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Stakeholder Qefi Document Section Page
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Association for 1 NICE 1.7.14 44
Post Natal lliness
Association for 2 NICE 1.8.5 46

Post Natal lliness
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16™ July i 27" August 2014

Comments
Please insert each new comment in a new ro
Most mothers are aware that there may be
problems with themother-baby relationship.
Mothers should be encouraged to discuss the
relationship with the baby and any problems
GAGK Alo ¢KS adlrasSy
relationship are likely to improve with effective
GNBFGYSyld 2F GKS Yobsy
not fit the experience of all our mothers. Ther
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 the)
can get the help they need. This should be
handled in sucla way that the mother does no
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) sdoelp
almost all these mothers to love their babies i
a normal way.
This sectiortists what specialist perinatal
inpatient services should do. APNI would wis
that it includes links with specialist voluntary
agencies, and (somewhere in this Guideline)
includes a list of them. They are a major sout

5S@St 2LISNRa wSa
Please respond to each comment
Thank you for your comment. In response to
€2d2NE YR 23GKSNJ adl
recommendation has been amended.

Thank you for your comment. This is an
implementation issue and has been passed o
to the NICE implementation support team.
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Order Section  Page Comments 5S@St 2LISNRa wSa
Stakeholder Document . :
No No No Please insert each new comment in a new ro Please respond to each comment
of support for mothers when theyra unwell,
and can be important allies for the services.
Bipolar UK 1 Full 6.4.1.1 201 We welcome this recommendation as current| Thank you for your comment.
few young women diagnosed with BD are

informed of the implications of preghancy

Bipolar UK 2 Full 6.4.1.3 202 We welcome this emphasis on treating wome Thank you foyour comment.
AdzZFFSNAY3I FNBY | -YSy
2dzZRaASYSyialt gleqQ

Bipolar UK 3 Full 6.4.1.11| 204 | We welcome the emphasis on the central role Thank you for your comment.

of the woman and her loved ones in reaching
treatment decisions and the clarification of the
LINEFSaaAz2ylfQa NRfS
with balanced and upo-date information and
I ROAOSQY (GKA& A& | &
adzaasSadaazy GKS LINRTFS
0KS 62YFHyQoodd

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

Bipolar UK 5 Full 8.9.1.6 718 We welcome the greater emphasis on the Thank you for your comment.
7 usefulness of psychologitinterventions
Bipolar UK 6 Full 8.9.1.29| 722 We welcome the greater clarity on the Thank you for your comment.
-34 treatment of women on lithium

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
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Stakeholder
Bipolar UK

Bipolar UK

Breastfeeding
Network

Order Document Section
No No
7 NICE 1.7.9
8 NICE general
1 NICE Introduc
tion

Page
No
43

Comments
Please insert each new comment in a new ro
Though we welcome the suggestion that
women should S W& dzLJLJ2 NIi SRQ
feeding method, we would like to see it
AONBYIAGKSYSRI LISNXKIF LI
assistance in the choice of feeding method th.
0Said adzaida KSNIFyR K
who choose to bottl€eed because of their
mediction receive no help and indeed suffer
extreme stigma from healthcare workers, whic
adds significantly to their stress and feelings ¢
inadequacy as mothers.
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 sigficant improvement in
the treatment of women with mental illness in
the perinatal period.
BfN welcomes the opportunity to comment on
this guideline. In particular the recognitidhnat
we are all supporting mothers in the context o
WAAIYATFAOLY O €AYAOF O
including limited data on the risks of
psychotropic medication in pregnancy and
RAZNAYy 3 OoONBlFAGFSSRAY3

The Breastfeeding Network works in some of
the most socially and economically deprived

areas of the UK, focussing on young parents .
communities where breastfeeding rates are a
their lowest and with high incidence of anxiety

5SSt 2LISNDRa wSa
Please respond to each comment
Thank you for your comment. The GDG belie!
that the recommendation and wording used
here suffigently covers this point.

Thank you for your comment.

Thank you for your comment and for
highlighting the work undertaken by the
Breastfeeding Network.

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.
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Order Section  Page Comments 5S@St 2LISNRa wSa
Stakeholder Document . :
No No No Please insert each new comment in a new ro Please respond to each comment

and depression.

We run 17 breastfeeding peer support project
offering a ange of independent support to
Mums and families from antenatal through to
post birth and beyond. We also support Mum:
through our helplines including National
Breastfeeding Helpline in association with AB
Drugs in Breastmilk Line and a humber of
minority language lines.

Providing a vital link for Mums and communiti
and compliment services run by health
professionals, we

work with many breastfeeding Mums and thei
families who have additional mental health
needs and challenges.

BfN offers a Drugs iBreastmilk service (DIBM)
to provide counselling and drug information.
The second highest number of calls to Drugs
Breastmilk Helplines concern antidepressant
medication for breastfeeding women with
postnatal depression reflecting the need for tF
unfunded service.

