be 
achieved by separating those recommendations 
related to perinatal loss, where psychological 
trauma may be a factor and related to complex 
grief, and those recommendations where 
psychological trauma is the primary problem.  It 
seems by subsuming psychological trauma in 
this way the presentation of this problem in the 
perinatal period has been inadequately 
addressed. 

 Thank you for your comment. The headings are 
not intended to be read without the detail of 
the recommendations, therefore the GDG did 
not consider it appropriate to separate out or 
restructure these recommendations.  Also, in 
the NICE Pathway for this topic, which will be 
launched at the same as the guideline, the 
linkage and distinction between 
recommendations in each section will be 
clearer and the ability to navigate easier. 

Expert Reviewer 1 33 NICE 1.7.7 43 This recommendation is fully appropriate for 
PTSD in the circumstances cited and it is helpful 
to add direction to the NICE post-traumatic 
stress disorder guideline.  It is also important to 
recognise that psychological trauma can be 
triggered by a normal delivery and where the 
baby is alive and healthy.  Combining loss and 
trauma risks incomplete understanding and 
missing cases. 
 

 Thank you for your comment. The 
recommendations on traumatic birth are 
intended to apply to both women who have 
experienced a traumatic delivery due to 
physical birth complications but also women 
with an obstetrically-normal delivery who 
experience it as psychologically traumatic. 
However, to make this more explicit a definition 
of traumatic birth has been added to the 
guideline. 
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This section also fails to recognise post trauma 
responses, including PTSD, during pregnancy. A 
proportion of women with PTSD following 
childbirth are not new cases (Ayers & Pickering, 
2001).  Direction to the PTSD guideline will not 
be sufficient in relation to the antenatal context 
as it does not address the specifics of the 
antenatal period. Exacerbation or recurrence of 
psychological trauma responses related to 
earlier experiences can be triggered during 
pregnancy and particularly as the delivery date 
draws closer.  This requires timely assessment 
and intervention in the maternity setting, 
including consideration of the implications for 
childbirth and parenting.  With appropriate 
intervention women can have much more 
positive birth experiences than they anticipated 
whether a first delivery, or subsequent to 
previous deliveries which were experienced a 
psychologically traumatising.  
It is important to address this gap in the 
guideline for the benefit of women and also as 
it is relevant to policy on birth choices and 
reducing the number of caesarean sections. 
When an expressed preference for operative 
delivery is dictated by fear, women can be 
relieved to have real choice restored through 
psychological intervention along with 
psychology involvement with midwives in 
planning delivery.  
To quote one example:  άXXXXXXXXXXXXXXXX 

 
As outlined in the introduction of the full 
guideline (chapter 2), the GDG took the view 
that fear of childbirth secondary to traumatic 
ŎƘƛƭŘōƛǊǘƘ όǎƻƳŜǘƛƳŜǎ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ ΨǎŜŎƻƴŘŀǊȅΩ 
tokophobia) may be more helpfully 
conceptualised as a trauma symptom or as part 
of a presentation of post-traumatic stress 
disorder (PTSD) and therefore treatment should 
be informed by existing NICE guidance on PTSD, 
and where appropriate the caesarean section 
guidance. 
 
The importance of timely assessment and 
intervention in pregnancy and the postnatal 
period is captured in recommendation 1.3.6. 
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XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXΦέ 
Decisions around proceed with and pacing of 
trauma work is more complex in the perinatal 
period as the existing distress must be balanced 
against the distress which is inevitable in 
therapy, while bearing in mind the demands of 
the key milestones during this period. 

Expert Reviewer 1 34 NICE 1.7.14 44 1.7.14 & 1.7.15 
This recognition of the potential impact of 
maternal mental health problems on the 
mother-baby relationship is welcome.  The 
guidance to reassure women on this subject is 
important. Growing awareness of bonding with 
limited understanding of the concept and how it 
relates to the long term attachment 
relationship often leads to disproportionate 
worry for women when initial interaction with 
their baby is interrupted or disrupted, even 
briefly, by physical health issues in either 
mother or baby. 

Thank you for your comment. 

Expert Reviewer 1 35 NICE 1.8.5 46 The guideline recognises that specialist 
perinatal inpatient services must be staffed to 
provide appropriate care for the baby, however 
this alone is not sufficient.  It is also imperative 
that in patient units have formal arrangements 
in place to ensure timely access to a 
professional with expertise in attachment and 
infant mental health to provide consultation, 
assessment and direct work with mothers and 
babies. 

Thank you for your comment. This is an 
implementation issue and has been passed on 
to the NICE implementation support team. 

Expert Reviewer 1 36 Full General 0 The GDG are to be congratulated on their Thank you for your comment. This is an 
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review of the APMH Guideline.  The revised 
version has much to recommend it with the 
benefit of important additions and appropriate 
revisions of earlier recommendations.   
The attention given across the full range of 
severity in mental health problems fits with the 
vision of effective universal screening and early 
intervention to benefit women, their children 
and families. Given that the opportunity for 
universal screening falls within maternity care it 
is important to fully recognise the essential role 
of maternity and primary care staff in the 
implementation of the guideline. In addition to 
fully acknowledging this within the guideline it 
will be important for commissioners to consider 
the implications for staffing levels and training 
needs to make implementation possible and 
effective. 

implementation issue and has been passed on 
to the NICE implementation support team. 
Implications for staffing levels are not part of 
our remit and NICE have a separate safe staffing 
programme. 

Expert Reviewer 1 37 Full General 0 Denial of pregnancy, also known as concealed 
pregnancy, is a complex mental health issue 
which is difficult to assess but does not seem to 
have been mentioned at all.  Such women may 
book late in pregnancy or not at all.  They may 
come to the maternity hospital in labour, or just 
after, or not at all. A proportion of cases is 
readily explained by absence of usual signs of 
pregnancy leading to a woman being genuinely 
unaware that she was pregnant, or by fear of 
telling about the pregnancy.  The maternal 
response to the baby in these circumstances 
can be warm and accepting, especially if there is 

Thank you for your comment. We agree that 
denial of pregnancy may be an issue for some 
women, although it is not included in diagnostic 
classification systems, we recognise that it may 
be a complication associated with mental 
health problems. In response to your, and other 
ǎǘŀƪŜƘƻƭŘŜǊΩǎΣ ŎƻƳƳŜƴǘǎΣ ǿŜ ƘŀǾŜ ŀŘŘŜŘ ŀ 
woman's attitude towards the pregnancy 
including denial of pregnancy, to the first 
ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ƛƴ ǘƘŜ Ψ!ǎǎŜǎǎƛƴƎ ƳŜƴǘŀƭ 
health problems in pregnancy and the postnatal 
ǇŜǊƛƻŘ ŀƴŘ ŎŀǊŜ ǇƭŀƴƴƛƴƎΩ ǎection, which lists 
the components that should be included in an 
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good family support but it does need to be 
assessed and monitored.  More challenging 
cases involve longer lasting denial of the 
pregnancy and in some cases lack of recognition 
or acceptance of the baby.  These cases have 
very serious child protection implications.  
In one case where I was directly involved  XXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX. 
 
Denial of pregnancy has long been recognised in 
case studies in the literature (Brockington, 
1996) but there does not appear to be any 
more sophisticated research.  Nonetheless the 
implications are so serious in the worst cases it 
is suggested that the topic should be 
acknowledged in the guideline. 
Brockington, I. (1996) Motherhood and Mental 
Illness.  Oxford University Press. 

assessment and diagnosis of a suspected 
mental health problem in pregnancy and the 
postnatal period. 
 

Expert Reviewer 1 38 Full General 0 While there is an acknowledgement of the 
importance of cultural variation in the guideline 
it may merit further emphasis, not least in 
awareness of those determining the content of 
the guideline, to avoid missing relevant 
guidance.   
As example, the law surrounding termination of 
pregnancy is more restrictive in Northern 
Ireland than in GB and it is  regrettable that 
some women are forced to continue with their 
pregnancy or that others must travel to 
England, if termination is their choice.  

 Thank you for this comment. Some of the 
issues you raise are outside of the scope of the 
guideline, others concerning for example, still 
birth, are dealt with in the guideline (see rec 
1.5.9) or in other mental health guidance (see 
CG136, Service User Experience Guideline).   
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However.it is important that eagerness to 
challenge the law does not blind professionals 
to the different choices women and their 
partners make when faced with a serious foetal 
diagnosis where life after birth is unlikely. 
Working with several families in this situation I 
have found that many wish to continue the 
pregnancy to extend their time with their baby. 
They value this time when they create 
memories, prepare their other children and 
prepare for the birth and funeral of their baby. 
This has proven to be very therapeutic for 
couples, similarly when one foetus in a multiple 
pregnancy is affected. 
This is just one example, but may serve to 
emphasise the value and importance of cultural 
diversity within the GDG and the advisors to the 
GDG to ensure that the guideline is fully 
inclusive.  

Expert Reviewer 2 1 Full 2.3.3 25 There could have been a broader review, there 
are more papers than those cited, for example 
Knoph et al, 2013 focuses on eating disorders in 
the postnatal period 

 Thank you. We have ƴƻǿ ŀŘŘŜŘ ǘƘƛǎ ǎǘǳŘȅΩǎ 
findings in our review. 

Expert Reviewer 2 2 NICE 1.6.14 37 άaƻƴƛǘƻǊ ǘƘŜ ǿƻƳŀƴΩǎ ŎƻƴŘƛǘƛƻƴ ŎŀǊŜŦǳƭƭȅ 
throughout pregnancy and the postnatal 
ǇŜǊƛƻŘέ  
¢IL{ {Ih¦[5 .9 w9²hw595 ¢h {!¸Υ άaƻƴƛǘƻǊ 
ǘƘŜ ǿƻƳŀƴΩǎ ŎƻƴŘƛǘƛƻƴ !b5 ²9LDI¢ ŎŀǊŜŦǳƭƭȅ 
throughout pregnancy and the postnatal 
ǇŜǊƛƻŘέ 

Thank you. We have now added a bullet point 
to this recommendation to consider a fetal 
growth scan for these women. The evidence on 
optimal weight gain through pregnancy is 
unclear and assessment by obstetricians of 
underweight women would include the 
progress of the pregnancy and where indicated 
fetal growth scans 
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Expert Reviewer 2 3 NICE 2 46 I notice there are no research 
recommendations for eating disorders, it is one 
of the few disorders where there is a lack of 
treatment studies. Should this be a research 
recommendation? 

 Thank you for this comment. The GDG 
considered your comment carefully and agreed 
that recommendations on eating disorders 
were desirable. However, the GDG felt it would 
be premature to move to treatment trails when 
methods for identifying women with eating 
disorders in the perinatal period were not well 
developed. The GDG felt that it would be better 
to address both issues.  This would necessitate 
two recommendations which would present 
problems in incorporating them with in the 
current NICE guideline. These two 
recommendations have therefore been 
included in the full guideline only; please see 
section 7.7.2.5 and 7.7.2.6. 

Expert Reviewer 3 1 Full General 0 This is an excellent document, which clearly 
reflects a huge amount of work by the GDG. It 
should have a significant and positive influence 
on clinical practice well beyond the 
geographical scope of NICE. My specific 
comments are given below. 

Thank you for your comment 

Expert Reviewer 3 2 Full 2 18 L41 I think it would be more appropriate to 
reference the Confidential Enquiries here and 
thereafter by the relevant chapter (Chapter 11) 
ŀǎ hŀǘŜǎ a ϧ /ŀƴǘǿŜƭƭ wΣ ώŎƘŀǇǘŜǊ ммϐΧƛƴ 
CMACE (2011)Χ 

Thank you. We have made the requested 
change. 

Expert Reviewer 3 3 Full 2 29 L36 2.4 It would perhaps be relevant to allude 
to pregnancy and childbirth as major life events 
which may have aetiological significance for 
some pregnancy-related and postpartum 
disorders 

 ¢Ƙŀƴƪ ȅƻǳΦ ²Ŝ ŦŜŜƭ ǘƘŀǘ ǘƘŜ ǎŜƴǘŜƴŎŜ ά¢ƘŜ 
variation in the presentation, course and 
outcomes of mental health problems in 
pregnancy and the postnatal period is reflected 
in the breadth of theoretical explanations for 
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their aetiology, including genetic, biochemical 
ŀƴŘ ŜƴŘƻŎǊƛƴŜΣ ǇǎȅŎƘƻƭƻƎƛŎŀƭ ŀƴŘ ǎƻŎƛŀƭ ŦŀŎǘƻǊǎέ 
encompasses this important point. 

Expert Reviewer 3 4 Full 4 67 L15-18 I seem to remember that XXXXXXX did 
not confine study to first episode psychosis 
admissions as this seems to suggest. The 
ǎǘŀǘŜƳŜƴǘ ƘŜǊŜ ǊŜŦŜǊǊƛƴƎ ǘƻ ǘƘŜ ǊŀǘŜ ƻŦ ΨŦƛǊǎǘ 
ǇǊŜǎŜƴǘŀǘƛƻƴ ǎŜǾŜǊŜ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎΩ ƛǎ ŀǘ ƻŘŘǎ 
with what is recognised in the shorter version of 
the guideline as including postpartum 
recurrences of pre-existing disorders (page 3). 

Thank you for your comment. As the evidence 
has not been reviewed as part of this guideline 
update, no further changes can be made to this 
chapter. 
 

Expert Reviewer 3 5 Full 4 67 L29-32 It would be better to use birth numbers 
as the denominator 

Thank you for your comment. As the evidence 
has not been reviewed as part of this guideline 
update, no further changes can be made to this 
chapter. 
 

Expert Reviewer 3 6 Full 4 67 L36 These figures are now out of date Thank you for your comment. As the evidence 
has not been reviewed as part of this guideline 
update, no further changes can be made to this 
chapter. 

Expert Reviewer 3 7 Full 4 71 The stepped-care model does not take into 
account the more reflective discussion in 
Chapter 2 about the need to accept that women 
with significant risk, or those with current 
illness, may require entry into assessment and 
treatment at a higher level. It seems to suggest 
that women are first referred to general 
services. There should be a reminder of how 
pregnancy and childbirth may be modifying 
factors both in the presentation of mental 
illness and the need for intervention. 

Thank you for your comment. As the evidence 
has not been reviewed as part of this guideline 
update, no further changes can be made to this 
chapter. 
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Expert Reviewer 3 8 Full 5 86 [мм /ƻǊǊŜŎǘ ΨŀƴǘŜƴŀǘŀƭ ǇǊŜƎƴŀƴǘΩ Thank you, the change has been made. 

Expert Reviewer 3 9 Full 5 138 [оу wŜƳƻǾŜ ƻƴŜ ΨǘƘŀǘΩ Thank you, the change has been made. 

Expert Reviewer 3 10 Full 5 141 REC5.3.8.4 The recommendation for referral to 
a specialist mental health practitioner for 
assessment may result in significant increased 
workload with high numbers of false positives 
referred. I would suggest that GPs have a role in 
assessing cases here.  
·         Same is true for 5.3.8.5 and 5.3.8.6 

Thank you for your comment. We have revised 
the recommendations to specify that GPs have 
a role in assessment. 

Expert Reviewer 3 11 Full 7 327 [м /ƻǊǊŜŎǘ ΨƴƻƴŜΧǿŜǊŜΩ ǘƻ ΨƴƻƴŜΧǿŀǎΩ Thank you for your comment.  In modern 
9ƴƎƭƛǎƘΣ ǘƘŜ ǇƘǊŀǎŜ ΨƴƻƴŜ ƻŦ ǘƘŜǎŜ ǎǘǳŘƛŜǎΩ Ŏŀƴ 
take either a singular or a plural verb and the 
plural, which we have used, is probably more 
ŎƻƳƳƻƴΦ  !ŎŎƻǊŘƛƴƎƭȅΣ ǿŜ ƘŀǾŜ ƭŜŦǘ ΨǿŜǊŜΩ ƛƴ 
this sentence. 

Expert Reviewer 3 12 Full 7.7.1.5 553 Assessment within 2 weeks is a very ambitious 
target. If the referral originates from primary 
care/maternity services, and is to secondary 
care mental health services then such a rapid 
assessment is unlikely in many, if not most, 
services, unless the condition or risk is regarded 
as significant. If the referral is made specifically 
to IAPT services, then it is more likely to be met, 
but this would only be appropriate for milder 
conditions. There may be a group with mid-level 
severity for whom services will struggle to meet 
this target. If the aim of the guideline is to draw 
attention to the need for improved access to 
services, then that is laudable but there needs 
to be some recognition of the challenges in 
achieving such a standard. 

 Thank you for this comment. We accept that 
the target may be ambitious for some current 
services but the GDG , in view of the need for 
early intervention,  thought it right to set a 
target of 2 weeks. 
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Expert Reviewer 3 13 Full 7.7.1.10 554  & REC7.7.1.11 The wording is a little confusing 
with regard to anxiety. Both recommendations 
seem to refer to any anxiety disorder. I am 
assuming that the first refers to mild/moderate 
anxiety and the second to moderate/severe 
anxiety? If so, the wording should be changed 
ǘƻ ΨŦƻǊ ƳƛƭŘ ǘƻ ƳƻŘŜǊŀǘŜ ŘŜǇǊŜǎǎƛƻƴ ƻǊ ŀƴȄƛŜǘȅ 
ŘƛǎƻǊŘŜǊΧΩ όƛΦŜΣ ǊŜƳƻǾƛƴƎ ǘƘŜ ŘŜŦƛƴƛǘŜ ŀǊǘƛŎƭŜύ 
and similarly in the next recommendation. 

 Thank you for your comment. The guideline 
development group agrees that the 
recommendations on anxiety and depression 
were not clear and have therefore drafted 
separate recommendations for the anxiety 
disorders. 