Breastfeeding 2 NICE Patient 5 Could persorcentred care be used rather than Thank you for your comment. This is set text
Network centred patient-centred? from NICE, which we are unable to change. T
care postnatal period was set at one year in the

Involving mothers in desion making and give @ scope as this is the period that defines most
her sufficient information to be aware of what| specialist perinatal mental health services.
adverse effects might be likely so she can not

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.
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Stakeholder

Breastfeeding
Network

Breastfeeding
Network

Breastfeeding

Order
No

3

4

5

Document

NICE

NICE

NICE

Section
No

1.1.2

1.2.2

1.2.6

Page
No

16

17

18

Comments
Please insert each new comment in a new ro
these in her baby.

Be aware that mother may be non compliant
with medicines and prefer to breastfeed.

We welcome the recognition that ghservice
should extend through the whole of the first
year. Building on the work of the Family Nurst
Practitioner and the Healthy Child programme
should consideration be given to extending th
further until 2 or 2 % years in recognition of th
vulnerabilty of the family?

2S gStO02YS GKAa I RRA
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 psychotrop SRA OF (i A
requires specialist knowledge and
dissemination. Could this be coordinated
nationally? See later comment about using th:
yellow card system for building knowledge.
122,123&1.25

Support and decision making

We welcome this additional section.

There is no mention of fathers becoming
depressed in the postnatal period atite
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.

2 S | ANBS (wértians dielivered in &

5SSt 2LISNRa wSa
Please respond to each comment

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

Thank you for your comment. This guideline t
reviewed the role of the family, thearers and
partners in the treatment and the support of
women with mental health problems but it wa:
beyond the scope's remit to assess the father
or partners mental health on the mother.

Thank you for your comment. The guideline

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.
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Stakeholder Document

Breastfeeding

Comments

Please insert each new comment in a new ro

GAYSE@ YIYySNWE ¢KAA
association with 1.8 which is greyed out so we
are unable to comment but this is critical to th
management of acute mental disorders.

1.8 P45. Women who need inpatient care for
mental healh 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 he needs of the family to be given
priority.

1.791.7.13

Psychotropic medication and breastfeeding
We welcome this section and ask that the texi
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 Lactatiol
DatabasdlLactMed] or seek guidance from the
UK Drugs in Lactation Advisory Service.
Health professionals should discuss the bene
and risks associated with the prescribed
medication and encourage the mother to

5SSt 2LISNDRa wSa
Please respond to each comment

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

Thank you for your comment. The guideline
development group considers that its advice
reflects what is in recommendation 15 of Publ
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.

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.
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Order Section  Page Comments 5S@St 2LISNRa wSa
Stakeholder Document . :
No No No Please insert each new comment in a new ro Please respond to each comment
continue breastfeeihg, if reasonable to do so.
In most cases, it should be possible to identify
suitable medication which is safe to take durir
breastfeeding by analysing pharmokinetic anc
study data. Appendix 5 of the 'British
national formulary' should only be used as a
guide as it doesaot contain quantitative data
onwhich to base individual decisions.
Health professionals should recognise that
there may be adverse health consequences fi
both mother and baby if the mother does not
breastfeed. They should also recognise that it
may not be easy fohie mother to stop
breastfeeding abruptly andthat 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
breasfeeding women

Urge practitioners not rely solely on
manufacturers data on use in breastfeeding.

BfN DIBM service even has a recent example

I Y2GKSNJ 6SAy3 RSyYyAS

emotions released within therapy would be

RSUNRYSydl tR IS (12K yo3
Breastfeeding 7 NICE General 0 Consider a role focommissioned peer support| Thank you for your comment. The GDG did n
Network services feel the evidence for peer support was strong

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.
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Stakeholder SrEE Document SEEIR
No No

Breastfeeding 8 NICE General
Network
British Association 1 NICE General
for Counselling anc
Psychotherapy
British Association 2 NICE 1.4.3

for Counselling anc
Psychotherapy

Page
No

0

29

Comments
Please insert each new comment in a new ro

As part of the care of pregnant women with
depressiam 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.

BACP welcomes the developmentupidated
guidance on antenatal and postnatal mental
health and is grateful of the opportunity to
comment upon the draft update.

This section sets out the qu&mns practitioners
should ask of mothers to help identify
depression and anxiety:

G5dz2NAy3 GKS LIk ad Y2y
bothered by feeling down, depressed or
K2LJSt SaaKé

G5dzNAYy 3 GKS LI ad vzy
bothered by having little interésor pleasure in

R2Ay3 GKAYy3IaKE

G5dz2NAyYy 3 GKS LI &l Y2y
YSNP2dzAS | YEA2dza 2 NJ
G5dz2NAyYy 3 GKS LI &l Y2y
G2 &ad2L) 2NJ 02y (iNRt &

These are among the standard questions ask
to place patients withirdiagnostic scales, and
as such are commonly used to monitor patien
with known or seHpresented mental ill health

However, given that section 1.4.1 highlights tt

5SSt 2LISNRa wSa

Please respond to each comment
enough to make such a recommendation
Thank you for your comment. The GDG felt il
was necessary to have compreheresi
recommendations for women postnatally
regarding her treatment and the possible
effects on breastfeeding, please see
recommendations 1.9-81.9.11.
Thank you for your comment.

Thank you for your comment. As your
comment, and recommendation 1.5.1
highlights, women may be reluctant to disclos
problems due to stigma and fears about the
consequencesf disclosure. Based on these
considerations the GDG included in
recommendation 1.5.4 that the depression an
anxiety identification questions should be ask
as part of a general discussion about a woma
mental health, and as a result of stakeholder
comments and a reappraisal of the evidence,

i the emphasis and strength of this

recommendation has been amended so that
GKS 3ISYSNIft RA&OdzAa&A
mental health and wellbeing) is the primary
component and the healthcare professional
should consideasking these specific depressit
and anxiety identification questions as part of
this general discussion.

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.
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Stakeholder Order | bocument | Section | Page
British Association 3 NICE 1.6.2 34
for Counselling anc
Psychotherapy

Comments 5S@St 2LISNRa wSa
Please insert each new comment in a new ro Please respond to each comment
needtoa NS O23yAasS GKIFG ¢
mental health problem (or are worried that
they might have) may be unwilling to disclose
discuss their problem because of fear of stign
negative perceptions of them as a mother or
FTSENI GKFG OGKSANI ol o0&
these questions do not feel well designed to
elicit admissions of mentalistress among
those who have not yet disclosed psychologic
difficulty.

BACP would suggest that asking less formal,
specific and more conversational questions
would bring greater success in identifying
potential depression and anxiety among
mothers. Once this subject has been breache
more formal questions could then be asked.

'/t F3INBSa GKIF G dal f 1 Thankyou for this comment. This is an
health problems in pregnancynd the postnatal implementation issue and has been passed o
period should be delivered by competent to the NICE implementation support team.

LIN} OGAGA2YSNERE @

However, it is frequently not known to
healthcare practitioners that the Department ¢
Health, through the Centre for Workforce
Intelligence, has developed a set of required
standard for counsellors and other
psychological therapists in the NHS, namely:

w ai2 KI @S -yearyistodnis&R
full-time (or equivalent partime) psychological

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.
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Stakeholder Olildoer Document

Section
No

Page
No

Comments
Please insert each new comment in a hew ro
therapy or counselling training leading to a
gualification, certification or accreditatn
recognised by a relevant professional or
regulatory body

w a2 KIF@S | OKAS@SR
fulfils the requirements of the regulatory,
accrediting or professional body

w G2 0SS F YSYOSNI 27
regulatory body, and coirtue to fulfil any
accreditation or membership criteria, including
meeting requirements for continuing
professional and personal development, regu
supervision and codes of practice

w ad2 KIS 3FAYySR (K
experience required by the retatory or
professional body encompassing assessment
formulation, engagement, developing the
therapeutic relationship, using relevant
therapeutic interventions, working
collaboratively with clients, and working to en
0 KSNJ LI ¢

(BACP is among the professal bodies
recognised by the Department of Health in
relation to these standards, which all BACP
Registered Members and BACP Accredited
Members meet.)

5SSt 2LISNRa wSa
Please respond to each comment

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.

10 of 312



Stakeholder

British Association
for Counselling anc
Psychotherapy

Order
No

4

Document

NICE

Section
No

1.6.3

Page
No

35

Comments
Please insert each new comment in a new ro
We therefore suggest that the guidance shoul
make practitioners aware that such a definitio
exists, ad signpostiem to itq it can be found
in Improving Workforce Planning for the
Psychological Therapies Workforce (Centre fc
Workforce Intelligence, 2013) at
http://www.cfwi.org.uk/publications/improving
-workforce-planningfor-the-psychological
therapiesworkforce/.
While we are pleased to see that the guidanc
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.

Allowing2 weeks from referral to assessment
and a further month from assessment to
treatment means a mother in distress might
have to wait sixand-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 betwe
0KS Y2GKSNRa Oz2ydal O
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 firstreatment appointment, with

5SSt 2LISNRa wSa
Please respond to each comment

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

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.

11 of 312



Stakeholder Iy Document Sl
No No No
British Association 5 NICE 1.7.7 43
for Counselling anc
Psychotherapy
British Medical 1 Full General 2
Association

Comments
Please insert each new comment in a new ro
an appropriately faster response for a mother
experiencing a mental health crisis.
The draft update advises practitioners to:

G h ¥ T S Nowhb dhaveSpgstraumatic stress
disorder, which has resulted from a traumatic
birth, miscarriage, stillbirth or neonatal death,
high-intensity psychological intervention...in
line with the guideline on pogsraumatic stress
RAA2NRSNIE

We suggest that thguidance be amended suc
that all women who have had a traumatic birtt
or miscarriage, not just those who have alreac
been diagnosed with PTSD, are offered
counselling or a similar psychological
intervention, and also made aware that they
can take up th offer at any point.