Expert Reviewer 3 14 Full 7.7.1.13 554 Consider adding a recommendation that eating 
disorders should be managed in conjunction 
with specialist eating disorders services (as is 
stated with substance use disorders) 

 Thank you for this comment. We did consider 
your suggestion but the GDG were of the view 
that a significant number of women with eating 
disorders could be properly managed either in 
primary care or secondary care mental health 
services.  

Expert Reviewer 3 15 Full 7.7.1.19 556 REC7.7.1.19 This recommendation needs to 
reflect better the uncertainty in the literature. If 
anything is to be taken from the studies 
reviewed, it is that, in the absence of clearer 
ŜǾƛŘŜƴŎŜΣ ǘƘŜ ǿƻƳŀƴΩǎ όŀƴŘ ƘŜǊ ŦŀƳƛƭȅΩǎύ 
wishes should be the deciding factor. The 
current wording may be interpreted as 
suggesting that exposure to the baby is the 
optimal course of action, and may lead 
maternity staff to make strong 
recommendations in that direction. 

Thank you for your comments. However, the 
GDG consider the language used in the 
recommendation to 'Discuss with a 
ǿƻƳŀƴΦΦΦǘƘŜ ƻǇǘƛƻƴǎΧϥ ǎǳŦŦƛŎƛŜƴǘƭȅ ƴǳŀƴŎŜŘ ǘƻ 
capture the importance of individualised 
treatment and reflect the mixed evidence 

Expert Reviewer 3 16 Full 8 558 Overall: There should be a definition of 
congenital and major congenital malformation 
in the glossary 

Thank you for your comment. A definition has 
been added to chapter 8 (section 8.4.2) of the 
full guideline 

Expert Reviewer 3 17 Full 8.3.3 622 tснн [п /ƘŀƴƎŜ ΨƭŜǎǎΩ ǘƻ ΨŦŜǿŜǊΩ Thank you for your comment. This has been 
changed in the text  
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Expert Reviewer 3 18 Full 8.4.7 668 P668 L5-7 It would be helpful to give rates for 
valproate 

Thank you for your comment. The study 
(CHRISTENSEN2013) which reported the 
outcomes in the line referenced this 'did not 
have information on the actual dose of 
valproate or on whether the dose was changed 
during pregnancy, which may limit the validity 
of tƘŜ ŀƴŀƭȅǎŜǎΩΦ wƛǎƪǎ ǿŜǊŜ ǎƛƳƛƭŀǊ ŦƻǊ муо 
children of women who used a high valproate 
dose (>750 mg/d) for autism spectrum disorder 
and childhood autism compared with those for 
325 children of women who used a low 
valproate dose (<750 mg/d). The GDG did not 
feel there was enough information here to 
warrant highlighting this in the chapter  

Expert Reviewer 3 19 Full 8.8.2 710 P710 L16 The first part of this sentence needs 
clarification, i.e., what sort of monitoring, and 
by whom? 

Thank you for your comment. This is a list of 
general principles and the GDG considered it 
appropriate to leave the content and provider 
of such assessments to clinical judgement. 
However, recommendation 1.9.2 has been 
amended post-consultation in order to provide 
clearer guidance on what healthcare 
professionals should be aware of when 
conducting a full neonatal assessment of the 
newborn baby 

Expert Reviewer 3 20 Full 8.9.1.2 717 P717 REC8.9.1.2 The reasons behind this 
recommendation are entirely understandable. 
However, there may be cases where valproate 
is the only effective drug. For non-pregnant 
women, who are not planning a pregnancy, the 
GDG might consider the possibility of 
recommending the use of LARC in such 

Thank you for your comment. The GDG were 
concerned that prescribing practices of sodium 
valproate for women of childbearing age 
remained higher than would be expected if 
existing NICE guidance was being followed. 
Based on GDG concerns about the potential for 
harm, the consensus judgement was that there 
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circumstances. I would entirely agree with the 
unqualified recommendation not to prescribe in 
pregnancy or where a pregnancy is being 
planned. 

were grounds to strengthen the valproate 
recommendations that were made in the 
previous 2007 guideline. This was also 
consistent with recommendations made in the 
bipolar guidance (for both acute and long-term 
treatment). The GDG did not consider it 
appropriate to recommend prescribing 
valproate together with use of a LARC for non-
pregnant women as no contraception is 100% 
effective and because of the concerns about 
implementation highlighted by the GDG. 

Expert Reviewer 3 21 Full 8.9.1.3 718 This is very broad and would result in high 
numbers of women on e.g., antidepressants 
being referred to perinatal mental health 
services. Good information, and access to 
advice from specialist services, for primary care 
professionals is more appropriate in such cases. 
Referral for pre-conceptual advice should be 
recommended for women on complex 
psychotropic regimes and/or those identified as 
being at high risk for pregnancy or postpartum 
major mental illness. 

Thank you for your comment. In light of your, 
anŘ ƻǘƘŜǊ ǎǘŀƪŜƘƻƭŘŜǊǎΩΣ ŎƻƳƳŜƴǘǎ ǘƘŜ 
recommendation has been amended to 
'Consider referring a woman with a current or 
past history of a severe mental health problem 
who is planning a pregnancy and is established 
ƻƴ ǇǎȅŎƘƻǘǊƻǇƛŎ ƳŜŘƛŎŀǘƛƻƴΧϥ ƛƴ ƻǊŘŜǊ ǘƻ 
capture that a referral might not be necessary 
in all cases 

Expert Reviewer 3 22 Full 8.9.1.36 723 In the main, practice would be to suggest 
greater monitoring and psychological 
intervention in pregnancy, with a low threshold 
for antidepressants if evidence of worsening 
symptoms. This is very dependent on past 
history/illness profile and the wording of the 
recommendation as it stands may be a bit 
prescriptive. 

Thank you for your comment. Note that the 
ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƛǎ ǘƻ ϥŎƻƴǎƛŘŜǊΩ ŀ ¢/!Σ {{wL ƻǊ 
(S)NRI. In section 1.4 of the NICE guideline there 
is guidance on starting, using and stopping 
treatment  which states 'discuss with the 
woman the higher threshold for 
pharmacological interventions arising from the 
changing risk-benefit ratio for psychotropic 
medication at this time and the likely benefits 
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of a psychological intervention'. The 
recommendation should be read in conjunction 
with this advice. 

Expert Reviewer 3 23 Full 8.9.1.52 727 Unclear if this refers only to women with 
current significant symptoms or also includes 
those with a diagnosis of bipolar disorder but 
who are well and at high risk. In those cases, a 
decision should already have been made and a 
treatment plan drawn up. I have significant 
concern that this (and possibly REC8.9.1.46) is 
the only recommendation which says anything 
about postpartum management of high risk 
women. Earlier recommendations suggest 
monitoring in the early postpartum (P142 
REC5.3.8.9 and 5.3.8.10 ς both in themselves 
quite appropriate) but the overall impression is 
that the emphasis is on watchful waiting, rather 
than active intervention. Chapter 2 refers to the 
very high risks associated with a past history of 
bipolar disorder and postpartum psychosis, 
increased further in the presence of a similar 
family history. The evidence for early 
postpartum prophylaxis in well but high risk 
women does not seem to have been reviewed, 
albeit there is little recent evidence and what 
exists is of poor quality. However, the GDG has 
made frequent decisions elsewhere to provide 
recommendations based on consensus expert 
opinion. It is widely accepted and 
uncontroversial practice in the UK amongst all 
perinatal professionals to offer postpartum 

Thank you for your comment. The 
recommendation has been revised to make it 
clear that we mean current and previous illness. 
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reinstatement of previously effective mood 
stabilising/antipsychotic treatments for high risk 
women. This should be reflected in the 
guideline, which, if anything, has less to say on 
this than the previous version. This is a 
significant omission with potential clinical 
implications, as accepted practice may not be 
widely recognised where specialist services do 
not exist. 

Expert Reviewer 4 1 Full 5.3.8 142 Recommendations seem reasonable to me. I do 
have some concerns about the whole concept 
of identification of mental health problems 
using the Whooley questions and/ or the EPDS 
and/ or any other instruments. I believe if this is 
done on every woman i.e. at a population level, 
then there is no getting away from the fact that 
this is screening by any other name. Therefore, I 
think this would benefit from being referred to 
the National Screening Committee for further 
advice. 

 Thank you for your comment.  Due to several 
other comments about this issue, the 
recommendation has been revised to say 
ΨŎƻƴǎƛŘŜǊ ŀǎƪƛƴƎΩ ǊŀǘƘŜǊ ǘƘŀƴ ΨŀǎƪΩΣ ǿƘƛŎƘ 
implies it should be done in all women.  
 

Expert Reviewer 4 2 Full 5.4.8 148 I think recommendations 5.4.8.4, .6, .10, .11 are 
entirely reasonable. In terms of treatment ie. 
5.4.8.10, I wondered about a research 
recommendation about investigating the 
effectiveness of alcohol and drug treatment 
specifically during pregnancy and the 
postpartum period in RCTS in a UK setting? 

   Thank you for your comment we agree that 
the issue of drug and alcohol treatment during 
pregnancy are important and that further work 
is need in this area. However the GDG felt in the 
absence of good information about the extent 
of the problem and the feasibility of engaging 
women in clinical trials it would be premature 
to set out a series of clinical trials in the area as 
you suggest in the NICE guideline. The GDG did 
however decide to include a series of 
recommendations in the full guideline; See 
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section 8.9.2.2.  

Expert Reviewer 4 3 Full 7 205 General: This section seems fine to me, I have 
nothing to add. 

Thank you. 

Expert Reviewer 4 4 Full 8 558 General:I think what is proposed here is entirely 
reasonable. 

Thank you. 

Family Links 1 NICE Introduc
tion 

3 p 3-4 and general : Considering the points being 
well made about depression and anxiety being 
the most common mental health probs in 
pregnancy with further recognition that mental 
health problems frequently go unrecognised 
and untreated in pregnancy and postnatally, 
there appears to be no real substantial case 
being made for universal antenatal/postnatal 
relationship/parenting/mindfulness group 
interventions/programmes. 
Emphasis is on clinical treatment rather than on 
how to provide women/partners/family 
information on potential mental issues and 
where to go to for support if it is needed. 
More research needs to be prioritised to 
demonstrate positive/cost effective impact of 
preventative interventions using pre and post 
measures ,eg, Warwick and Edinburgh Mental 
Wellbeing Scale 

Thank you for your comment. Evidence for the 
effectiveness of psychosocial interventions in 
preventing mental health problems is reviewed 
in section 7.4 of the full guideline. However, 
there was insufficient evidence for significant 
benefits or harms associated with these 
preventative interventions to warrant a 
recommendation. A research recommendation 
(2.1) is made on the prevention of post-partum 
psychosis as there was a research gap and the 
GDG felt that better identification of women at 
high risk and a greater understanding of 
prophylactic and acute treatment would have a 
significant impact on maternal and child 
welfare, and on service costs. 

Family Links 2 NICE Patient 
centred 

care 

5 Evidence shows that many women feel unable 
to admit anxiety or depression to their Midwife 
or Health visitor as they have less 
consistent/continuous MW or HV contact in 
order to build effective partnership 
relationships in which they would feel safe to 
share anxiety and be signposted earlier. 

 Thank you for your comment. We feel we 
address the issue of unwilling to disclose or 
ŘƛǎŎǳǎǎ ŀ ǇǊƻōƭŜƳ ƛƴ ǘƘŜ ΨǊŜŎƻƎƴƛǘƛƻƴΩ 
recommendations. 
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Children centre/Health support staff are being 
increasingly trained to deliver low intensity 
interventions within their proactive role as part 
of integrated care teams in which trusting 
helping relationships flourish and sign posting 
can be made. Unfortunately evidence of 
effectiveness is limited at this time. 

Family Links 3 NICE Key 
prioritie

s 

10 Good to see that mental wellbeing is stated in 
brackets along with mental health, in being 
taken into account as part of all care plans. 

Thank you. 

Family Links 4 NICE Recom
mendati

ons 

15 As well as booking, Pre/ post measures and 
implementation data should be used to 
measure universal/low intensity group 
intervention impact. 

Thank you for your comment. The approach 
taken in this guideline was to list critical 
outcomes (rather than the specific outcome 
measurement tools) and these are outlined in 
the review protocols (see Appendix 9) and 
include: maternal outcomes (symptom-based, 
diagnosis of mental disorder, symptomatology, 
relapse); service utilisation (hospitalisation for 
mental health problems, retention in services); 
experience of care; quality of life; harm; quality 
of mother-infant interaction and infant care; 
fetal/infant outcomes (cognitive, physical and 
emotional development, side effects, service 
use) 

Family Links 5 NICE 1.2.2 17 Multiagency staff supporting pregnant women 
,partners, family , carers would benefit from 
multiagency partnership model working/ 
emotional health team training in order to 
break down professional boundaries and 
improve communication/coordinated care 
amongst agencies. 

Thank you for your comment. We have 
recommended an integrated care plan which 
we believe goes some way to addressing your 
concerns, please see NICE recommendations 
1.3.5-1.3.6.  
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Family Links 6 NICE 1.4.1 29 Evidence shows that many women feel unable 
to admit anxiety or depression to their Midwife 
or Health visitor. They have less 
consistent/continuous MW or HV contact in 
order to build effective partnership 
relationships in which they would feel safe to 
share anxiety and be signposted earlier. 
Children centre/Health support staff are being 
increasingly trained to deliver low intensity 
interventions within their proactive role as part 
of integrated care teams in which trusting 
helping relationships flourish and sign posting 
can be made under qualified supervision. 
Unfortunately evidence of effectiveness is 
limited at this time. 

Thank you for your comment. As your 
comment, and recommendation 1.5.1 
highlights, women may be reluctant to disclose 
problems due to stigma and fears about the 
consequences of disclosure. Based on these 
considerations the GDG included in 
recommendation 1.5.4 that the depression and 
anxiety identification questions should be asked 
as part of a general discussion about a woman's 
mental health, and as a result of stakeholder 
comments and a reappraisal of the evidence, 
the emphasis and strength of this 
recommendation has been amended so that 
ǘƘŜ ƎŜƴŜǊŀƭ ŘƛǎŎǳǎǎƛƻƴ όŀōƻǳǘ ŀ ǿƻƳŀƴΩǎ 
mental health and wellbeing) is the primary 
component and the healthcare professional 
should consider asking these specific depression 
and anxiety identification questions as part of 
this general discussion. As pointed out there is 
no high quality evidence for the efficacy of low 
intensity interventions delivered by children 
centre/health support staff and therefore the 
GDG did not consider it appropriate to 
recommend such interventions 

Family Links 7 NICE 1.4.3 29 As well as first contact, booking, or early post 
natal period, pre and post measures should be 
used to measure universal/low intensity 
group/couple intervention impact. eg, Warwick 
and Edinburgh Mental Wellbeing Scale 

Thank you for your comment. The approach 
taken in this guideline was to list critical 
outcomes (rather than the specific outcome 
measurement tools) and these are outlined in 
the review protocols (see Appendix 9) and 
include: maternal outcomes (symptom-based, 
diagnosis of mental disorder, symptomatology, 
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relapse); service utilisation (hospitalisation for 
mental health problems, retention in services); 
experience of care; quality of life; harm; quality 
of mother-infant interaction and infant care; 
fetal/infant outcomes (cognitive, physical and 
emotional development, side effects, service 
use) 

Family Links 8 NICE 1.6.1 34 Children centre/Health support staff are being 
increasingly trained to deliver low intensity 
interventions within their proactive role as part 
of integrated care teams in which trusting 
helping relationships flourish and sign posting 
can be made under qualified supervision.  
Training, support and supervision of universal 
staff is essential.  Monitoring and evaluation 
strategy needs to be in place. Unfortunately 
evidence of effectiveness is limited at this time. 

Thank you for your comment.  

Family Links 9 NICE 1.8.3 45 Perinatal Mental health and wellbeing clinical 
networks/services/groups need a strong 
preventative focus and representation 

Thank you for your comment.  The evidence on 
organisation of services has not been reviewed 
and we are therefore unable to consider any 
changes to the recommendations 

Family Links 10 NICE 2.3 48 Good to see psychological interventions focused 
on the mother ςbaby relationship is included in 
research recommendations. Interested to ask if 
an RCT would be the only method to be 
considered as equal attention needs to be paid 
to the challenges of real world implementation 
to know whether/how an intervention can be 
implemented in a variety of different settings 
and still be effective? 

 Thank you for your comment. RCTs provide the 
greatest degree of certainty that can be 
attributed to the conclusions drawn from the 
study. An RCT requirement does not preclude 
examination of an intervention in different 
settings 

Institute of Health 1 General General General Contact XX for the letter sent from IHiV Thank you. 
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Visiting 

Institute of Health 
Visiting 

2 General General General Supported by the Department of Health, over 
the past year the Institute of Health Visiting has 
provided 400 senior health visitors and 
academic health visitors with evidence based 
training to case find and manage mild to 
moderate perinatal mental health issues in their 
clients.   
 
Furthermore to cascade the training onto all 
working and student health visitors and to act 
as a local resources for maintaining the quality 
of perinatal mental health services for local 
mothers.   
 
¢ƘŜ ǘǊŀƛƴƛƴƎ ǎŜǘ ƻǳǘ ǘƻΥ  ΨŀŘŘǊŜǎǎ ǘƘŜ 
fundamental requirements that are necessary 
for health visitors to manage anxiety, mild to 
moderate depression and other perinatal 
mental health disorders in the mother and their 
impact on the infant, family and society and to 
ƪƴƻǿ ǿƘŜƴ ǘƻ ǊŜŦŜǊ ƻƴΩΦ 
 
This highly successful project has led to around 
3500 health visitors already being trained and 
very many reports of improved services.   
 