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

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. The evidence
search did not identify any high quality
evidence for the effectiveness of higtensity
psychological interventions for women who
have had a traumatic birth or miscarriage and
do not have PT There was evidence for larg
effects associated with postaumatic 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 sdilame. These
inconsistent effects may be indicative of the
need for individualized information and suppo
following a miscarriage or a traumatic birth an
this was also a theme which emergedrfrahe
gualitative review of service user experience
(Chapter 6). Based on the quantitative and
gualitative evidence, and GDG consensus
opinion, the GDG recommended that women
who have had a traumatic birth or miscarriage
and wish to talk about their expemce should
be offered advice and support.

Thankyou for your comment. The membershij
of the GDG was consulted on during the scog
and deemed to be appropriate. Primary care
expertise was included with GP, midwifery an
health visitor representation.

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.
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Stakeholder

British Medical
Association

British Medical
Association

British Medical
Association

British Medical
Association

Order
No

Document

NICE

NICE

NICE

NICE

Section
No
General

General

General

General

Page
No
0

0

Comments
Please insert each new comment in a new ro
Resources required to implement the guidanc
should be identified. Although access to
psychological therapies is highlighted, this wil
be challenging due to low levels of community
psychiatric nurses and counsellors.
We would require more information as to how
the guidance should be implemented on a loc
level. The requirement to form multidisciplinar
working groups and stakeholders may be
considered too resource intensive, and may
lead to varying levels of implementation.
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.

The summary is currently 76 pages long, whic
is too lengthy to be user friendly. The aim of
the document is to assist clinicians and servic
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 healthdges are
mixed together, whiclis also confusing.

5SSt 2LISNRa wSa
Please respond to each comment
Thank you for your comment, your ccgrn has
been passed on to the NICE implementation
support team.

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

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 professior
have in recognising and monitoring the
g2YFLyQa YSydalrt KSIFfi
concerns about suspected child maltreatment
the advice is to follow local safaarding
protocols.

Thank you for your comment. The guideline
covers a wide range of mental health problemr
and a number of different clinical scenarios,
therefore the guideline is perhaps longer than
other NICE guidelines. The guideline covers t
decisions about startingnd stopping a
particular treatment in 1.3 (now 1.4.), becaust
for some women these decisions will be of
paramount importance. Where the
recommendations were disordespecific (for
example, which specific treatments to offer a

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.
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Stakeholder

British Medical
Association

British Medical
Association

Order
No

Document

NICE

Full

Section
No

General

254

Page
No

0

32

Comments
Please insert each new comment in a new ro

It would be useful to include the incidences of
illnesses and risk of relapse in a clear mamqel
this would help clinicians to place the
recommendations in context. The document
could then link each condition to the pages
where clinical dvice and recommendations ar:
found. In the context of a ten minute
consultation, this would provide a valuable
Wg2NJ Ay3a R20dzYSyidiQo

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

5SSt 2LISNDRa wSa

Please respond to each comment
pregnant woman with depressi, the
recommendations are contained in section 1.
(now 1.8) The GDG realises that this might nc
have been immediately obvious and to addre:
your concerns, the guideline has undergone
some restructuring in order to make it clear
how to navigate the daement (see
recommendation 1.1.2, which has been move
to the front of the guideline). Also, there will b
a NICE Pathway for this topic, which will be
launched at the same as the guideline, which
provide ease of navigation.
Thank you for your comment. The guideline
development group very much hopes that
guideline will prove to be valuable to G&wdl
other professionals. The NICE guideline
specifically lists the recommendations only, bl
the NICE Pathway, which will be published at
the same time as the guideline, will be a more
userfriendly version which will enable users t
find the information hey require as quickly as
possible, including recommendations for
specific mental health problems.
Thank you for your comment. Step 4 of figure
refersto severe depression and step 3 to
moderate to severe depressiohe GDG,
which included a GP, is aware that GPs often
care for patients with moderate to severe
RSLINS&aaAz2y odzi GKAa
experience and competencies. It will also be
more relevant for a woman who the GP know

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.
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Stakeholder Iy Document Section | Page
No No No
British Medical 8 Full General 0
Association
British Medical 9 Full Gereral 0
Association

Comments
Please insert each new comment in a new ro

The recommendations for medication use anc
for whom is clearer within the main document
and this should be used within the NICE
document.

Young mothers tde under the age of 16 need
to be considered in greater detail. These

5SSt 2LISNRa wSa

Please respond to each comment
well, who responds well to treatment and can
therefore be restarted on treatment, comparel
with a woman with a new severe presentation
who would usually be referred to secondary
care.
Thank you for your comment. The content of
the recommendations in the NICE and full
guideline arghe same, although the structure
is different. Because the guideline covers aw
range of mental health problems, some of
which may be treated by the same drug, the
decision was made to cover the decisions ab
starting and stopping a particular treatmein
section 1.4, because for some women these
decisions will be of paramount importance.
Where the recommendations were disorder
specific (for example, which specific treatmen
to offer a pregnant woman with depression),
the recommendations are contaiddn section
1.8. The GDG realises that this might not hav
been immediately obvious and to address yol
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 B moved to the front of the
guideline). Also, in the NICE Pathway for this
topic, which will be launched at the same as't
guideline, the linkage between sections will bt
clearer and the ability to navigate easier.
Thank you for your comment. A cross referen
to recommendations in section 1.4 of the

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
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0
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Comments
Please insert each new comment in a hew ro
children are very vulnerable, particularly in the
context of mental health issues, and are like t
need complex care arrangements.

Social influences are touched upon, and furth
expansion may be outside the remit of the
guidance, but lack of social support, financial
poverty and social isolation have a major impi
of the well being of these women.

GPs should normally not be expected to initia
or supervise prescribing of drugs not licensed
for use during pregnancy and breast feeding.

GeneralPatients from ethnic backgrounds ant
have communication problems due to lack of

5SSt 2LISNDRa wSa

Please respond to each comment
guideline on pregnancy and complex social
factors (NICE clinical guideline 110) to ensure
greater awareness for pregnant young womel
under 20 has been added to the
recommendationl.3.3.
Thank you for your comment, buti¢ guideline
development group considers that it has
covered social factors in so far as it can withir
the scope of the guideline (see the
recommendations on assessment in section 1
of the NICE guideline).
Thank you for this comment. The clinicians or
the GDG are aware that many GPs do regula
initiate antidepressaninedication 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.
wSO2YYSYRIOA2ya Ay
and interventions for matal health problems in
LINS3IylFyOe |yR GKS L
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 ipact on treatment, and that
all interventions for mental health problems in
pregnancy and the postnatal period should be
delivered by competent practitioners
Thank you for your comment. The experience
care for women from black and minority ethni
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British Medical 13 Full 3.5.1 44

Association

Comments
Please insert each new comment in a new ro
English or learning difficulties need to be
considered. These women are extremely
vulnerable and may be experiencing undeclar
abuse and coercion. A formal recommendatic
proposing that support workers and
interpreters must be included in the proposed
pathways of care.

The methodology states that no foreign

language research papers were reviewed. Th
a concern as it may cause a bias in the propo
management pathways. With other long term

5SSt 2LISNRa wSa

Please respond to each comment
groups, socioeconomic groups or asylum
seekers and refugees waivgn special
consideration due to the recognition that thes:
women may be particularly vulnerable (see st
guestion in review protocol, section 6.2.1).
Indeed, emerging themes from the qualitative
evidence review found that cultural difference
were perceved to create barriers to accessing
help and support, women from BME
communities described information and
support in the form of leaflets and insufficient
faceto-face communication in pregnancy and
South Asian women suggested a number of
service improverants, including verbal and
written information about depression in
pregnancy, information about services availat
and culturallyspecific support. The GDG wish
to ensure that culturally relevant information i
given to all women about mental health
problems in pregnancy and the postnatal peri
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 service:
(CG 136) that has recommendations tolime
an interpreter in the care pathway where
required
Thank you for your comment. The GDG
recognised that this approach had limitations
but due to time and resource constraints it wa
not possibé to include norEnglish language
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Page
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198

Comments
Please insert each new comment in a new ro
conditions there is variability in the
effectiveness and metabolism of medies
between different genetic groups. Itis also le
acceptable in many cultures to access talking
therapies.
The transfer from child and adolescent menta
health services and adult mental health servic
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 ameled to state
that child and adolescent mental health servic
or adult services assumes full responsibility fc
the duration of the pregnancy and postnatally
until the patient is stable.
Commissioners must ensure that patients whi
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 thraghout
pregnancy and post natal periods. NICE mus
be clear that this is not a role for GPs. Alerting
all clinicians to medications which should be
avoided is valuable.
We welcome the emphasis placed on the
importance of individualised trément 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

5SSt 2LISNRa wSa
Please respond to each comment
articles

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

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

Thank you for your comment. The choice of a
medical or surgical method of termination is
outside the scope of this guideline, although t
emphasis on the importance of individualised
treatment is captured by the recommendation

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
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Comments
Please insert each new comment in a new ro
for women undergoing TOPFA vailso be
linked to whether a woman has chosen a
medical or surgical method of abortion. In 201
a qualitative study by Kerns et al of women
terminating a pregnancy for fetal or maternal
complications found that decisions to undergc
surgical or medical alvbon were highly
personal and could affect how women recove
after ending a desired pregnancy. They
recommended that women should be offered
counselling about and access to both method
Choice of a medical or surgical method of
termination for TOPFA iglaocated in national
guidelines however research published by
Fisher et al in 2014 found just 8% of women i
England undergoing TOPFA were offered chc
of method.
We welcome the recommendation that wome|
with tokophobiashould be offered the