What has been particularly heartening has been 
the local leadership by these Champions who 
have gone on to instigate multi-professional 
care pathways, develop benchmarking and 

Thank you for your comments. The GDG 
recognised the importance of effective case 
identification and the economic model outlined 
in chapter 5 suggested that the use of a brief 
case identification tool followed by the use of a 
more formal method (such as the EPDS or PHQ-
9), appears to be the most cost-effective 
approach in the identification of depression in 
the postnatal period (see recommendations in 
section 1.5). Recommendation 1.5.1 is informed 
by the qualitative evidence review that revealed 
that women may be reluctant to disclose 
problems due to stigma and fears about the 
consequences of disclosure. Based on these 
considerations the GDG included in 
recommendation 1.5.4 that the depression and 
anxiety identification questions should be asked 
as part of a general discussion about a woman's 
mental health, and as a result of stakeholder 
comments and a reappraisal of the evidence, 
the emphasis and strength of this 
recommendation has been amended so that 
ǘƘŜ ƎŜƴŜǊŀƭ ŘƛǎŎǳǎǎƛƻƴ όŀōƻǳǘ ŀ ǿƻƳŀƴΩǎ 
mental health and wellbeing) is the primary 
component and the healthcare professional 
should consider asking these specific depression 
and anxiety identification questions as part of 
this general discussion. In response to your, and 
ƻǘƘŜǊ ǎǘŀƪŜƘƻƭŘŜǊǎΩΣ ŎƻƴŎŜǊƴǎ ǘƘŀǘ ǘƘŜ ²hooley 
questions may still fail to identify depression for 
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auditing tools and generally improve local 
services by all those with a responsibility to the 
ΨǎƛŎƪΩ ƳƻǘƘŜǊ ŀƴŘ ƘŜǊ ŦŀƳƛƭȅ ǎƛƎƴƛŦƛŎŀƴǘƭȅΦ  
Indeed to become local leaders at the primary 
care level. We can provide you with the survey 
evidence for this. To give a few examples 
though: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
Whilst the training makes reference to the 
Whooley questions and existing NICE guidance 
the consistent feedback has been that since the 
last NICE guidance - 2007, where health visitors 
have been told by managers to follow that 
guidance and to abandon use of the EPDS, a 
tool that was specifically designed and validated 
for use by health visitors, case finding has gone 
down significantly with some therapeutic 
groups for mothers being closed due to lack of 
need being identified.   
 
This evidence based training could only be 
funded as a 2 day training so incorporated non-
directive counselling (listening visits) as the 
counselling intervention although it encouraged 
the use of other interventions such as CPT, 
Solution Focused Therapy and so on being use 
where health visitors had received training in 
these.   
 
We immediately shared the draft NICE update 
guidance with out Champions and have been 

some women, recommendation 1.5.5 has also 
been amended so that even in the absence of a 
positive response to the depression 
identification questions, but where a woman is 
perceived to be at risk of a mental health 
problem or there is clinical concern, healthcare 
professionals are recommended to consider 
using a formal tool such as the EPDS as part of a 
full assessment. 
 
The role the health visitor (and other health and 
social care professionals who have regular 
contact with the woman) have in the ongoing 
individualized monitoring of the woman 
throughout pregnancy and the postnatal period 
is recognised by the addition of a new 
recommendation (1.5.8).   
 
In response to your comments regarding 
listening visits, there was evidence for 
moderate clinical benefits of facilitated self-
help on depression symptomatology (scoring 
above threshold on a depression rating scale) 
and mean depression symptoms for women 
with sub-threshold to moderate symptoms of 
depression in pregnancy or the postnatal 
period. The economic analysis conducted for 
this guideline also found facilitated self-help to 
be dominant when compared with listening 
visits. Cost-effectiveness results were driven by 
the superior efficacy of facilitated self-help and 
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receiving very significant concerns coming back 
from them with managers saying that local 
services should be changed to reflect the new 
NICE guidance rather than continue in the 
format we have prescribed which has led to 
significant improvements in the quality and 
consistency of local health visiting services and 
increased case finding and management.   
 
¢Ƙƛǎ ƛǎ ŦǊŀƴƪƭȅ ΨōƻƴƪŜǊǎΩΣ ǿƘŜƴ ǘƘŜ ƻǊƛƎƛƴŀƭ bL/9 
guidance came out it was followed by a taking 
part of existing and effective local health visiting 
services as the evidence for them was not 
reflected in the NICE guidance.   
 
We had understood that this was one of the 
reasons for revisiting the guidance, so for the 
committee to come back with the guidance it 
has, again promoting the very limited and so far 
not evidence based assessment by health 
visitors with Whooley, and now GAD, is only 
going to lead to much poorer primary 
preventative services by health visitors at a time 
when there is huge government commitment 
from Dan Poulter MP, health minister, the 
Maternal Mental Health Alliance, the 1001 days 
manifesto, 6 High Impact Outcome areas and 
the Public Health England mandate to improve 
such health visiting services. This guidance is 
totally out of step with current policy. 
 

the relatively low intervention costs. The GDG 
considered this evidence together with what is 
known about the clinical and cost effectiveness 
of facilitated self-help for the treatment of 
depression in non-pregnant women, and 
recommended that facilitated self-help should 
be considered for women with persistent sub-
threshold depressive symptoms, or mild to 
moderate depression (recommendation 1.8.1). 
There was no high quality evidence to make a 
recommendation for listening visits. 
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XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
We have a significant concern with these draft 
guidelines which seem to reflect a very bio-
medical model which whilst appropriate for use 
with the severely ill is inappropriate for use at a 
whole population level where health visitors 
Ŏŀƴ ƳŀƪŜ ŀ ƘǳƎŜ ŘƛŦŦŜǊŜƴŎŜ ǘƻ ǿƻƳŜƴΩǎ 
outcomes if they have the time and tools to 
work with them early.  We suspect that many of 
those on the guideline development group have 
no experience of working with whole 
populations, only experience of working with 
the more severely ill.   
 
Rather than improving care for all women the 
guidance relating to whole population 
assessment when applied by health visitors will 
devastate the quality services we have been 
able to introduce over the past year, totally 
destabilising a Department of Health funded 
initiative.  
 
No other professional group in primary care i.e 
GPs or midwives have the level of training, 
experience or opportunity that the health 
visiting profession has for early detection and 
management of mild to moderate perinatal 
mental illness.   
 
Health visitors are not only trained to case find 
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and manage this, they also have significant 
training in related areas such as domestic 
violence and will be receiving new training in 
supporting couple relationships following the 
announcement last week by the Prime Minister. 
These are both areas which may underpin the 
development of depression and anxiety and 
where early detection and support to the family 
may reduce their impact. 
 
We are well aware of the short-comings of the 
EPDS but it will pick up depression, anxiety and 
suicidal ideation if used properly as a 
framework for a much wider assessment which 
also incorporates the clinical interview and this 
is how we train health visitors to use it.  
 
Non-directive counselling is one of a range of 
interventions including group interventions and 
the support of the voluntary and statutory 
sector that health visitors can call on.  The so-
ŎŀƭƭŜŘ ΨIŜŀƭǘƘ ±ƛǎƛǘƻǊ ƭƛǎǘŜƴƛƴƎ ǾƛǎƛǘΩ ƛǎ ƳǳŎƘ 
more sophisticated than it is given credit for, it 
addresses not only the needs of the mother, but 
also considers those of her wider family group, 
especially the infant. This does not happen in 
secondary services where counselling  

Institute of Health 
Visiting 

3 NICE  Key 
prioritie

s 

13 iHV Perinatal Champions, (iHV:PMHC), have 
expressed concern that the EPDS has been 
removed. 
However is cited to be used in section 1.4.4 

Thank you for your comment. This section of 
the guideline identifies the key priorities for 
implementation and the GDG prioritised the 
case identification questions over the 
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We would request it is put back into page 13. recommendation for full assessment as the 
guideline economic analysis suggested that the 
strategies utilising a brief case identification 
tool (that is, the Whooley questions) are 
preferred to the strategies not utilising a brief 
case identification tool, however little can be 
said about which tool should be used for a more 
formal assessment (that is, the EPDS or PHQ-9) 

Institute of Health 
Visiting 

4 NICE 1.2.5 17 iHV:PMHC welcome the recommendation that 
professionals should consider the impact of 
perinatal mental illness on the partner, other 
family members and children, however, feel it 
should also refer to any potential impact on the 
unborn baby. 

The impact of perinatal mental illness on the 
unborn baby is covered in other NICE 
recommendations 1.4.6, 1.6.1, 1.6.3, and 1.6.6 

Institute of Health 
Visiting 

5 NICE 1.3.1 18 iHV:PMHC are delighted to see the guideline 
recommends the use of culturally relevant 
information relating to mental health problems.  
However, believe that there is a need to 
develop good quality literature to support 
professionals in this area.  
ƛI±ΥtaI/ ŀƭǎƻ ǎǳƎƎŜǎǘ ǘƘŀǘ ǘƘŜ ǘŜǊƳ ΨŎǳƭǘǳǊŀƭƭȅ 
comǇŜǘŜƴǘΩ ǊŜǇƭŀŎŜǎ ŎǳƭǘǳǊŀƭƭȅ ǊŜƭŜǾŀƴǘΦ .ŜŦƻǊŜ 
working with other cultures a professional must 
be culturally competent, they then require 
culturally relevant tools. 

Thank you for your comment. The term 
'culturally competent' is not a term that can be 
used when talking about information. The 
guideline also refers  the reader to the Service 
user experience guideline where this is covered.  

Institute of Health 
Visiting 

6 NICE 1.3.2 18 The guideline recommendation is welcomed, 
however, commissioners would be required to 
review the service specification for specialist 
mental health services locally in order to 
implement this recommendation in full. There 
are many gaps in national service provision 

Thank you for your comment. This is an 
implementation issue and has been passed on 
to the NICE implementation support team. 
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where specialist perinatal mental health 
services are not available (as identified by the 
Maternal Mental Health Alliance) and hence 
services could not therefore be accessed as the 
guideline suggests in many parts of the country. 

Institute of Health 
Visiting 

7 NICE 1.3.9 21 We welcome this new addition/amendment Thank you. 

Institute of Health 
Visiting 

8 NICE 1.4.1 29 We welcome this new addition but would also 
like to inform NICE of the work done by Health 
Visitors at the antenatal stage with clients this 
ƛƴŎƭǳŘŜǎ ǳǎƛƴƎ ǘƘŜ Ψ.ƻƻǘǎ ¢ǊǳǎǘΩ ǿŜƭƭōŜƛƴƎ Ǉƭŀƴ 
and assessing their current mental health as 
well as risks to their future mental health as 
part of the health visitor promotional interview 
at 36 weeks of pregnancy.   
The wellbeing plan was funded by Boots Family 
Trust and developed by experts from Netmums, 
Institute of Health Visiting, Royal College of 
Midwives and charity Tommy's to help mums 
prepare for the birth and support they might 
need to look after their mental health.  It is a 
tool which was developed following evidence 
from Netmums of the reluctance of mothers to 
disclose their mental health issues.  It allows the 
professional to guide the mother into planning 
her own postnatal emotional support 
framework. Although not formally validated it 
has through testing and use been found to 
facilitate such discussions and planning.  As 
based on the evidence alluded to in point 1.4.1 
it might be included as one possible 

Thank you for your comment. As pointed out 
this tool has not been formally validated and 
therefore the GDG did not consider it 
appropriate to make the suggested 
recommendation. 
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intervention to be used by midwives and health 
visitors with all mothers. 

Institute of Health 
Visiting 

9 NICE 1.4.2 29 iHV:PMHC support the consultation guideline 
recommendation relating to the sharing of 
information with maternity services when there 
is a past or present mental health 
problem.   However consideration should be 
given to extending this recommendation to 
include the health visiting service as the 
άIŜŀƭǘƘȅ /ƘƛƭŘ tǊƻƎǊŀƳƳŜέ όнллфύΣ ǘƘŜ 
άbŀǘƛƻƴŀƭ IŜŀƭǘƘ ±ƛǎƛǘƛƴƎ {ŜǊǾƛŎŜ {ǇŜŎƛŦƛŎŀǘƛƻƴ 
нлмпκнлмрέ όнлмпύ ŀƴŘ ǘƘŜ CǊŀƳŜǿƻǊƪ Ŧƻr 
Personalised Care and Population for Nurses, 
Midwives, Health Visitors and Allied Heath 
Professionals (2014), clearly states that health 
visitors are responsible for delivering the 
Healthy Child Programme and this includes 
maternal mental health in full which includes a 
universal offer in the antenatal as well as the 
postnatal period. By not mentioning health 
visitors by name their contribution could be 
diluted as commissioning of their services is 
moved to local authorities.  Already we have 
been informed of an area where it was felt 
mothers could be assessed for PND by 
ŎƘƛƭŘǊŜƴΩǎ ŎŜƴǘǊŜ ǿƻǊƪŜǊǎ ǿƛǘƘ ƴƻ ǇǊƻŦŜǎǎƛƻƴŀƭ 
health training. 

Thank you for your comment. In light of your, 
ŀƴŘ ƻǘƘŜǊ ǎǘŀƪŜƘƻƭŘŜǊǎΩΣ ŎƻƳƳŜƴǘǎ ŀ ƴŜǿ 
recommendation has added that explicitly 
recognises the role of health visitors (and other 
health and social care professionals who have 
regular contact with the woman) in the ongoing 
assessment and monitoring of women in 
pregnancy and the postnatal period (1.5.8) 

Institute of Health 
Visiting 

10 NICE 1.4.3 29 Perinatal mental health assessments in the 
postnatal period form part of the universal 
service offered by health visitors.  However 
when reviewing the consultation guideline it is 

Thank you for your comments. In light of your, 
ŀƴŘ ƻǘƘŜǊ ǎǘŀƪŜƘƻƭŘŜǊǎΩΣ ŎƻƳƳŜƴǘǎ ǘƘŜ ǘƛƳƛƴƎ 
specificity has been removed from the 
recommendation. The GDG recognised the 
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disappointing that the timescales for 
assessment do not coincide with those referred 
to in the DH Maternal Mental Health Pathway 
(2012).   
 
iHV:PMH are disappointed that an assessment 
at 8-12 months has been omitted as this is a 
universal contact for the health visiting service 
when mothers will often be identified to be 
experiencing mental ill health or report that 
they had experienced mental ill health but did 
not report it.  
 
iHV:PHC suggest that if an assessment is not 
recommended universally that best practice 
should recommend that women with a past 
history of mental ill health are offered a further 
assessment at this point.  
 
Health visitors have found the Whooley 
Questions, which have no evidence for use in 
the community by health visitors, (as is the case 
with GAD 2) to be totally inadequate for the full 
assessments of the mental health needs of the 
whole family as should be done at each of their 
formal contacts prescribed by the Healthy Child 
Programme (HCP) and to be mandated when 
their commissioning moves to Local Authorities 
next year. As described above in our 
introduction we have introduced training across 
the UK for standardised assessment using the 

importance of effective case identification and 
the economic model outlined in chapter 5 
suggested that the use of a brief case 
identification tool followed by the use of a 
more formal method (such as the EPDS or PHQ-
9), appears to be the most cost-effective 
approach in the identification of depression in 
the postnatal period (see recommendations in 
section 1.5). Recommendation 1.5.1 is informed 
by the qualitative evidence review that revealed 
that women may be reluctant to disclose 
problems due to stigma and fears about the 
consequences of disclosure. Based on these 
considerations the GDG included in 
recommendation 1.5.4 that the depression and 
anxiety identification questions should be asked 
as part of a general discussion about a woman's 
mental health, and as a result of stakeholder 
comments and a reappraisal of the evidence, 
the emphasis and strength of this 
recommendation has been amended so that 
ǘƘŜ ƎŜƴŜǊŀƭ ŘƛǎŎǳǎǎƛƻƴ όŀōƻǳǘ ŀ ǿƻƳŀƴΩǎ 
mental health and wellbeing) is the primary 
component and the healthcare professional 
should consider asking these specific depression 
and anxiety identification questions as part of 
this general discussion. The GDG felt that it was 
important to point out that these case 
identification tools have been validated for use 
in primary care so the distinction of which 
primary healthcare professional administers 
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EPDS as the framework but also based on the 
clinical interview questions.  This allows for 
discussion of not only depression but anxiety 
and suicidal ideation, something we know is 
commonest in the postnatal year. 
 
iHV:PMHC welcomes that the inclusion of GAD 
2 identification questions and further 
assessment using GAD 7 for general use but not 
for specific use by health visitors. 
 
iHV:PMHC welcome the recommendation that 
further assessment if women answer positively 
ǘƻ ŜƛǘƘŜǊ ƻŦ ǘƘŜ ά²ƘƻƻƭŜȅέ ǉǳŜǎǘƛƻƴǎ ǊŀǘƘŜǊ 
ǘƘŀƴ ŀǎƪƛƴƎ ǘƘŜ ǘƘƛǊŘ ǉǳŜǎǘƛƻƴ άƛǎ ǘƘƛǎ 
something you feel you need or want help with 
for general use but not for health visitors who 
need to perform a much more detailed 
assessment.  As recently announced by the 
Prime Minister the health visitor assessment 
should include not only the mental health of the 
mother, but include an assessment of the 
couple relationship and of the attachment 
relationships with the baby.  Health visitors are 
in a unique place, through delivery of their 
universal services to identify any of these issues 
for the emotional wellbeing of families early in 
all families and this unique role requires formal 
recognition by NICE so that it is not out of step 
with the other national guidance and 
requirements already quoted. 

them is not meaningful. In response to your, 
ŀƴŘ ƻǘƘŜǊ ǎǘŀƪŜƘƻƭŘŜǊǎΩΣ ŎƻƴŎŜǊƴǎ ǘƘŀǘ ǘƘŜ 
Whooley questions may still fail to identify 
depression for some women, recommendation 
1.5.5 has also been amended so that even in 
the absence of a positive response to the 
depression identification questions, but where 
a woman is perceived to be at risk of a mental 
health problem or there is clinical concern, 
healthcare professionals are recommended to 
consider using a formal tool such as the EPDS as 
part of a full assessment. 
 