Section
No

Order
No

Page

Stakeholder
No

Document

Thank youdor your comment. Consideration of
delivery methods is outside the scope of this

British Pregnancy 2 Full 7.7.1.9 554

Advisory Service

opportunity to discuss their fears with a traine
medical professional. However, for women wi
tokophobia, the ability to choose the right birtt

guideline. Howevera crossreference to the
caesarean section guidance (CG 132) has be
added to the recommendation.

method and pain relief for them can also be
valuable, and it is important that their cloms
are not restricted on the basis of cost,
particularly in the case of elective caesarean
sections. Consequently, we would welcome tt
recognition of the importance of choice of birtl
method for women with tokophobia as part of
this guidance.

8.9.1.2 717 | We support the aim of this recommendation t¢ Thank you for your comment. The GDG were

British Pregnancy 3 Full
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Advisory Service
British 1 NICE General 0

Psychological

Comments
Please insert each new comment in a new ro
provide suitable medical treatment according
62YSyQad NBLINRBRAzOGA GBS
concerned that restricting valproate to all
women of future or current reproductive age
does not adequately support wosny Q &
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 discussic
of the risks and benefits of valproate and
alternative medications, a female patient
decides to take valproate, this decision shoulc
be supported and the patient should be offere
suitable contraception. The decision whether
not to continue or start this treatment should
ultimately rest with the idividual woman,
providing she gives informed consent.

It would also be helpful if NICE could provide
further explanation for the change in policy
FNRBY GKS HnnT 3JdZARFEY
should not be routinely prescribed to women ¢
child-bearingpotential. If there is no effective
alternative, the risks of taking valproate during
pregnancy, and the importance of using

I RSljdzr 6 S O2y G NI OSLI A
(Section number 1.4.1.14)

There are two major key points of feedback
detailed further below:

5SSt 2LISNRa wSa

Please respond to each comment
concerned that pescribing 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 1
harm, the consensus judgement was that thel
were grourds 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 lotgym
treatment). The MHRA are also currently
leading a revievon valproate due to new safet
data.

Thank you for your comment. We agree that ¢
health professionals should tailoo tlient need;
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1) For complexity of issues in perinatal menta
health care highly trained psychological
therapistswith 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 i
underestimated and baskon 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.

5SSt 2LISNDRa wSa
Please respond to each comment

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
at a le\el beyond 'protocol driven
AYGSNIBSyGtAz2yaqQed 2S5 K
1.71. 1.7.2 for staff to be aware of variations i
the presentation and the course of the disorde
and the need for effective support and
supervision.

In response to your commentegarding 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
hQl F N} ovHnmnO 6KAOK
prevalence figure was pubtied after
submission of the guideline. We have now
added the estimate from that metanalysis to
chapter 2 of the full guideline. The GDG did n
feel that assessment of PTSD should be
prioritised for further research as the limited
data available did nasuggest 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 recommendatior
for psychologickinterventions for moderate to
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Comments
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All the references to psychological treatment
refer to seltdirected 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 approacl
adopted by high intensity workers has on
occasion resulted in misdiagnosis e.g.
Postpartum psychosis being misdiagnosed as
birth trauma, severe OCD being misdiagnose:!
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.
Time limited CBT as delivered by High Intens|
workers has not been shown to be effective ir
perinatal population of women from diverse
cultures with complex canorbid psychological
conditions complicated by familyynamics as
presenting in inner city services. The NICE
version appears to overstate the applicability.
addition, High Intensity CBT for severe mater!
bonding disorders, as opposed to attachment
disorders, has not been demonstrated to be
effective ofCBT to populations where it has nc

5SSt 2LISNRa wSa

Please respond to each comment
severe anxiety disorders in pregnancy, which
includes PTSD.
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 (
evidence direct from high intensity
interventions in pregnancy where there was
evidence 6 effectiveness and in other cases tt
expert opinion of the GDG that it was
appropriate to draw on evidence from nen
pregnant populations. We also offer advice or
assessment and diagnosis which we think
directly address the concerns you raise.

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 n
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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Comments
Please insert each new comment in a new ro
been fully evaluated.

Overall, the Society believes that this version
does not fully address the perinatal populatior
being seen bylinical Psychologists in
community and inpatient setting across the Ul
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.

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 interventionshould be
advised to minimise the risk to the foetus. For
SEIFYLX S hQl Il NyQa 2N
psychological treatments rather than
antidepressants should be available and
recommended. If pharmacological treatment i
already ongoing then the issue is mommplex.
The Society, therefore recommends
disaggregating this recommendation to deal
with these two different scenarios.