The role the health visitor (and other health and 
social care professionals who have regular 
contact with the woman) have in the ongoing 
individualized monitoring of the woman 
throughout pregnancy and the postnatal period 
is recognised by the addition of a new 
recommendation (1.5.8).   
 
In addition, recommendation 1.6.1 has been 
amended with a new bullet point added that 
assessment and diagnosis of a suspected 
mental health problem in pregnancy and the 
postnatal period should include the mother-
baby relationship. Moreover, recommendation 
1.9.12 has been amended to provide greater 
specificity around what an assessment of the 
mother-baby relationship should include (verbal 
interaction, emotional sensitivity and physical 
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We support the suggestion that further 
assessment should also be recommended if 
there is a lack of congruence between a 
ǿƻƳŀƴΩǎΩ ǾŜǊōŀƭ ǊŜǎǇƻƴǎŜǎ ǘƻ ǘƘŜ ƛŘŜƴǘƛŦƛŎŀǘƛƻƴ 
questions and her presentation when these 
questions are being asked by non health visitors 
but as stated we call for a much more 
comprehensive assessment by health visitors to 
be expected by NICE as by others.  

care). However, specifying who should 
complete this assessment was not considered 
appropriate as it will depend on the individual 
and their contact with services. 

Institute of Health 
Visiting 

11 NICE 1.4.4 30 In principle we welcome the introduction of the 
statement advising referral to a specialist 
mental health practitioner for full assessment 
and treatment.  
 
However, this is expensive and ignores the fact 
that there is a very significant number of quite 
highly trained health visitors who are best 
placed to provide immediate interventions for 
low to moderate perinatal mental health. All 
have some training to do so. The aspiration of 
the iHV and the government is that all health 
visitors will have the training to do this.  Many 
of these women are lonely or anxious and quite 
simple interventions led by health visitors will 
quickly improve their mental wellbeing.  Health 
visitors have access to a very wide range of 
interventions including referral to mental health 
services via GPs (or directly), therapeutic 
groups, support groups, involvement of 
voluntary organisations such as HomeStart, use 

Thank you for your comment. This 
recommendation does not advise that all 
women should be referred to a specialist 
mental health practitioner but rather that a 
formal tool (such as the EPDS or PHQ-9) could 
be considered as part of a full assessment OR 
referring the woman to her GP or if a severe 
mental health problem is suspected to a mental 
health professional (see recommendation 
1.5.5). 
 
NICE guidance does not generally specify the 
healthcare professional who should deliver 
recommended interventions but rather outlines 
key components. For women with persistent 
subthreshold depressive symptoms, or mild to 
moderate depression, or persistent 
subthreshold symptoms of anxiety, facilitated 
self-help is the recommended intervention, 
therefore, referral to and engagement with 
mental health services would not necessarily be 
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ƻŦ /ƘƛƭŘǊŜƴΩǎ /ŜƴǘǊŜ ŀŎǘƛǾƛǘƛŜǎΣ ǳǎŜ ƻŦ ǇŀǊŜƴǘ 
support from online groups such as Netmums 
as well as most health visitors being trained in 
some counselling approaches. 
 
iHV:PMHC welcomes the continued use of the 
EPDS by health visitors to further explore 
symptoms of depression but are concerned that 
ǘƘŜ D5D ǇŜǊŎŜƛǾŜǎ ǘƘŀǘ ǘƘŜ ƘŜŀƭǘƘ ǾƛǎƛǘƻǊΩǎ ǊƻƭŜ 
relates only to detection, further assessment 
and subsequent referral. This is not what 
mothers would want, is out of step with the 
evidence and with policy for the service. 
 
iHV:PMHC suggest that the guideline fails to 
acknowledge and address the management of 
those women who refuse to access GPs and 
mental health services and the potential impact 
that their mental illness may have on their 
relationships and on the cognitive, emotional, 
physical and behavioural development of their 
infant.  This is where the health visitor focuses 
her activities.  It is inadequate to only consider 
illness in the mother. 

required. Facilitated self-help should include 
the provision of written materials, supported by 
a trained practitioner (face-to-face or by 
telephone) which in this context could include a 
health visitor. 
 

Institute of Health 
Visiting 

12 NICE 1.5.1 32 iHV:PMHC are delighted that the consultation 
guideline recommends a holistic assessment of 
the woman and that psychosocial factors that 
can impact on mental health and wellbeing are 
incorporated.   
 
iHV:PMHC would also welcome clarification of 

Thank you for your comment. The GDG did not 
consider it appropriate to specify who should 
ask the initial case identification questions as it 
will be dependent on the woman's contact with 
services. However, greater specificity about 
professional roles in identification and 
assessment of depression and anxiety disorders 



 

 
PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency, and to promote 
understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has received, and are not endorsed by the 
Institute, its officers or advisory committees. 

143 of 312 

Stakeholder 
Order 

No 
Document 

Section 
No 

Page 
No 

Comments 
Please insert each new comment in a new row. 

5ŜǾŜƭƻǇŜǊΩǎ wŜǎǇƻƴǎŜ 
Please respond to each comment 

which professional group/s undertakes this 
assessment.   
In a complex environment there are many 
groups (who do not have a 
nursing/medical/social work background) but 
who feel that they are able to assess this 
vulnerable group 
 
Health visitors universally access all pregnant 
and postnatal women and this information is 
routinely collated and subsequent support / 
referral offered when necessary.   
 
iHV:PMHC feel that clarification and the 
identification of the role of the health visitor is 
therefore required when assessment of 
psychosocial factors impacting on mental health 
are recommended.   
 
This clarification will reduce the need for 
women to have multiple assessments and will 
ŎƻƴŦƛǊƳ ǘƘŜ ƘŜŀƭǘƘ ǾƛǎƛǘƻǊΩǎ ǊŜǎǇƻƴǎƛōƛƭƛǘƛŜǎ ƛƴ ŀ 
stepped care model as required by the Healthy 
Child Programme. 

has been added to other recommendations. For 
instance, recommendations 1.55-1.5.6 have 
been amended to include the option of 
referring the woman to her GP or (if a severe 
mental health problem is suspected) to a 
mental health professional. An additional 
recommendation has also been added in 
response to stakeholder comments that 
explicitly recognises the role of health visitors 
(and other health and social care professionals 
who have regular contact with the woman) in 
the ongoing assessment and monitoring of 
women in pregnancy and the postnatal period 
(1.5.8). 

Institute of Health 
Visiting 

13 NICE 1.5.3 32 We welcome this important addition but 
wonder whether a lack of family or other 
support should also be included here as well as 
in 1.5.5. 

Thank you for this comment. We note your 
comment but think this is covered in 
recommendation 1.6.1 

Institute of Health 
Visiting 

14 NICE 1.5.4 33 and 1.5.5 We welcome this important addition 
and its formal recognition of the issue of 
safeguarding 

Thank you. 
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Institute of Health 
Visiting 

15 NICE 1.5.6 33 We welcome the consultation guideline 
recommendation of the development of a 
written care plan but feel that this should 
include desirable timescales.   
 
The care plan should, where appropriate also 
include the potential impact on the baby, 
unborn and in the post natal period and what 
protection is in place for the infant. 
 
iHV:PMHC feel that communication would be 
enhanced if when referring to άŀƭƭ ƛƴǾƻƭǾŜŘ 
ǇǊƻŦŜǎǎƛƻƴŀƭǎέ ŀ ŦǳǊǘƘŜǊ ǎǘŀǘŜƳŜƴǘ ǿŀǎ ŀŘŘŜŘ 
άǘƻ ƛƴŎƭǳŘŜ DtΣ ƳƛŘǿƛŦŜ ŀƴŘ ƘŜŀƭǘƘ ǾƛǎƛǘƻǊ ƛΦŜΦ 
those professionals offering women a universal 
service in the perinatal period who may have 
the most knowledge about her and her family.   
 
This would promote and encourage all involved 
professionals to participate in the Care 
Programme Approach. 

Thank you for your comment. A new 
recommendation has been drafted to take into 
account some of your concerns, such as 
schedule of monitoring. However, the GDG felt 
it would not be appropriate to state which 
professional should be involved but rather the 
health plan should state who is involved and 
who is responsible for coordinating the care 
plan (see recommendations 1.3.5-1.3.6) 

Institute of Health 
Visiting 

16 NICE 1.6.2 34 This states that all interventions for mental 
health problems in pregnancy and the postnatal 
period should be carried out by competent 
practitioners.  Health visitors are competent 
practitioners and offer up to 6 sessions of non-
directive counselling or other psychological 
interventions they are trained in.  However this 
statement appears only to refer to 
psychological services and does not 
acknowledge the important role of the health 

 Thank you for your comment. This 
recommendation does not only refer to 
psychological services but applies to any 
healthcare professional who is delivering an 
intervention for mental health problems in 
pregnancy and the postnatal period. High 
quality clinical supervision, monitoring and 
adherence mechanisms are implementation 
issues and have been passed on to the NICE 
implementation support team. 
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visitor which in most instances has the potential 
to contain the illness and prevent it requiring 
secondary support ς something that NICE 
should surely welcome as the government does.  
There is plenty of research to demonstrate the 
ƘŜŀƭǘƘ ǾƛǎƛǘƻǊΩǎ ŎƻƴǘǊƛōǳǘƛƻƴΣ ŎŜǊǘŀƛƴƭȅ ǘƻ 
postnatal depression but this seems not to have 
been acknowledged by this statement. 
Currently clinical supervision and certainly high 
quality clinical supervision is patcy for health 
visitors working in this area and health visitors 
do not have access to the the monitoring and 
adherence mechanisms suggested. 

Institute of Health 
Visiting 

17 NICE 1.6.3 35 iHV:PMHC welcome the consultation guideline 
recommends reducing the timescales for 
assessment and subsequent treatment but feels 
this statement is a bit nebulous.  Health visitors 
would never keep a mother in distress waiting a 
month for support and the range of 
psychological interventions they can provide.  
Should it say is referred to GP or secondary 
ǎŜǊǾƛŎŜǎΧΦ 
We would suggest setting a time scale of within 
a week for health visitor services! 
 
iHV:PMHC Consideration must also be given to 
those women who refuse to be referred or to 
engage with mental health services as the 
consequences of maternal mental illness will 
potentially remain untreated affecting not only 
the woman but other family members, the 

Thank you for your comments. NICE do not 
usually specify which healthcare professional 
delivers the recommended intervention but 
rather recommends key components and in this 
case, the required time scale for assessment, 
referral and delivery. It is also important to note 
that for women with sudden onset of possible 
symptoms of postpartum psychosis a referral to 
a secondary mental health service for 
immediate assessment (within 4 hours) is 
recommended. 
 
For women with persistent subthreshold 
depressive symptoms, or mild to moderate 
depression, or persistent subthreshold 
symptoms of anxiety, facilitated self-help is the 
recommended intervention, therefore, referral 
to and engagement with mental health services 
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infant and any other children.  
 
Women who have an established therapeutic 
relationship with their health visitor often find it 
more acceptable to engage in the universal plus 
component of the service than to access mental 
health services.  This relationship needs to be 
acknowledged and valued as stigma, and the 
perceived consequences of admitting to having 
a perinatal mental illness still prevent women 
from accessing psychological therapy.  
 
Health visitors often, therefore, have a role in 
terms of engaging women through home 
listening visits in the therapeutic process, which 
we believe requires further consideration.  
 
The consultation guideline fails to address the 
management of women who refuse to access 
psychological services and the impact untreated 
maternal mental illness can have on the 
cognitive, emotional and behavioural 
development of the infant and child as well as 
the other relationships within the family.  

would not necessarily be required. Facilitated 
self-help should include the provision of written 
materials, supported by a trained practitioner 
(face-to-face or by telephone) which in this 
context could include a health visitor. 
 
In response to your comments regarding 
listening visits, there was no high quality 
evidence to make a recommendation for 
listening visits. The economic analysis 
conducted for this guideline found facilitated 
self-help to be dominant when compared with 
listening visits. Cost-effectiveness results were 
driven by the superior efficacy of facilitated 
self-help and the relatively low intervention 
costs. The GDG considered this evidence 
together with what is known about the clinical 
and cost effectiveness of facilitated self-help for 
the treatment of depression in non-pregnant 
women, and recommended that facilitated self-
help should be considered for women with 
persistent sub-threshold depressive symptoms, 
or mild to moderate depression.  

Institute of Health 
Visiting 

18 NICE 1.6.6 35 Once again the contribution of the health 
visitor, which will be with the majority of 
depressed mothers who may not need any 
other intervention, is ignored here. 
 
This guidance refers to the NICE guidelines 90 ς 
This relies heavily on CBT.  Whilst CBT has its 

Thank you for your comment. There was 
evidence for moderate clinical benefits of 
facilitated self-help on depression 
symptomatology (scoring above threshold on a 
depression rating scale) and mean depression 
symptoms for women with sub-threshold to 
moderate symptoms of depression in 
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importance and the other options are also 
useful it only suits some women and this is not 
acknowledged. We question why the 
contribution of health visitors through their 
additional support and non-directive 
counselling, (listening visits) has been removed.  
This guidance is in danger of increasing not 
decreasing the mobidity of women in the 
perinatal period ς indeed its very very worrying 
and something that could take another 7 years 
to turn around. Why would you ignore such an 
important service especially as there is an 
evidence base for health visitors work in this 
area.  As well as the evidence base in the UK we 
wonder if you have considered the recent RCT 
led by Glavin K through public health nurses 
(health visitors) working in Norway? This 
demonstrated that not only the mother but also 
the baby did better as a result of the health 
visitor intervention. 
 
iHV:PMHC would like to advise that the 
Listening Visit contact may include a variety of 
methodologies including: 
 
ω bƻƴ-directive counselling 
ω {ƻƭǳǘƛƻƴ ŦƻŎǳǎŜŘ ǘƘŜǊŀǇȅ 
ω aƻǘƛǾŀǘƛƻƴŀƭ ŀƴŘ tǊƻƳƻǘƛƻƴŀƭ interviewing  
ω aƛƴŘŦǳƭƴŜǎǎ  
ω {ƭŜŜǇ ƘȅƎƛŜƴŜ 
ω LƴŦŀƴǘ ŀǘǘŀŎƘƳŜƴǘ 

pregnancy or the postnatal period. The 
economic analysis conducted for this guideline 
also found facilitated self-help to be dominant 
when compared with listening visits. Cost-
effectiveness results were driven by the 
superior efficacy of facilitated self-help and the 
relatively low intervention costs. The GDG 
considered this evidence together with what is 
known about the clinical and cost effectiveness 
of facilitated self-help for the treatment of 
depression in non-pregnant women, and 
recommended that facilitated self-help should 
be considered for women with persistent sub-
threshold depressive symptoms, or mild to 
moderate depression, and delivered as 
described in recommendation 1.4.2.2 of the 
guideline on depression in adults (NICE clinical 
guideline 90), including the provision of written 
materials, supported by a trained practitioner 
(face-to-face or by telephone) which in this 
context could include a health visitor and 
typically consisting of six to eight sessions over 
nine to twelve weeks. The only Glavin reference 
that was identified by the evidence search was 
Glavin et al. (2010). "Redesigned community 
postpartum care to prevent and treat 
postpartum depression in women--A one-year 
follow-up study. [References]." Journal of 
Clinical Nursing 19(21-22): 3051-3062. This 
paper was excluded (based on title and 
abstract) as it was not an RCT (quasi-
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These home contacts/listening visits are usually 
essential to get women into facilitated groups 
or accepting other interventions. 

experimental design). 

Institute of Health 
Visiting 

19 NICE 1.6.10 36 iHV:PNHC are delighted that the consultation 
guideline incorporates tokophobia and this will 
need to be considered when service 
specifications are being agreed and mental 
health services commissioned. 

Thank you for your comment. This is an 
implementation issue and has been passed on 
to the NICE implementation support team. 

Institute of Health 
Visiting 

20 NICE 1.7.2 41 iHV:PMHC welcome this recommendation.  We 
are assuming that this refers to the examination 
that all babies have within 72 hours of delivery. 
Members report that this examination is 
undertaken by GPs on discharge into the 
community and that mothers are required to 
visit their GP for the examination. Will GPs have 
the training in the case of babies who may be 
ŀŦŦŜŎǘŜŘ ōȅ ǘƘŜƛǊ ƳƻǘƘŜǊΩǎ ǎǳōǎǘŀƴŎŜ ƳƛǎǳǎŜΚ 

Thank you for this comment. Training to 
support implementation for the guideline is 
important but is outside the scope of the 
guideline. This has been passed on to the NICE 
implementation support team. 

Institute of Health 
Visiting 

21 NICE 1.7.3 41 It is also essential that there is good 
communication of such potential effects to the 
HV and midwive. 

Thank you for your comment. See NICE 
recommendation which enforces good 
communication in a coordinated care plan.  

Institute of Health 
Visiting 

22 NICE 1.7.5 43 iHV:PMHC welcome that the consultation 
guideline recommends additional support and 
advice for women who have experienced a 
traumatic birth, stillbirth or miscarriage.  
 
However specialist mental health assessment 
provided by perinatal services requires further 
consideration as women who have experienced 
a miscarriage or stillbirth may decline to engage 
in a parent and baby service.  Alternative 

 ¢Ƙŀƴƪ ȅƻǳΦ ¢ƘŜ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ άƻŦŦŜǊ 
support and advice to women who have had a 
ǘǊŀǳƳŀǘƛŎ ōƛǊǘƘΧέ Ƙŀǎ ōŜŜƴ ǊŜǾƛǎŜŘ ƛƴ ƭƛƎƘǘ ƻŦ 
your comment. 
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services therefore need to be considered. 
   
iHV:PMHC are delighted that the consultation 
guideline requires professionals to consider the 
impact of perinatal mental illness on the 
mother infant relationship. 