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

5SSt 2LISNRa wSa
Please respond to each comment

raise. We did not find any high quglievidence
for maternal bonding disorders and no
recommendations are made for these
disorders.
Thank you for this comnme. We disagree and
think that the guideline does point to the best
evidence for effective psychological
interventions across the range of disorders ar
the need to tailor the interventions to the
needs of the women, the nature of the disorde
and the conéxt in which she is treated. (see
recommendation 1.7.1)
Thank you for your comment. The GDG
considered this recommendation and felt that
did capture the higher threshold for starting
phamacological treatments in pregnancy. The
advice for pharmacological treatment that is
established prepregnancy is covered under thi
individual drug sections

Thank you for your comment. As your
comment, and recommendation 1.5.1
highlights, women may be reluctant to disclos
problems due to stigma and fears about the
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Psychological
Sociey

Comments
Please insert each new comment in a new ro
psychological problems might lead to the
involvement of social services and perhaps th
child being taken inteare. This fear remains
an influence, as does shame and guilt. We
believe that it is essential that mothers trust tr
person asking the questions and be reassure!
that any disclosed illness will not result in thei
child being taken away. We cited a reface in
the last consultation. A suggestion for a third
jdzSadAz2yyY a22dAZ R &2dz
support or advice to help you feel better at thi:
0AYSKE I 3ISYSNIf |dz
about symptoms, might optimally result in a
usefuldiscus A2y | YR ARSY (A
distress. Consider also the stigma against
mental iliness. A general question avoids this.
The stigma and difficulty of disclosure is well
evidenced by panel members themselves:

Reference:

Jones, | and Shakespeald2014). Postnatal
depression. BMJ, 349:945000.
doi:10.1136/bmj.g4500

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 apprais
issues are key and normal birth can be

5SSt 2LISNDRa wSa

Please respond to each comment
consequences of disdare. Based on these
considerations the GDG included in
recommendation 1.5.4 that the depression an
anxiety identification questions should be ask
as part of a general discussion about a woma
mental health, and as a result of stakeholder
comments anda reappraisal of the evidence,
the emphasis and strength of this
recommendation has been amended so that
0KS 3ISYySNIf RAaOdzaaAa
mental healthandwellbeing) is the primary
component and the healthcare professional
shouldconsiderasking hese specific depressio
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
guestions') about the need for help had
conclusive benefit, and resulted in poor
discrimination between truaegative and false
negative cases which may lead to an increast
risk of depression being missed or lost to
follow-up.
Thank you for your comment. The
recommendations on traumatic birth are
intended to apply tdboth women who have
experienced a traumatic delivery due to
physical birth complications but also women
with an obstetricallynormal delivery who
experience it as psychologically traumatic.
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Please insert each new comment in a new ro
SELISNASYOSR & GNJI dzy
al, 2014). This issue is not currently covered.
Simple questioning about birth experience
needs to be routine with follow up tailored to
responses.

Reference:

h Q 5 2 yARdn Baffick, Creedy, Dawe an
Devilly (2014) Predicting post traumatic stress
disorder after childbirth. Midwifery
http://dx.doi.org/10.1016/j.midw.2014.03.011

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 medicatior
The Society believes that this should be
amended. The guidance is writtgrith an
acceptance of pharmacological treatment as

5SSt 2LISNRa wSa

Please respond to each comment
However, to make this more explicit a definitic
of traumatic birh has been added to the
guideline.The recommendation that women
who have had a traumatic birth and wish to ta
about their experience should be offered advi
and support applies to both groups of women
Recommendation 1.6.1 also recommends tha
assessmet 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
G261 NRa (GKS LINB3IYyIlIyO
experiece of pregnancy and any problems
experienced by her, the fetus or the baby and
trauma.

The paper referenced in the comment,
hQs52y2@Fy SO Ff® O0HnN
identified by the search as it was published
post-consultation. It would also not haween
included as prediction of mental health
problems in pregnancy or the postnatal perioc
was outside the scope of this guideline.
Thank you for your comment with which we
agree.Please see NICE recommendati.2.2
for the change.
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the norm and minimising risk from this. We
believe that the most effective way to minimis
risk is for the guidance to promote a major sh
in thinking to recognise that where women are
of childbearing ag and where there are
interventions with equivalent effectiveness
then psychological rather than pharmacologic
interventions must be advised to minimise the
risk to the foetus.
The Society recommends that a qualifier couli Thank youor the comment. Your suggestion
be added to the end of the first bullet point to | has been added to the recommendation.
read:

G5Aa0dzaa GNBFGYSyd
any particular concerns the woman haisout
the pregnancy or the baby and provide
information to the woman, and if she agrees
her partner, family or carer, about:

w YPOaKS ftA1Ste o0SYySTaA
interventions and psychotropic medication for
Y2U0KSNJ YR dzyo 2Ny OK!

2S g2dz R NBO2YYSyYyR | Thankyou for your comment. The GDG felt it
parentA Y F I yi YSyidl f KSI | importantnotto be too prescriptive and
areas of the country expertise lies within perinatal specialists wdd have breadth of
CAMHServices for early intervention with expertise.

maternal mental health particularly in the

absence of perinatal services and this may nc

be seltevident.