Institute of Health 
Visiting 

23 NICE 1.7.14 44 We welcome this section.  Health Visitors have 
long known the effect of mental health issues 
and their impact on attachment 
 
However, further detail relating to suggested 
assessment tools and recommended 
interventions would be welcomed in order to 
ensure best practice is developed.   
 
iHV:PMHC acknowledge that another GDG are 
ƭƻƻƪƛƴƎ ŀǘ /ƘƛƭŘǊŜƴΩǎ ŀǘǘŀŎƘƳŜƴǘ ōǳǘ ŀǎ ǘƘƛǎ 
guideline is not expected until October 2015 
professionals will require additional guidance in 
the interim. 

 Thank you for your comment. 
Recommendation 1.9.12 has been amended to 
provide greater specificity around what an 
assessment of the mother-baby relationship 
should include (verbal interaction, emotional 
sensitivity and physical care). However, 
specifying who should complete this 
assessment was not considered appropriate as 
it will depend on the individual and their 
contact with services. The evidence for 
interventions which directly targeted the 
mother-infant relationship was mixed, but 
largely non-significant. This inconclusive 
evidence prompted the GDG to recommend a 
definitive trial of a mother-infant relationship 
intervention that examines clinical and cost 
effectiveness and reports on the mental health 
of the woman, the emotional and cognitive 
development of the baby, and the quality of the 
interaction with a follow-up period of at least 2 
years. 

Institute of Health 
Visiting 

24 NICE 1.7.15 45 iHV:PMHC report that infant mental health 
services are not available nationally, therefore, 
if problems with the mother infant relationships 
remain unresolved commissioning 

 Thank you we have revised the 
recommendation and adopted a more general 
approach to this topic as we did not feel, 
following consultation, that the evidence 
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arrangements need to be reviewed or the GDG 
needs to consider alternative timely yet 
appropriate referrals and interventions. 

available supported the previous 
recommendations. 

Institute of Health 
Visiting 

25 NICE 2.3 48 We welcome this section, however, we would 
also welcome some up-to-date and robust 
research on the impact of health visiting, given 
the recent investment ς Call to Action.   
 
We would also welcome research on the 
current listening visit/contact - the contact, its 
content and outcomes for mothers and babies.   
There needs to be a re-evaluation as there has 
been considerable investment made.  
 
iHV:PMHC report that most Health Visitors feel 
confident and competent in completing 
perinatal mental health care. 

 Thank you for your comment. There is data on 
listening visits including a definitive trial which 
are reviewed in chapter 7 of the full guideline 
and therefore the GDG did not consider this a 
priority for further research 

Institute of Health 
Visiting 

26 NICE App A 60 Point 4 iHV:PMHC report that the 3-4month 
contact is not commissioned in all areas in 
England; therefore a vital universal, evidence-
based opportunity to assess, identify and 
support women with perinatal mental illness 
and her baby is not offered.  
 
The Whooley questions are made preferable to 
the EPDS despite the Whooley questions not 
being validated for routine use as a screening 
tool with postnatal women in the UK.  We 
understand that its use is not endorsed by the 
National Screening Committee. The EPDS is a 
very good tool when properly by health visitors 

 Thank you for your comments. The evidence 
reviewed for the guideline on case 
identification and the economic model outlined 
in chapter 5 suggested that the use of a brief 
case identification tool followed by the use of a 
more formal method (such as the EPDS or PHQ-
9), appears to be the most cost-effective 
approach in the identification of depression in 
the postnatal period (see recommendations 
ǳƴŘŜǊ ΨwŜŎƻƎƴƛǎƛƴƎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎ ƛƴ 
pregnancy and the postnatal period and 
ǊŜŦŜǊǊŀƭΩύΦ IƻǿŜǾŜǊΣ ōŀǎŜŘ ƻƴ ȅƻǳǊ ŀƴŘ ƻǘƘŜǊ 
stakeholdŜǊǎΩ ŎƻƳƳŜƴǘǎΣ ǘƘŜǎŜ 
recommendations have been revised. The 
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used hence our national training of health 
visitors. We understand the need to include a 
process of quick inquiry that can be used by all 
those working with women who may have 
perinatal mental illness but adherence by all to 
Whooley will weaken not strengthen these 
ƳƻǘƘŜǊΩǎ ƻǳǘŎƻƳŜǎΦ ²Ŝ ǿƻǳƭŘ ǊŜǎǇŜŎǘŦǳƭƭȅ ƭƛƪŜ 
to suggest that you need to make a special case 
of health visiting interventions as they are 
difference as are those of secondary and 
tertiary services. 
 
iHV:PMHC have been unable to identify the 
evidence that the GAD 2 item scale is a valid 
tool for screening and detecting of Perinatal 
Mental Illness.  
 
Historically, the EPDS has been endorsed as the 
tool of choice; by Health Visiting along with a 
clinical interview to facilitate the recognition for 
the mother and the professional that 
depression &/or anxiety may exist. The National 
Screening Committee accept the use of the 
EPDS as a framework for assessment when used 
by health visitors but not as a generalizable 
screening tool.  
 
The iHV: PMHC training reinforces the use of 
the EPDS as a recognised tool and this 
knowledge is being disseminated nationally to 
ŀƭƭ I±ΩǎΦ ¢Ƙƛǎ ǿƛƭƭ ŜƴǎǳǊŜ ǘƘŀǘ ǘƘƛǎ ŀǇǇǊƻŀŎƘ ƛǎ 

recommendation advocating use of the 
Whooley questions and the GAD-2 has now 
ōŜŜƴ ǊŜǾƛǎŜŘ ǘƻ ǎŀȅ ΨŎƻƴǎƛŘŜǊ ŀǎƪƛƴƎΩ ǊŀǘƘŜǊ 
ǘƘŀƴ ΨŀǎƪΩ ŀƴŘ ǘƘŜ о-4 month timepoint has 
been removed. In addition, the role the health 
visitor (and other health and social care 
professionals who have regular contact with the 
woman) has in the ongoing individualized 
monitoring of the woman throughout 
pregnancy and the postnatal period is 
recognised by the addition of a new 
recommendation to say that at all subsequent 
contacts in pregnancy and the first postnatal 
year, the health visitor (and other healthcare 
professionals who have regular contact with the 
woman), should consider using the EPSD and 
the PHQ-9 along with the Whooley questions 
and GAD-2. 
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embedded within practice nationally. 

Institute of Health 
Visiting 

27 NICE App A 61 Point 1: The iHV:PMHC training reaffirmed the 
EPDS as a reliable tool. It also acknowledged the 
unique access and contribution that Health 
Visitors offer to women with PMI, in 
strengthening the maternal / infant attachment. 
The early assessment, identification and 
support offered by HV, has been evidenced as 
an effective contribution in responding to a mild 
episode of depression and anxiety and possibly 
avoiding a further deterioratioƴ ƛƴ ǘƘŜ ǿƻƳŀƴΩǎ 
mental health.  
 
Historically, and currently, Health Visitors are 
recognised within local health populations as 
providing a service for women with PMI, e.g. 
IΦ±ΦΩǎ ǊŜŎŜƛǾŜ ǊŜŦŜǊǊŀƭǎ ŦǊƻƳ DŜƴŜǊŀƭ 
Practitioners, Midwives, Community Adult 
Menǘŀƭ IŜŀƭǘƘ ǘŜŀƳǎΣ {ǳǊŜ {ǘŀǊǘ /ƘƛƭŘǊŜƴΩǎ 
Centres, Community Adult Substance Mis-use 
Teams, Home Start as well as women 
themselves,  requesting health-needs support 
for perinatal mental illness symptoms. 

 Thank you for your comments. The guideline 
development group recognises and supports 
the important contribution of health visitors 
and has revised and added to the 
recommendations accordingly to say that at all 
subsequent contacts in pregnancy (after 
booking) and the first postnatal year, the health 
visitor (and other healthcare professionals who 
have regular contact with the woman), should 
consider using the EPSD and the PHQ-9 along 
with the Whooley questions and GAD-2. 

Institute of Health 
Visiting 

28 NICE App A 62 Point 2: iHV: PMHC express concern that the 
guidance suggests women can access 
computerised CBT self-help tools, assumes that 
women have access to computers, are literate 
and have no learning disabilities, language or 
cultural barriers impeding their access to 
computer help.   Potentially this further 
disadvantages those women, whose children 

 Thank you for your comment, but in the new 
guideline the format of the facilitated self-help 
that is recommended is face to face or via 
telephone. 
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have the poorest outcomes. To delete the 
option of a face to face psycho-social 
intervention, e.g. group education / support, 
designed specifically for women with perinatal 
mental illness or at risk of developing perinatal 
mental illness is a serious concern. 

Institute of Health 
Visiting 

29 NICE App A 62 Point 3: iHV: PMHC are astounded with the lack 
ƻŦ ƛƴǎƛƎƘǘ ƛƴǘƻ ǘƘŜ ŎƻǊŜ ŎƻƳǇŜǘŜƴŎƛŜǎΩ ŀƴŘ Řŀƛƭȅ 
workload undertaken by Health Visitors, 
nationally.  
 
The Family Health Needs model, practiced by 
IΦ±ΦΩǎ ŜŀŎƘ ŀƴŘ ŜǾŜǊȅ ŘŀȅΣ ƛƴŎƭǳŘŜǎ ŀǎǎŜǎǎƳŜƴǘǎ 
of the psychological and social resilience at 
every family contact and is especially promoted 
when a H.V. makes an assessment to identify 
and support mothers with perinatal mental 
illness.   

 Thank you for your comment. The guideline 
development group recognises and supports 
the important contribution of health visitors, 
and has revised and added to the 
recommendations accordingly. The role the 
health visitor (and other health and social care 
professionals who have regular contact with the 
woman) has in the ongoing individualized 
monitoring of the woman throughout 
pregnancy and the postnatal period is 
recognised by the addition of a new 
recommendation (1.5.8). 

Institute of Health 
Visiting 

30 NICE App A 63 Point 2: iHV: PMHC feel that as a health visiting 
service, we are already meeting the time frame 
& offering evidence-based support.  
 
However, the tone of the draft guidance 
ŀǇǇŜŀǊǎ ǘƻ ǎǳƎƎŜǎǘ ǘƘŀǘ ǘƘŜ IΦ±ΦΩǎ ǎǳǇǇƻǊǘ ƛǎ ƻǳǘ 
dated or of no value to women in the ante or 
postnatal period, with perinatal mental illness.   
 
Our experience of response times from the 
Community Adult Mental Health services, in the 
current climate, leads us to believe that the 
draft guidance is unrealistic & that this 

 Thank you for your comment. The guideline 
development group recognises and supports 
the important contribution of health visitors, 
and has revised and added to the 
recommendations accordingly. The role the 
health visitor (and other health and social care 
professionals who have regular contact with the 
woman) has in the ongoing individualized 
monitoring of the woman throughout 
pregnancy and the postnatal period is 
recognised by the addition of a new 
recommendation (1.5.8). 
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proposed change will result in many vulnerable 
women left unsupported, with their infants 
vulnerable to safeguarding concerns.   

Institute of Health 
Visiting 

31 NICE App 1 70 Point 60  
In some areas iHV:PMHC have adopted the 
Milgrom CBT programme for women with mild 
to moderate depression. This programme 
incorporates a mental health well-being tool kit 
including exercises to empower women to 
recognise & support their own emotional & 
psychological health, facilitated by the group 
facilitator & the peer participants.    

 Thank you for your comment. The Milgrom CBT 
programme was included in the review of 
psychological interventions conducted for this 
guideline (see chapter 7) and is a facilitated self-
help model consistent with the facilitated self-
help for women with persistent subthreshold 
depressive symptoms or mild to moderate 
depression recommended in the guideline. 
 

Institute of Health 
Visiting 

32 NICE General 0 Whist the guidance, in the main, is focused on 
antenatal and postnatal mental health we 
cannot disregard the fact that mothers still play 
a central role in family life and are directly 
affected and bombarded with determinates 
that will either positively or negatively effect 
them.   
 
These may not impact on their mental health 
but may have a negative impact on the child, 
such as attachment issues, growth and 
development and safeguarding issues.  We 
welcome the fact that the guidance has in part 
taken this into account.  A welcome addition 
would be acknowledgement of the effects of 
perinatal mental illness on the couple 
relationship. 
 
Health Visitors are trained to take all these 

 Thank you for your comment. The scope of this 
guideline was to review the role of the family, 
carers and peers in the treatment and support 
of women with mental health disorders in 
pregnancy and the postnatal period. Which we 
believe has been covered amply throughout the 
ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎΦ Lǘ ƛǎ ōŜȅƻƴŘ ǘƘŜ ƎǳƛŘŜƭƛƴŜΩǎ 
remit to review perinatal mental illness on the 
ŎƻǳǇƭŜΩǎ ǊŜƭŀǘƛƻƴǎƘƛǇΦ 
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issues into consideration when developing a 
package of care for mothers/families.  Health 
Visitors are one of very few professional groups 
who maintain a relationship with families until 
the youngest child is 5 years of age via the 
Healthy Child Programme which can be 
supported by a number of other 
ƎǳƛŘŀƴŎŜΩǎκǇŀŎƪŀƎŜǎ ǎǳŎƘ ŀǎ ǘƘƛǎ ƎǳƛŘŀƴŎŜΦ 

Institute of Health 
Visiting 

33 NICE General 0 Whooley Questions. 
Some professional groups prefer to use the 
Whooley questions due to time constraints as 
they can be asked quickly, however, mothers 
have issues with understanding them.  Each 
question has to be broken down, which makes 
the time argument incongruous, so you may as 
well use a more appropriate tool. 
 
The questions also pose a major problem if 
mothers have issues with literacy or if English is 
not the first language. 

Thank you for your comment.   
Based on GDG consensus, the recommendation 
reads, the depression and anxiety identification 
questions should be asked as part of a general 
discussion about a woman's mental health, and 
as a result of stakeholder comments and a 
reappraisal of the evidence, the emphasis and 
strength of this recommendation has been 
amended so that the general discussion (about 
ŀ ǿƻƳŀƴΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ and wellbeing) is the 
primary component and the healthcare 
professional should consider asking these 
specific depression and anxiety identification 
questions as part of this general discussion. In 
response to your, and other stakeholder's, 
concerns that the Whooley questions may still 
fail to identify depression for some women, the 
next recommendation has also been amended 
so that even in the absence of a positive 
response to the depression identification 
questions, but where a woman is perceived to 
be at risk of a mental health problem or there is 
clinical concern, healthcare professionals are 
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recommended to consider using a formal tool 
such as the EPDS as part of a full assessment. 
 
This guideline is to be read in conjunction with 
the service user experience in adult mental 
health (CG136), see recommendation 1.1.3 
which address communication needs. However, 
the group feels the administration of the 
screening questions is an implementation issue 
and this has been passed on to the NICE 
implementation support team.   

Institute of Health 
Visiting 

34 NICE General 0 Healthy Child Programme 
The programme sets of a national set of 
targets/contacts for health visitors. 
The programme ideally places Health visitors to 
be the first line of screening and treatment, 
(low to moderate mood), or referral. 
There is no need for additional cost for other 
professionals to be involved at this stage. 

Thank you for this information. 

Institute of Health 
Visiting 

35 NICE General 0 A Framework for Personalised Care and 
Population Health for Nurses, Midwives, Health 
Visitors and Allied Health Professionals 
Launched on 1st July 2014 states that 
Ψ.ŜƎƛƴƴƛƴƎ ƻŦ ƭƛŦŜΩ ƛǎ ŀ ǇǊƛƻǊƛǘȅ ŀǊŜŀ ƻŦ ƘƛƎƘ 
impact.   Maternal mental health is addressed 
and Health Visiting highlighted. 

Thank you for this information. 

Institute of Health 
Visiting 

36 NICE General 0 Listening Visits 
Omitted from the updated guidance ς see 
above.   
 
They could be viewed/implied as part of Low 

Thank you for your comment. A new 
recommendation has been drafted to specify 
the role of health visitors. However, it should be 
noted that a range of psychological services do 
provide services at home and by telephone. 
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intensity interventions as described in the 
supporting document, (adult mental health 
NICE guidance) but are not explicit.  However, if 
and when this guidance, adult mental health, is 
reviewed it may potentially impact on this, 
antenatal and postnatal mental health, 
guidance. 
 
Some other psychological interventions are 
already provided by health visitors - (via the 
listening contact/visit and support groups) 
 
Training that has already been implemented to 
ensure that these contacts are effective and 
have positive outcomes for both mother and 
baby. 
 
iHV:PMHC are reporting that unless they are 
ǎǘƛǇǳƭŀǘŜŘ ŀǎ ΨƭƛǎǘŜƴƛƴƎ ǾƛǎƛǘǎκŎƻƴǘŀŎǘǎ ōȅ ǘƘŜ 
Health Visiting service they will not be 
commissioned as such.  With the move to local 
authority commissioning this puts the early 
identification of women with Perinatal mental 
illness at significant risk. 
 
iHV:PHMC are asking for listening visits, 
undertaken by health visitors, to be written 
back into the guidance. 

 

Institute of Health 
Visiting 

37 NICE General 0 Added Value of the Health Visitor Listening 
Visits and the wider determinates of health 
 

Thank you for your comment. A new 
recommendation has been drafted to specify 
the role of health visitors. 
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Interventions provided by other professional 
groups will not pick up the wider determinates 
of health and their impact for the mother or her 
family.  
 
iHV:PMHC report that Health visiting does not 
Ƨǳǎǘ ǎŜŜ ǘƘŜ ƳƻǘƘŜǊ ŀǎ ŀ ǎŜǇŀǊŀǘŜ ΨǇŜǊǎƻƴΩΥ 
Heath visitors view the whole picture and there 
is not a drive to provide a fixed amount of 
sessions/contacts.  If health visitors are unable 
to provide the right service they will refer 
appropriately.  Other services can only provide 
a fixed number of sessions to mums exclusively 
e.g. IAPT. 
 
HOWEVER, what the added value that health 
visiting brings to the debate and the most 
vulnerable of families is that the health visitor is 
the only professional group that will contact 
these mothers and families until the youngest 
child is 5years old. 
 
The other health visitor is also very experienced 
at working with marginalised groups such as 
those who have English as a second language 
who might otherwise receive no services.  
Contacts are brokered through link workers or 
interpreters.  

Institute of Health 
Visiting 

38 NICE General 0 Attachment and Early Years Development 
 
Health visitors receive training in 

Thank you for your comment and references. 
Recommendations were made regarding 
mother baby interaction ƘƻǿŜǾŜǊ ΨŀǘǘŀŎƘƳŜƴǘΩ 
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secure/insecure attachment and how to 
support mothers via programmes such as 
Solihull Approach and Brazelton and the iHV will 
shortly be rolling out Champions training in 
infant mental health to specialist health visitors 
who will then cascade this training on to all 
health visitors. 
 
This is recognized by 1001 Critical Days 
http://www.andrealeadsom.com/downloads/1
001cdmanifesto.pdf 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

was beyond the scope of this guideline. A 
specific guidance is under development and will 
be published in October 2015 covering 
/ƘƛƭŘǊŜƴΩǎ !ǘǘŀŎƘƳŜƴǘ ƴŜŜŘǎΦ  

Institute of Health 
Visiting 

39 NICE General 0 Safeguarding   
The nature of health visiting and having a 
holistic approach to mothers, children and the 
wider family means this professional group is 
the most trusted by families and has access to 
provide support to the most vulnerable in 
society.  Health visitors are able to use their 
skills to identify issues of safeguarding and refer 
appropriately. 

 Thank you for your comment. The GDG felt it 
appropriate to follow local safeguarding 
protocols if there is a risk of or there are 
concerns about suspected child maltreatment. 

Institute of Health 
Visiting 

40 NICE General 0 Health Visitor Implementation Plan: Call to 
Action:   
Increase numbers in the workforce, building 
capacity.   
 
Up to date information: 
 
Health visitors in the past had reported that 
they did not feel confident in managing low to 

Thank you for your comment.  
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moderate mood.  
 
However, 400 iHV PMH Champions have 
completed Perinatal Mental Health training. 
Each Champion who was sponsored by their 
organization made a commitment that each 
Champion would cascade training to 30 more 
health visitors.   
 
This has a potential for over 11,000 of the 
health visiting workforce to be trained in 
providing low intensity interventions (the 
listening visit/contact).   
 
No other workforce can boast this. 
Across the country we now have 25% (over 
3000, and growing daily), of the workforce 
trained.  

Institute of Health 
Visiting 

41 NICE General 0 Our members are the only professional group 
that has a Universal Package of care to women 
and children that can be stepped up as 
required.   
 
Health Visitors will have continued contact with 
families until the youngest child is 5 years of 
age. 

 Thank you for your comment.  

Institute of Health 
Visiting 

42 NICE 2 46 Research Recommendations 
iHV:PMHC welcome the areas  for research as 
identified.  However, we also feel that the 
outcome of the research could have made a 
very significant contribution to the 

Thank you for your comment. The GDG agree 
that were the research recommendations to be 
implemented and trials run, results collected 
and analysed, and included in the guideline 
review, they would inevitably have an impact 
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reformulated guidance currently proposed.  upon the recommendations made and that is in 
fact why they are research recommendations 

Institute of Health 
Visiting 

43 NICE General 0 The tone of the guidance, in our opinion, 
discounts and underestimates the needs of 
many women who suffer mild to moderate 
symptoms perinatal mental illness. Without 
early intervention these will become severely ill 
and require expensive secondary services. The 
iHV:PMHC feel that the draft guidance 
unfortunately appears predicated on an overtly 
medical, psychiatric, and medication model, 
focussed on the minority of women with severe 
perinatal mental illness.  

Thank you for your comment. The guideline is 
concerned with a broad range of mental health 
problems, including depression, anxiety 
disorders, eating disorders, drug and alcohol-
use disorders and severe mental illness (such as 
psychosis, bipolar disorder, schizophrenia and 
severe depression). This includes women with 
subthreshold symptoms and those with mild, 
moderate and severe mental health problems. 
However, the guideline focuses on the aspects 
of their expression, risks and management that 
are of special relevance in pregnancy and the 
postnatal period. Thus, the guidelines should be 
used in conjunction with other NICE guidance 
about specific mental health problems (see 
recommendation 1.1.2). The GDG do not agree 
that the needs of women with mild to 
moderate mental health problems are not 
captured by the recommendations. For a 
woman with persistent subthreshold depressive 
symptoms, or mild to moderate depression, or 
persistent subthreshold anxiety symptoms, in 
pregnancy or the postnatal period, the 
guideline recommends that facilitated self-help 
is considered, and for women with moderate 
depression or an anxiety disorder in pregnancy 
or the postnatal period high-intensity 
psychological interventions (for example, CBT) 
are recommended as a treatment option alone 
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or in combination with medication.  

Institute of Health 
Visiting 

44 NICE General 0 iHV:PMHC tell us that referrals to the 
Community Adult Mental Health services are 
rarely accepted as the ǿƻƳŜƴΩǎ ǎȅƳǇǘƻƳǎ Řƻ 
not meet the mental health services threshold 
for support.  This is increasingly evident as 
midwives are now referring these women to us, 
in part because the service offers visits during 
the antenatal period as standard practice.    
Therefore potentially health visiting will be 
identifying more women. 

Thank you for your comment. This is an 
implementation issue and has been passed on 
to the NICE implementation support team. 

Maternal OCD 1 Full 7.5.8 414 p414-16 
Making an assumption that this is about the 
Timpano study - it is not a clinical study, so the 
heading here is a bit misleading. Also it has 
been rated as very low quality and we would 
request clarification regarding this rating.  

Thank you for your comment. The single study 
in the review in this section is the 
TIMPANO2011 study. This study was 
categorised under treatment for sub-threshold 
symptoms of OCD. Given the inconsistency 
across studies in how disorders in pregnancy or 
the postnatal period are characterized and how 
researchers define their trials as preventative or 
as treatment, the GDG took the decision that 
for the purposes of clarity and transparency 
inclusion criteria and/or baseline mean 
symptom scores were used to make the 
distinction between prevention and treatment 
studies (see 7.2.1 and 7.2.2 for outline of this 
review strategy). The GDG took the view that it 
was preferable to be over-inclusive and include 
women with sub-threshold symptoms in the 
treatment review. Where there was available 
data (which unfortunately was not the case for 
this comparison or outcome), sub-analyses 
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were conducted to evaluate any differences 
based on baseline diagnostic status. The 
confidence in the effect estimates from this 
study were rated using GRADE as very low 
(please see the footnotes of Table 174 for 
reasons for the quality ratings). A GRADE rating 
of very low means that we are very uncertain 
about the estimates, and in the case of this 
study that is due to imprecision (the total 
population size is less than 400 [a threshold 
rule-of-thumb] and for some outcomes the 95% 
confidence interval crosses both the line of no 
effect and measure of appreciable benefit or 
harm) and the paper omits data (data not 
reported for EPDS, OBQ, SCID and PTBC) 

Maternal OCD 2 Full 2.3 21 p21-29 
We can't find a mention of emetophobia - not 
well understood but does have a direct impact 
in relation to very low fertility rates and high 
abortion rates as people so fearful of vomiting 
during pregnancy.  XXXXXXXXXXXX has survey 
data highlighting this - this can be sourced if 
requested. It is often mistaken for OCD/eating 
disorder so worth including. 

Thank you for your comment. The literature 
search did not find any evidence on 
emetophobia. 

Maternal OCD 3 Full General 0 There is not very much about OCD at all - it 
seems that all anxiety disorders are grouped 
together in terms of treatment - the last 
guideline broke it down a bit more.  

Thank you for your comment. The decision was 
made by the GDG that only recommendations 
which differ from specific existing mental health 
recommendations will be included in this 
guideline for the sake of clarity and precision. 
This is mentioned in NICE recommendation 
1.1.2. We do however acknowledge your 
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concern and have gone further to include new 
recommendations on anxiety. 

Maternal OCD 4 Full General 0 It is true that there is a real dearth of evidence, 
particularly regarding postnatal anxiety 
disorders but this could be more 
explicit.  Especially as anxiety disorders can be 
very different in terms of particular effects on 
parenting and stigma regarding help-seeking. 

Thank you for your comment. The GDG felt we 
have made recommendations to go some way 
to assessing a variety of mental health 
problems; notably anxiety disorders, which in 
the glossary defines the anxiety disorder and 
includes OCD. We do however acknowledge 
your concern and have gone further to include 
new recommendations on anxiety. 

Maternal OCD 5 Full General 0 There is not much about diagnosis/misdiagnosis 
- there is a mention of the fact that normal 
levels of anxiety are not well understood but 
this could be more prominent in assessing the 
evidence base for anxiety. 

 Thank you for this point. We agree that this is 
important and hence have now included 
recommendations about identification of 
anxiety. In addition in the full guidance we now 
make reference to under identification of 
depression and anxiety. Also, please see 
changes in the introduction of the full guideline 
Chapter 2, section 2.5, which highlights the 
consequences of under detection. 

Mellow Parenting 1 NICE 1.7.4 41 Women using drugs or alcohol during 
pregnancy as well as other vulnerable women 
should have access to personal support and an 
introduction to infant mental health during 
pregnancy. This is helpful in itself and likely to 
promote the welfare of the mother and baby, 
but also establishes the sort of trusting 
relationships likely to promote engagement 
with appropriate services after delivery. 
Programme such as mellow Bumps, an 
attachment based stress-reduction programme 
offered to vulnerable women in pregnancy have 

Thank you for your comment. The Puckering 
(2011) paper referenced was not identified by 
the evidence search and cannot be found now, 
a Puckering et al. (2010) study on intervention 
efficacy of mellow babies was identified by the 
search but was excluded (see Appendix 18) as 
data could not be extracted for analysis (the N 
on which outcome data were based is not 
reported) 
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been shown to reduce anxiety depression and 
irritability in pregnancy and lead to longer 
gestation and better birth weights for the 
babies. 
 
Puckering, C. (2011) Mellow Bumps: an 
antenatal programme for families under stress.  
Children in Scotland, 119, 18-19 

Mellow Parenting 2 NICE 1.7.14 44 The evidence does not support that the mother-
baby relationship will automatically improve 
with ǘƘŜ ǘǊŜŀǘƳŜƴǘ ƻŦ ǘƘŜ ƳƻǘƘŜǊΩǎ ƳŜƴǘŀƭ 
health problem. Cooper et al (2003) and Murray 
et al (2003) show that while maternal 
depression can be improved with a variety of 
appropriate interventions, there is no 
commensurate improvement in the mother-
baby relatiƻƴǎƘƛǇ ƻŦ ǘƘŜ ōŀōȅΩǎ ƭŀǘŜǊ ƻǳǘŎƻƳŜΦ 
In a small waiting list RCT Mellow Babies has 
been shown both to improve maternal mental 
health and the quality of the mother-baby 
interaction. 
 
Cooper, Peter J., et al. "Controlled trial of the 
short-and long-term effect of psychological 
treatment of post-partum depression 1. Impact 
on maternal mood." The British Journal of 
Psychiatry 182.5 (2003): 412-419. 
 
Murray, Lynne, et al. "Controlled trial of the 
short-and long-term effect of psychological 
treatment of post-partum depression 2. Impact 

Thank you for your comment. The Puckering et 
al. (2010) study on intervention efficacy of 
mellow babies was identified by the search but 
was excluded (see Appendix 18) as data could 
not be extracted for analysis (the N on which 
outcome data were based is not reported). The 
Cooper et al. (2003) and Murray et al. (2003) 
papers which report on the same trial were 
included and reviewed here and provide 
evidence that a structured psychological 
intervention (IPT) aimed at maternal depression 
can significantly reduce mother-infant 
attachment problems at endpoint (see section 
7.5.12 in full guideline). However, the GDG 
agree that the evidence does not support that 
the mother-baby relationship will automatically 
or always improve with the treatment of the 
maternal mental health problem and the 
recommendation has been amended in 
response to stakeholder comments. 
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on the motherτchild relationship and child 
outcome." The British Journal of Psychiatry 
182.5 (2003): 420-427. 
 
Puckering , C., McIntosh, E. and Hickey A.  
(2010) Mellow Babies: A group intervention for 
infants and mothers experiencing postnatal 
depression. Counselling Psychology Review, 
25(1), pp 28-40 

Mellow Parenting 3 NICE  1.7.15 45 Health visitors themselves do not feel they have 
the time or the skills to assess the relationship 
between the mother and child. Health visitors 
require more training in structured assessments 
of the relationship and then the opportunity to 
specialist infant mental health services where 
they are required. Wilson, P., Barbour, R.S., 
Graham, C., Currie, M., Puckering, C., and 
aƛƴƴƛǎΣ IΦΣ όнллтύ ά!ǊŜ ǘƘŜȅ ƘƻƭŘƛƴƎ ƛǘ ƭƛƪŜ ǘƘƛǎΚέ 
IŜŀƭǘƘ ǾƛǎƛǘƻǊǎΩ ŀǎǎŜǎǎƳŜƴǘǎ ƻŦ ǇŀǊŜƴǘ- child 
relationships. International Journal of Nursing 
Studies, 45 (8), 1137-1147 

 Thank you for your comment. 
Recommendation 1.9.12 has been amended to 
provide greater specificity around what an 
assessment of the mother-baby relationship 
should include (verbal interaction, emotional 
sensitivity and physical care). However, 
specifying who should complete this 
assessment was not considered appropriate as 
it will depend on the individual and their 
contact with services. The training needs of 
healthcare professionals is an implementation 
issue and has been passed on to the NICE 
implementation support team. 

National Childbirth 
Trust 

1 NICE General 0 NCT welcomes this guidance and feels that it 
generally reads very well. What struck us is that 
many of the recommendations made in 2007 
have still not been implemented (e.g. specialist 
perinatal mental health services accessible to 
all) and it is imperative that NICE, the NHS (NHS 
England, CCGs) Public Health England and local 
authorities should be concentrating their efforts 
to achieve these goals. 

 Thank you for your comment. This is an 
implementation issue, and has been passed on 
to the NICE implementation support team. 
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NCT recently conducted a survey, which 
highlighted that the vast majority of CCGs 
within England do not currently have a perinatal 
mental health strategy in place. Freedom of 
Information requests were sent to 194 CCGs in 
England. Out of the 186 CCGs that replied, only 
3% said they currently had a perinatal mental 
health strategy. Out of the 97% with no 
strategy, 60% have no plans to put one in place. 
 
Fifteen percent of CCGs were unable to offer 
any information and directed the charity to 
local NHS trusts or NHS England, suggesting a 
lack of clarity about who is responsible for 
commissioning and providing services. 
 
NCT also contacted 193 NHS trusts to ask if they 
were able to provide a perinatal mental health 
service with trained specialists. Over half of all 
trusts (54%) said that they do not provide any 
perinatal mental health service. Thirty-three 
trusts (17%) did not respond to the FOI request. 
 
Only 26% of the trusts contacted provide a 
dedicated perinatal mental health service. 
However, just 13% of trusts contacted have a 
full team in place. Fourteen percent are 
employing only one specialist perinatal mental 
health midwife or doctor, frequently on a part-
time basis 
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National Childbirth 
Trust 

2 Full General 0 NCT recommends that more from the full 
guideline is included in the NICE guideline.  
 
NCT felt that there was a wealth of information 
in the full version of the guidance that did not 
translate well into the NICE version. The 
sections and recommendations included in the 
NICE guideline do not always link clearly to 
those in the Full version. We are concerned that 
this will have detrimental implications for the 
extent to which the guideline is implemented. 
 
In particular, the Introduction is important and 
in the NICE version is currently not as well 
structured and clearly written as we feel it 
should be. In parts it is positively misleading 
(see below).The introduction of the full 
guideline is, in contrast, very much clearer and 
well structured. We suggest including more 
from the full guideline. 
 
As a minimum, we suggest including the 
following paragraphs from the full version 
word-for-word in the NICE version (the last para 
of this section from the full version might also 
usefully be included): 
 
This guideline covers the mental healthcare of 
women who have, or are at risk of mental 
health problems in the perinatal period, which 
ŎƻƳǇǊƛǎŜǎ ǇǊŜƎƴŀƴŎȅ όǘƘŜ ΨŀƴǘŜƴŀǘŀƭ ǇŜǊƛƻŘΩύ 

  Thank you for this comment. 
We have made some changes to the 
introduction to the NICE guideline to improve 
the structure and we have added the paragraph 
you have quoted from the full guideline about 
the broad range of mental health problems 
experienced by women in pregnancy and the 
postnatal period. However it should be noted 
that the purpose of the introduction to the NICE 
guideline is to give a brief overview of the topic. 
Also, the NICE guideline and full guidelines are 
purposefully structured in different ways ς the 
bL/9 ƎǳƛŘŜƭƛƴŜ Ŧƻƭƭƻǿǎ ŀ ǿƻƳŀƴΩǎ ƧƻǳǊƴŜȅ 
through health services, whereas the full 
guideline is structured according to the 
evidence reviews and all of the 
recommendations in the full guideline are 
ƭƛƴƪŜŘ ǘƻ ǘƘŜ ŜǾƛŘŜƴŎŜ ǊŜǾƛŜǿǎ Ǿƛŀ ǘƘŜ Ψ[ƛƴƪƛƴƎ 
ŜǾƛŘŜƴŎŜ ǘƻ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎΩ ǎŜŎǘƛƻƴǎΦ 
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ŀƴŘ ǘƘŜ ΨǇƻǎǘƴŀǘŀƭ ǇŜǊƛƻŘΩ όŦǊƻƳ ŎƘƛƭŘōƛǊǘƘ ǘƻ 
the end of the first postnatal year) ς the period 
that defines most specialist perinatal mental 
health services.   
 
The guideline is concerned with a broad range 
of mental health problems, including 
depression, anxiety disorders, eating disorders, 
drug and alcohol-use disorders and severe 
mental illness (such as psychosis, bipolar 
disorder, schizophrenia and severe depression). 
This includes women with subthreshold 
symptoms and those with mild, moderate and 
severe mental health problems. However, the 
guideline focuses on the aspects of their 
expression, risks and management that are of 
special relevance in pregnancy and the 
postnatal period. Thus, the guidelines should be 
used in conjunction with other NICE guidance 
about specific mental health problems (see 
http://www.nice.org.uk/guidance/index.jsp?act
ion = bytopic&o = 19 7281). 
 
The guideline also makes recommendations 
about the services required to support the 
delivery of effective identification and 
treatment of most mental health problems in 
pregnancy and the postnatal period in primary 
and secondary care. It will also be relevant to 
(but not make specific recommendations for) 
non-NHS services such as social services and the 
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independent sector.   
 
The optimisation of psychological wellbeing, as 
opposed to the management of mental health 
problems, is not covered in this guideline, 
however, the importance of this is implicit. The 
mental health needs of fathers, partners, other 
carers and children, whose health and 
functioning will inevitably be affected by mental 
health problems in women, are also important 
and should not be neglected, and their needs 
have been considered in developing the 
recommendations in this guideline. In relevant 
ǇƭŀŎŜǎΣ ǘƘŜ ǇƘǊŀǎŜ ΨǇŀǊǘƴŜǊΣ ŦŀƳƛƭȅ ƻǊ ŎŀǊŜǊΩ Ƙŀǎ 
been used to remind readers of the continued 
importance of thinking about mental health 
problems within the context of the family. 

National Childbirth 
Trust 

3 Full 2.5.3 31 p31-32 
It would be helpful if the full guideline made a 
more positive statement about the potential 
benefits of pharmacological treatment when 
first introducing and (rightly) discussing the 
(known and unknown) risks associated with 
pharmacological treatments during pregnancy 
and while breastfeeding. Getting the balance 
right on this point is both important and 
challenging. As the public have open access to 
clinical guidelines through the internet, it is 
especially important that messages are carefully 
drafted to inform and support decision-making 
and to avoid language that might mislead or 

 Thank you for your comment. We feel the 
ǎǘŀǘŜƳŜƴǘ ǘƘŀǘ ά!ǎ ǿƛǘƘ ǇǎȅŎƘƻƭƻƎƛŎŀƭ 
interventions, there is little evidence to suggest 
that pharmacological treatments (the mainstay 
of treatment of mental health problems in the 
NHS) have any differential benefit in pregnancy 
or the postnatal period from their use in other 
ŀŘǳƭǘ ǇƻǇǳƭŀǘƛƻƴǎέ ƳŀƪŜǎ ǘƘƛǎ Ǉƻƛƴǘ ŀƴŘ ƘƻǇŜ 
the guideline achieves the right balance in its 
revised recommendations which now highlight 
the importance of pharmacological treatment 
for many women 
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undermine informed decision-making. 

National Childbirth 
Trust 

4 NICE Introduc
tion 

4 It is unclear from paragraph four on page four 
of the introduction whether the guideline is 
intended for those providing maternity care as 
well as healthcare professionals providing 
specific intervention. We suggest amending as 
follows to include the underlined text: 
 
ά¢ƘŜ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ŀǊŜ ǊŜƭŜǾŀƴǘ ǘƻ ŀƭƭ 
healthcare professionals providing interventions 
and maternity care for women with mental 
ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎΦέ 

Thank you for your comment. The guideline 
development group agrees that it is not clear 
that the guideline encompasses other 
professionals not directly involved in providing 
specific interventions for mental health 
problems. The statement has been amended in 
the introduction to the NICE guideline.  

National Childbirth 
Trust 

5 General General General This guidance needs to be written in a way that 
staff who are not mental health specialists (e.g. 
GPs, midwives and health visitors) can 
understand it, as well as providing useful 
guidance for specialists. 

Thank you. The GDG felt the language used 
would be easily understood by a wider range of 
professionals and where greater clarity on 
certain terms was required a glossary can be 
ŦƻǳƴŘ ƛƴ ǘƘŜ bL/9 ƎǳƛŘŜƭƛƴŜ ǎŜŜΣ Ψ¢ŜǊƳǎ ǳǎŜŘ ƛƴ 
ǘƘƛǎ ƎǳƛŘŜƭƛƴŜΩΦ   

National Childbirth 
Trust 

6 Full 2.5.4 33 The NICE summary paper is unclear on who is 
responsible for carrying out mental health 
ŀǎǎŜǎǎƳŜƴǘǎ ŀǘ ǾŀǊƛƻǳǎ Ǉƻƛƴǘǎ ƻƴ ŀ ǿƻƳŀƴΩǎ 
pregnancy and postnatal journey. Midwives do 
not always feel equipped to carry out mental 
health assessments (see reference below). In 
order to increase the chances of these 
guidelines being implemented, it may be 
necessary to specify which health disciplines 
need to carry out these assessments, and which 
NHS staff are suitably trained and experienced. 
Many of the community health services will 
require extra support to provide appropriate 

 Thank you for your comment. We have added 
more detail on examples of professionals who 
may be carrying out certain tasks. However as a 
general rule NICE guidance avoids over 
specifying which professionals should do which 
task as roles change over time and the guidance 
needs to be relevant whatever the changes in 
policies and organisational changes to the NHS. 
We have emphasised the need for professionals 
to be suitably trained and competent in 
recommendations. 
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diagnosis, support and care.  
We found figure 1 in this section quite helpful; 
it needs to be formatted so that all the 
information can be seen clearly and 
consideration given to including this in the 
summary doc, with links to the full guidance, in 
order to emphasise the need for full integration 
of CCGs, Public Health England and mental 
health services in order to provide a wrap round 
service.  
With the changes in the organisation of the NHS 
in England and the respective roles of DH, NHS 
England, Public Health England, CCGs, and 
health and wellbeing boards, we are very 
concerned that responsibility for implementing 
guidance and developing fully integrated and 
responsive services is unclear. A consequence 
of this is that people in need of services are 
missing out. Any guidance which NICE can give 
is very important in assisting these processes. 
This will help to ensure that staff are suitably 
trained and experienced to implement this 
guidance, or at least make it easier for 
organising bodies to identify areas where more 
specialist mental health training is needed.  
Reference: Hamilton, S.K.D. (2014) Improving 
the Identification of Perinatal Mental Illness 
through an Evaluation of Midwifery Education 
in England Unpublished poster presentation at: 
Royal College of Psychiatrists General Adult 
Conference, May 9 2014, Perthshire, Scotland 
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National Childbirth 
Trust 

7 General General General ¦ǎŜ ƻŦ ǘƘŜ ǘŜǊƳ ΨǇǎȅŎƘƻǘǊƻǇƛŎΩ ǎŜŜƳǎ ƭŜǎǎ 
ƘŜƭǇŦǳƭ ǘƘŀƴ ΨƳŜƴǘŀƭ ƘŜŀƭǘƘ ƳŜŘƛŎŀǘƛƻƴǎΩ ǳǎŜŘ 
by the National Institute of Mental Health 
(http://www.nimh.nih.gov/health/publications/
mental-health-medications/index.shtml) who 
ǎǘŀǘŜ ǘƘŜǎŜ ŀǊŜ Ψ{ƻƳŜǘƛƳŜǎ ŎŀƭƭŜŘ ǇǎȅŎƘƻǘǊƻǇƛŎ 
ƻǊ ǇǎȅŎƘƻǘƘŜǊŀǇŜǳǘƛŎ ƳŜŘƛŎŀǘƛƻƴǎΩΦ  LŦ ȅƻǳ Řƻ 
ŘŜŎƛŘŜ ǘƻ ƪŜŜǇ ǘƘŜ ǘŜǊƳ ΨǇǎȅŎƘƻǘǊƻǇƛŎΩΣ ǇƭŜŀǎŜ 
provide a clear accessible explanation in the 
bL/9 ƎǳƛŘŜƭƛƴŜΣ ǎǳŎƘ ŀǎ Ψ¢Ƙƛǎ ƛƴŎƭǳŘŜǎ ŀƭƭ 
medications used in the treatment of 
depression and anxiety disorders as well as 
those for conditions such as psychosis and bi-
ǇƻƭŀǊΦΩ 

 Thank you for your comment. The term 
ΨǇǎȅŎƘƻǘǊƻǇƛŎ ƳŜŘƛŎŀǘƛƻƴΩ Ƙŀǎ ōŜŜƴ ǳǎŜŘ ŦƻǊ 
consistency with other NICE guidelines on 
mental health topics, but we have added a 
definition to the NICE guideline as you have 
suggested. 

National Childbirth 
Trust 

8 NICE 1.8 45 We welcome the recommendations 1.8.2 and 
1.8.3 (pg. 46) from the 2007 guidance; however 
we feel greater steps towards implementing 
this recommendation need to be made.  
 
We are strongly in favour of recent government 
proposals to ensure that there is a specialist 
mental health midwife post in each maternity 
unit by 2017. We propose that there is a strong 
need for equivalent provision for women after 
completion of midwifery care, with the health 
visitor or GP as first point of call, plus good lines 
of communication between the different 
sections of the service, where all those 
providing care must have had adequate training 
in perinatal mental health 

Thank you for your comment. The previous 
2007 guideline recommendation concerning 
clinical networks has been added to the key 
priorities for implementation. 

National Childbirth 9 Full General 0 Mental health is a field in which the voluntary Thank you for your comment. The contribution 
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Trust sector/ private sector provides a significant 
ƭŜǾŜƭ ƻŦ ǎŜǊǾƛŎŜΦ Ψ{ƻƳŜ ƎǳƛŘŀƴŎŜ ƻƴ ǘƘŜ 
interaction between NHS and other services 
would be helpful to encourage best practice 
and joint working. 
We suggest this:  
ω ¢ƻ ŀǾƻƛŘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ǿƻǊƪƛƴƎ 
in silos, and to encourage and enable the 
sharing of good practice  
ω !ǎ ǘƘŜ ǊŜŀƭƛǘȅ ƻŦ ǿŀƛǘƛƴƎ ƭƛǎǘǎ ƳŜŀƴǎ ǘƘŀǘ 
sometimes alternative support is appropriate 
and could be recommended. Some women may 
seek it out themselves.  
ω {ƻ ǘƘŀǘ ŀƭƭ ǇŀǊǘƛŜǎ ŎŀǊƛƴƎ ŦƻǊ ǿƻƳŜƴ ǿƛǘƘ 
mental health issues and their families can work 
together to provide support specifically for 
those at risk of suicide. 

of the voluntary and independent sectors is 
ǊŜŦŜǊǊŜŘ ǘƻ ƛƴ ǘƘŜ ΨhǊƎŀƴƛǎŀǘƛƻƴ ƻŦ perinatal 
ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΩΣ ǎŜŎǘƛƻƴ нΦрΦп in the 
introduction of the full guideline. Poor 
communication has often been identified as the 
reason for poor-quality care and was behind the 
development of the care programme approach 
in the UK healthcare system. The Experience of 
Care chapter in the full guideline (section 6.25) 
ŜȄǇƭŀƛƴǎ ΨLǘ ƛǎΣ ƘƻǿŜǾŜǊΣ ƛƳǇƻǊǘŀƴǘ ǘƻ ƴƻǘŜ ǘƘŀǘ 
although some women had positive experiences 
of integrated care, a recurring theme 
experienced across the care pathway was an 
unmet need for the sharing of information and 
treatment planning between professionals and 
ŀ ŦǊŀƎƳŜƴǘŜŘ ŎŀǊŜ ǇƭŀƴΦΩ ! ƴǳƳōŜǊ ƻŦ 
recommendations in the guideline update 
advise on care planning, see Section 1.6 
Assessing mental health problems in pregnancy 
and the postnatal period and care planning of 
the NICE guideline. 

National Childbirth 
Trust 

10 General General General Whilst we understand that this is a NICE 
decision rather than the GDG, NCT feels very 
strongly that the   strength of evidence for the 
recommendations should be re-instated.  
We have found it difficult to establish the 
strength of evidence supporting a 
recommendation from the wording being used.  
We find the GRADE and WHO way of presenting 
this information (giving the strength of a 
recommendation and the quality of the 

Thank you for your comment.  Please note that 
GRADE was used to rate the quality of all clinical 
efficacy evidence and the GRADE rating is 
included in the clinical evidence sections 
throughout the full guideline. The strength of 
each recommendation is reflected in the 
wording of the recommendation (see guidance 
at the beginning of the NICE guideline). The 
'linking evidence to recommendation' sections 
of the guideline make clear the distinction 
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evidence on which there recommendation is 
based) much easier to follow.  We particularly 
would like to see the Good Practice Point (GPP) 
reinstated as we feel it is critical for the reader 
to be able to differentiate between GPP and 
evidence based recommendations. 

between evidence-based and expert consensus 
recommendations 

National Childbirth 
Trust 

11 Full 3.8 60 All pages 
P60 lines 30&31 
 
We find using wording to represent the 
strength of evidence very difficult to grasp, and 
we feel it does not give the reader the 
information he/she needs.   
 
We much prefer the suggestions made in 
Grade, and used by WHO in its guidelines, 
where a recommendation is labelled as either a 
strong or weak recommendation with the 
quality of the  evidence which supports the 
recommendation also given (ranging from high 
to very low).  
 
Grade software and guidance manual:  
http://tech.cochrane.org/revman/other-
resources/gradepro/download 

Thank you for your comment.  Please note that 
GRADE was used to rate the quality of all clinical 
efficacy evidence and the GRADE rating is 
included in the clinical evidence sections 
throughout the full guideline. Please see the 
NICE guidelines manual for further detail on 
how the approach taken by NICE differs from 
the standard GRADE approach (section 6.2.1) 
and for further detail on how the wording of 
recommendations reflects the strength of the 
recommendation (section 9.3.3) 

National Childbirth 
Trust 

12 General General General We recommend that in the NICE version there is 
a link relating to the page in the Full Guideline 
and to pages in any relevant appendices.   
 
We recommend that in the NICE version there is 
a link relating to the page in the Full Guideline 

 Thank you for your comment. We are currently 
unable to make links between the Full and NICE 
guideline but NICE are aware of these concerns 
and are exploring options to improve the 
situation.  
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and to pages in any relevant appendices.   
 
We have found it very time consuming to track 
down the evidence behind some of the 
recommendations due to lack of such links.  
 
It is extremely confusing to have different 
numbering in the full guideline and the NICE 
version. We assumed that the NICE version 
would have the same chapters as the full 
guideline but just list the recommendations ς 
this appears not to be the case. 
 
We felt there was a wealth of useful 
information (to a wider audience) in the full 
guideline. It is very difficult to find the evidence 
behind the recommendations.  

National Childbirth 
Trust 

13 NICE General 0 We would welcome an Index in the NICE 
version as there is in the Full Guideline. 

 Thank you for your comment. We do not 
produce Indexes for either the NICE or the Full 
version of the guidelines. 

National Childbirth 
Trust 

14 Full 2.2.2 17 We suggest that the following comment from 
the full guideline is included in the NICE version; 
we have added the second clause as a clear 
rationale. 
 
Ψ¢ƘŜ ŦƻŎǳǎ ƻƴ ǘƘŜ ƴŜŜŘǎ ƻŦ ǘƘŜ ōŀōȅ ōȅ ōƻǘƘ ǘƘŜ 
mother and healthcare professionals should not 
obscure the needs of the mother, as the 
ƳƻǘƘŜǊΩǎ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎ ƛǎ ƛƳǇƻǊǘŀƴǘ 
both in its own right and for the baby and the 
ǿƛŘŜǊ ŦŀƳƛƭȅΦΩ 

Thank you for your comment. The GDG feels 
that it has got the balance right in the NICE 
guideline regarding the needs of the mother 
and the baby. NICE recommendations do not 
usually have a rationale unless the 
recommendation will lead to significant 
changes in practice. 
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National Childbirth 
Trust 

15 Full 2.2.2 17 The following text is unclear: 
 
ά¢ƘŜ ŎƻƴǘŜȄǘ ƻŦ ǘƘŜ ŘƛǎŎǳǎǎƛƻƴ όƳŀǘŜǊƴŀƭ ƳŜƴǘŀƭ 
health problems being causally related to 
problems in/for the fetus/baby) suggests that 
there may be a causal relationship between 
ǿƻƳŜƴΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ ǘƘŜƛǊ ǇŀǊǘƴŜǊΩǎ 
ƳŜƴǘŀƭ ƘŜŀƭǘƘΦέ 
 
Is this the case? Is there also an independent 
relationship? i.e. that women with mental 
health problems are more likely than women in 
general to have a partner with a mental health 
problem.  If the relationship is unclear, it would 
be helpful to say so.  
 
ΨIƻǿŜǾŜǊΣ ǘƘŜǊŜ ƛǎ ŜǾƛŘŜƴŎŜ ƻŦ ƛƴŎǊŜŀǎŜŘ Ǌƛǎƪ ƻŦ 
adverse outcomes for the fetus/baby, and 
subsequently in childhood (see Chapter 6, Case 
identification and assessment) and an increased 
risk of mental health problems in the partners 
of women with mental health problems in 
pregnancy and the postnatal period (Lovestone 
& Kumar, 1993). 

 Thank you for your comment. The first 
paragraph you have quoted is not from the 
guideline, therefore we are unable to address 
whether this is unclear. In the second 
paragraph you have quoted, reference is made 
to there being some evidence (from Lovelace & 
Kumar, 1993) for an increased risk of mental 
health problems in the partners of women 
experiencing a mental health problem in 
pregnancy and after childbirth.  

National Childbirth 
Trust 

16 Full 2.2.4 20 The following passage is unclear and seems 
contradictory. We suggest that the following 
underlined sections are clearer and more 
ŀŎŎǳǊŀǘŜΥ Ψ!ƭǘƘƻǳƎƘ ǘƘŜǊŜ ƛǎ ŀƴ ƛƴŎǊŜŀǎŜŘ Ǌƛǎƪ ƻŦ 
adverse outcomes in the children of mothers 
with mental health problems, these are not 
inevitable and the effect sizes are moderate or 

 Thank you for your comment. We have edited 
ǘƘƛǎ ǎŜŎǘƛƻƴ ǘƻ ǊŜƳƻǾŜ άŀƴŘ ǘƘŜ ŜŦŦŜŎǘ ǎƛȊŜǎ ŀǊŜ 
ƳƻŘŜǊŀǘŜ ƻǊ ǎƳŀƭƭέ ŦǊƻƳ ǘƘŜ ǉǳƻǘŜŘ ǇŀǊŀƎǊŀǇƘ 
as this may have led to some confusion and 
hope this clarifies the point being made here.   
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small. It is difficult to establish whether many of 
the associations are causal because large 
sample sizes are needed to disentangle the 
effect of mental health problems in pregnancy 
and the postnatal period from other risk 
factors. There is growing evidence, for example, 
that socioeconomic adversity, higher 
socioeconomic status and higher levels of 
education modify the association between 
depression in the postnatal period and child 
outcomes; that is, poor outcomes occur only 
predominantly in families living in 
socioeconomic difficulties (Pearson et al., 2013; 
Lovejoy et al., 2000). 

National Childbirth 
Trust 

17 Full 2.3.1 22 The following two studies seem to have very 
similar findings, providing useful reinforcement 
of evidence that both diagnosed depression and 
ǿƻƳŜƴΩǎ ǎŜƭŦ ǊŜǇƻǊǘƛƴƎ ƻŦ ŘŜǇǊŜǎǎƛǾŜ ǎȅƳǇǘƻƳǎ 
is higher in pregnancy than in the early 
postnatal weeks.  Why do you say that the 
ŦƛƴŘƛƴƎǎ ΨŎƻƴǘǊŀǎǘΩ ŀƴŘ ŜƳǇƘŀǎƛǎŜ ΨǾŀǊƛŀǘƛƻƴ ƛƴ 
ǊŀǘŜǎΩΚ  
ΨDŀǾƛƴ ŀƴŘ ŎƻƭƭŜŀƎǳŜǎ ŎŀƭŎǳƭŀǘŜŘ ǘƘŜ ǇŜǊƛƻŘ 
prevalence (that is, the rate over a period of 
time) as 12.7% in pregnancy, 5.7% from birth to 
2 months postnatally, 6.5% at 6 months and 
21.9% at 12 months. However, for most of 
these estimates, only a single study was found. 
The estimates contrast with a large-scale 
community prospective study of around 8,300 
women (based on the Avon Longitudinal Study 

 Thank you for your comment. These findings 
differ because the period prevalence is for 
depression over the whole of pregnancy (the 
point prevalence for the third trimester is 
included and is 3.1%) whereas the Evans study 
reports 13.5% at one point in pregnancy (the 
pregnancy period prevalence would therefore 
be much higher). 
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ƻŦ tŀǊŜƴǘǎ ŀƴŘ /ƘƛƭŘǊŜƴ ώ![{t!/Τ hΩ/ƻƴƴƻǊ et 
al., 2003; Heron et al., 2004]), which measured 
depressive symptoms in pregnancy and the 
Ǉƻǎǘƴŀǘŀƭ ǇŜǊƛƻŘ όŦǊƻƳ му ǿŜŜƪǎΩ ƎŜǎǘŀǘƛƻƴ ǘƻ у 
months postnatally), and found that depression 
ǎŎƻǊŜǎ ǿŜǊŜ ƘƛƎƘŜǊ ŀǘ он ǿŜŜƪǎΩ ƎŜǎǘŀǘƛƻƴ ǘƘŀƴ 
at 8 weeks postnatally, with 13.5% scoring 
above threshold for probable depression at 32 
weeks and 9.1% at 8 weeks postnatally (Evans 
et al., 2001).  The study used self-report 
measures (Edinburgh Postnatal Depression 
Scale [EPDS] 4 and Crown-Crisp Experiential 
Index [CCEI]) and did not confirm diagnoses of 
depression. The variation in rates found is 
probably a result of different populations 
studied. It should be noted that Gavin and 
colleagues (2005) used only studies where 
depression had been diagnosed according to 
recognised criteria rather than self-report 
measures. 

National Childbirth 
Trust 

18 Full 2.3.1 23 The following does not seem to make sense. 
²Ƙȅ ƭƛƴƪ ǘƘŜ ǘǿƻ ŦƛƴŘƛƴƎǎ ǿƛǘƘ ΨƘƻǿŜǾŜǊΩΚ ǘƘŜȅ 
seem to be mutually reinforcing: 
 
There has been some debate over the putative 
increased incidence of depression in the 
postnatal period with early research reporting 
incidence to be raised approximately threefold 
in the first 5 weeks postnatally (Cox 20 et al., 
1993). However, recent longitudinal population-
based studies have observed increased 

 Thank you, the text has been amended and the 
ǿƻǊŘ ΨƘƻǿŜǾŜǊΩ ǊŜƳƻǾŜŘΦ 
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incidence during the postnatal period (Ban et 
al., 2012; Munk-Olsen et al., 22 2006). 

National Childbirth 
Trust 

19 NICE Key 
prioritie

s 

10 Key priorities for implementation (NICE, p10-14) 
NCT welcomes the inclusion of principles of co-
ordinated care (point 1.2.6 in the NICE 
summary) in this section. We note that it refers 
to mental wellbeing, as well as mental health, 
and feel it is important that strategies to 
manage this are included in this guideline. 
Mental wellbeing may be covered by other 
guidelines, but if so this document needs to 
contain the link to such guidance. Consideration 
should also be given to the specific needs of 
pregnant women or mothers with babies, who 
may not be physically able to join general 
exercise programmes designed for those with 
low mood, or need to be able to take their baby 
when attending support programmes. 

 Thank you for your comment. Please see 
Chapter 7, Section 4 of the full guideline for the 
review conducted on prevention of mental 
health disorders in pregnancy and the postnatal 
period. The optimisation of psychological 
wellbeing, as opposed to the management of 
mental health problems, is not covered in this 
guideline, however, the importance of this is 
implicit. There are no guidelines that we could 
link to for mental wellbeing, but the GDG did 
not feel this was entirely necessary. In regards 
to the third point, the NICE recommendation 
1.7.1 does stress all healthcare professional 
providing assessment and interventions to 
women in pregnancy and postnatally should 
understand the variations of the mental health, 
the impact on treatment and the context in 
which they are assessed; this includes 
acknowledging that the woman may not be able 
to leave the house or keep to a booking visit 
time. 

National Childbirth 
Trust 

20 NICE Key 
prioritie

s 

10 NCT suggests that an additional key priority for 
implementation should be included to help 
ensure implementation of the 2007 guidance 
regarding adequate clearly specified care 
pathways and adequate training and 
supervision.  
 
For example, we recommend including the 

 Thank you for your comment. The GDG agreed 
and the Organisation of Services 
recommendation on what the clinical networks 
should provide, now NICE recommendation 
1.10.3, can be found under key priorities for 
implementation. 
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following in the key priorities for 
implementation (taken from section 1.8.3 page 
45/46 of the NICE version): 
 
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: 
 
ω ŀ ǎǇŜŎƛŀƭƛǎǘ ƳǳƭǘƛŘƛǎŎƛǇƭƛƴŀǊȅ ǇŜǊƛƴŀǘŀƭ ǎŜǊǾƛŎŜ 
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  
ω ŀŎŎŜǎǎ ǘƻ ǎǇŜŎƛŀƭƛǎǘ ŜȄǇŜǊǘ ŀŘǾƛŎŜ ƻƴ ǘƘŜ Ǌƛǎƪǎ 
and benefits of psychotropic medication during 
pregnancy and breastfeeding  
ω ŎƭŜŀǊ ǊŜŦŜǊǊŀƭ ŀƴŘ ƳŀƴŀƎŜƳŜƴǘ ǇǊƻǘƻŎƻƭǎ ŦƻǊ 
services across all levels of the existing stepped-
care frameworks for mental health problems, to 
ensure effective transfer of information and 
continuity of care  
ω ǇŀǘƘǿŀȅǎ ƻŦ ŎŀǊŜ ŦƻǊ ǎŜǊǾƛŎŜ ǳǎŜǊǎΣ ǿƛǘƘ 
defined roles and competencies for all 
professional groups involved. [2007]  

National Childbirth 
Trust 

21 NICE 1.1.1 16 Considerations for women of childbearing 
potential (NICE, p15) 
¢ƘŜ ǘŜǊƳ ΨǇǊŜǎŜƴǘ ŀƴŘ ŦǳǘǳǊŜ ŎƘƛƭŘōŜŀǊƛƴƎ 

Thank you for your comment with which we 
agree. We have deleted 'present and future' 
and revised the recommendation, see NICE 



 

 
PLEASE NOTE: Comments received in the course of consultations carried out by the Institute are published in the interests of openness and transparency, and to promote 
understanding of how recommendations are developed. The comments are published as a record of the submissions that the Institute has received, and are not endorsed by the 
Institute, its officers or advisory committees. 

182 of 312 

Stakeholder 
Order 

No 
Document 

Section 
No 

Page 
No 

Comments 
Please insert each new comment in a new row. 

5ŜǾŜƭƻǇŜǊΩǎ wŜǎǇƻƴǎŜ 
Please respond to each comment 

ǇƻǘŜƴǘƛŀƭΩ ƛǎ ŎƻƴŦǳǎƛƴƎΦ ό¢ƘŜ ƻƴƭȅ ǿŀȅ ƛƴ ǿƘƛŎƘ 
ΨǇǊŜǎŜƴǘ ǇƻǘŜƴǘƛŀƭΩ Ŏŀƴ ōŜ ŘƛǎǘƛƴŎǘ ŦǊƻƳ ΨŦǳǘǳǊŜ 
ǇƻǘŜƴǘƛŀƭΩ ƛǎ ƛŦ ǘƘŜ ƭŀǘǘŜǊ ǊŜŦŜǊǎ ǘƻ ǇǊŜ-pubescent 
girls.) We suggest instead: 
 
Considerations for girls and women who might 
become pregnant  
ω 5ƛǎŎǳǎǎ ǿƛǘƘ ŀƭƭ ƎƛǊƭǎ ŀƴŘ ǿƻƳŜƴ ǿƘƻ ƳƛƎƘǘ 
become pregnant who have a new, existing or 
past mental health problem: 

recommendation 1.2.1. 

National Childbirth 
Trust 

22 NICE 1.1.3 16 We suggest instead: Do not offer valproate to 
treat a mental health problem in girls and 
women who might become pregnant. [new 
2014] [1.1.3]  

Thank you for your comment. We have revised 
the recommendation but the GDG judged that 
child bearing potential was the most clinically 
useful term in this context and was consistent 
with other guidance in this area. 

National Childbirth 
Trust 

23 NICE 1.2.2 17 Principles of care for women with a mental 
health problem (NICE p16-18) 
While the recommendation to Ψ!ŎƪƴƻǿƭŜŘƎŜ 
and reinforce the woman's role in caring for her 
ōŀōȅΩ ƛǎ ƎŜƴŜǊŀƭƭȅ ƎƻƻŘ ŀŘǾƛŎŜΣ ǘƘŜǊŜ ǿƛƭƭ ōŜ 
situations where in fact a baby is likely to be 
taken into the care of social services, with little 
or no role for the mother. In other 
circumstanceǎΣ ǎƛƳǇƭȅ ΨǊŜƛƴŦƻǊŎƛƴƎΩ ǘƘŜ 
responsibilities associated with parenthood may 
increase levels of anxiety. This recommendation 
needs some clarification with awareness 
because of these different situations. 
 
We suggest changing the wording to include: 
Acknowledge and support the woman's role in 

Thank you for your comment. We have 
acknowledged your suggestion and amended 
the recommendation. 
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caring for her baby and do so in a non-
judgmental and compassionate way.  

National Childbirth 
Trust 

24 NICE 1.2.3 17 ²Ŝ ŦŜŜƭ ǘƘŀǘ ǘƘŜ ǇƘǊŀǎƛƴƎ ΨLƴǾƻƭǾŜ ǘƘŜ ǿƻƳŀƴΣ 
ŀƴŘ ƛŦ ǎƘŜ ŀƎǊŜŜǎ ƘŜǊ ǇŀǊǘƴŜǊΣ ŦŀƳƛƭȅ ƻǊ ŎŀǊŜǊΣΩ ƛǎ 
ambiguous owing to the mis-use of 
punctuation.  
 
We suggest instead:  
 
ΨLƴǾƻƭǾŜ ǘƘŜ ǿƻƳŀƴ ŀƴŘΣ ƛŦ ǎƘŜ ŀƎǊŜŜǎΣ ƘŜǊ 
ǇŀǊǘƴŜǊΣ ŦŀƳƛƭȅ ƻǊ ŎŀǊŜǊΣΩ 

Thank you this has been corrected. 

National Childbirth 
Trust 

25 NICE 1.2.5 17 NCT welcomes the new recommendation to 
ŎƻƴǎƛŘŜǊ ǘƘŜ ƛƳǇŀŎǘ ŦƻǊ ŀ ǿƻƳŀƴΩǎ ǊŜƭŀǘƛƻƴǎƘƛǇ 
with her partner, family or carer.  We would 
recommend including a further point to 
acknowledge potential ΨŎŀǊŜǊ ōǳǊŘŜƴΩ ŀƴŘ 
appropriate support for those caring for women 
with any mental illness during the perinatal 
period. 

Thank you for your comment, the scope of this 
guideline was to consider the role of the family, 
carers and peers in the treatment and support 
of women with mental health problems but not 
the needs of infants, other children and 
partners.  

National Childbirth 
Trust 

26 NICE 1.2.6 18 NCT is pleased to see this included in the key 
priorities for implementation (see also 
comment number 1). Greater emphasis and 
expansion of this point would also cover our 
comments 5 and 6 on joint working. 

Thank you for your comment. The guideline 
development group agrees and has expanded 
the recommendations around coordination and 
an integrated care plan (new recommendations 
1.3.5 and 1.3.6). 

National Childbirth 
Trust 

27 NICE 1.3.18 25 1.3.18-1.3.27 Treatment decisions, advice and 
monitoring for women with a mental health 
problem (NICE p18-29) 
Antipsychotic Medication:  
 
We would suggest inclusion of the following 
within this section of the guidance:  

Thank you for your comment. Please see the 
revised NICE recommendation 1.4.4 and 1.4.5 
which has been amended to provide clearer 
guidance on taking psychotropic medication 
and breastfeeding. 
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When considering prescribing antidepressants 
which would necessitate cessation of 
breastfeeding, physicians should be aware that 
many mothers with depression report that it is 
the only part of their life which they feel is 
under their control and at which they can 
succeed. 
 
This needs be considered when evaluating the 
risk-benefits of recommending antidepressant 
drugs that would require cessation of 
breastfeeding. 
  
Reference: Jones W. Breastfeeding and 
Medication. Routledge 2013. 

National Childbirth 
Trust 

28 NICE 1.3.18 25 1.3.18-1.3.27 When considering the risk-
benefits of mental health medication for 
women considering breastfeeding, we suggest 
adding a comment to this section to also 
consider the direct effect of breastfeeding on a 
woman's emotional state from the action of 
oxytocin.  
For example: With nursing (breastfeeding), 
blood pressure decreases, and the level of the 
stress hormone cortisol in the blood drops.' K.U 
Moberg 2003 'The Oxytocin factor' p97 

Thank you for your comment. We did not 
review the evidence on potential benefits 
associated with breastfeeding as it is outside 
the scope of this guideline.  

National Childbirth 
Trust 

29 Full 4 62 We understand that only minimal changes have 
been made to this important chapter. It would 
be helpful to make this explicit,  and provide the 
ŘŀǘŜ ǿƘŜƴ ǘƘŜΥ  ΨǎǳǊǾŜȅǎ ƻŦ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 

Thank you. See section 4.2, the date of 
publication has been added to when the 
surveys were published for the purpose of 
clarity. 
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services for pregnant and postnatal women 
currently provided by PCTs and secondary care 
ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΩ ǿŜǊŜ ŎŀǊǊƛŜŘ ƻǳǘΦ  όǎŜŜ 
also point 48 under research 
recommendations).  

National Childbirth 
Trust 

30 NICE 1.3 18 Overall the balanced approach taken in this 
section, the recognition that treatment 
decisions are difficult and risks are unclear, is 
welcomed by NCT. The emphasis on the 
autonomy of the woman and her need for 
(specialist) support is also good. The emphasis 
on availability of psychological treatment both 
as an alternative and as an adjunct to 
medication is valued. 

Thank you. 

National Childbirth 
Trust 

31 NICE 1.3.1 18 NCT feels there needs to be greater clarity 
regarding what ΨŎǳƭǘǳǊŀƭƭȅ ǊŜƭŜǾŀƴǘΩ ƛƴŦƻǊƳŀǘƛƻƴ 
on mental health would be. For example, how 
should midwives and health visitors, who are 
not specialists in mental health, discuss their 
needs with women who have no words for 
mental illness in their first language? 
 
See reference - Wittkowski , Zumla , 
Glendenning & Fox (2011). The experience  of 
postnatal depression in South Asian mothers 
living in Great Britain: a qualitative study, 
Journal of Reproductive and Infant Psychology, 
29:5, 480-492 
 
¢ƘŜ ƛƴƧǳƴŎǘƛƻƴ ǘƻ Ψƛƴǎǘƛƭ ƘƻǇŜ ŀōƻǳǘ ǘǊŜŀǘƳŜƴǘΩ 
is a curious phrase ς we presume this means 

Thank you for your comment. The GDG did not 
feel the evidence in the qualitative review was 
strong enough to make such a claim and 
amending the recommendation would be 
misleading.  