There have been major advances in Thank you for your comment. We agree and
incorporating psychological methods into this is reflected in recommendation 1.8.19
interventions for psychosisee the NICE
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Comments
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guidance on this. We would recommend that
these be incorporated into perinatal care for
women with psychotic difficulties.
The Society believes that assessment needs |
include whether a birth has been experienced
as traumatic and whether this is continuing to
affect a woman.
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 specif
that they should have received a rivimum of
training of a day per year and demonstrated
contemporary knowledge through use of an
online assessment.
The Society believes that interventions need t
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 62 YI y Qa
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 car
tailor to the needs of woman and their families
in a creative way. This may mean having the
ability to use cognitive methods with

5SSt 2LISNRa wSa
Please respond to each comment

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

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

Thank you for this comment. The
recommendation suggests using manual(s) tc
guide practice this is what we would expect al
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 priocols are unlikely to
be the best way of facilitating the engagemen
so critical in this sort of work. For example, at
some points, a woman may not have the focu
to engage with CBT or the approach may not
with her beliefs about aetiology thereby
reducing the potential for effective
engagement. In addition psychological
treatment for women with complex
psychological presentations (e.qg. birth trauma
OCD and depression and a bonding disorder
occurring in the context of historical or currer
abuse) havenot yet been annualised therefore
clinical psychologists working with these
women are unlikely to work to a manual in the
manner suggested in this statement. Treatme
adherence to manuals when working with
complex presentation is not appropriate.

One vay of addressing this issue is to include
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 nee( Thank you for this comment. As set out in our
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to be the first line of intervention not
pharmacology because of foetal health risks

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

The Society welcomes the fabat the impacts
of traumatic births are highlighted. However,
we believe that there needs to be a process fi
identification and ongoing monitoring and
intervention for traumatic symptoms during
LINSE3Iylyode 6{SS hQ 52
previous traumait deliveries. This may have
implication for raising awareness and training
for midwives to enquire and/or notice such
symptoms and for the provision of interventios

Reference:

hQ 52y20Lys | f02Ny=:
Devilly 2014) Predicting postiumatic stress
disorder after childbirth. Midwifery
http://dx.doi.org/10.1016/j.midw.2014.03.011

5SSt 2LISNDRa wSa
Please respond to each comment

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
Thank you for your sament. The literature
search did not identify any high quality studies
assessing the efficacy of psychosocial
interventions for sleep problems and insomnig
in pregnant women.
Thank you for your comment. The GDG took
view that trauma symptoms during pregnancy
as a result of a previous traumatic delivery
should be conceptualisesks part of a
presentation of postraumatic stress disorder
(PTSD) and therefore treatment should be
informed by existing NICE guidance on PTSC
There was no evidence for the validation of
specific identification instruments for PTSD ot
trauma in pregnancyand the PTSD guideline
does not recommend any specific screening
instrument. Therefore the GDG judged that th

1 use of the GAR2 questions was a reasonable

extrapolation for pregnancy and the postnatal
period. In addition, a recommendation has
beenaddeddh Mm®p dov G2Y Y. S
prevalence and underecognition of anxiety
disorders (including GAD, OCD, panic disorde
LIK20AFX t¢{5 FyR a20
Recommendation 1.6.1 also recommends tha
assessment and diagnosis of a suspected

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.

29 of 312



Order

Stakeholder
No

Document

British 18
Psychological
Society

NICE

British 19
Psychological
Society

NICE

Section
No

1.7.7

1.7.14

Page
No

43

45

Comments
Please insert each new comment in a new ro

We believe that the following should be addec
F2N) Of F NAGey GLyYyGSN
by specialist stafftat have specific knowledge
2F GKS YFLGSNyAGe Ozy
The Society believes that blanket reassuranc
may not be appropriate. For example, in case
where mental health problems occur within th
context of broader based marital relationship
problems such as domestic violence. Mother
baby relationship difficultis may arise and be
stark or hidden in pregnancy or postnatally
when the pregnancy was unplanned, conceivi
in the context of DV etc, or otherwise is
untimely. Blanket advice to reassure that the
mother-infant relationship will improve
following treatment 6r mental health problems
is not accurate and should be amended

5SSt 2LISNRa wSa
Please respond to each comment

mental heath 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
G261 NRa (GKS LINB3IYIlIyO
experience of pregnancy and any problems
experiened by her, the fetus or the baby, and
trauma. The paper referenced in the commen
hQ52y 2@ty S Ff® oun
identified by the search as it was published
post-consultation. It would also not have been
included as prediction of mental hitla
problems in pregnancy or the postnatal perioc
was outside the scope of this guideline.
Thank you for this comment. We have
addressed this issue in recommendation 1.7.’

Thank you for your comment. In response to
@2d2NE YR 20KSNJ adl
recommendation has been amended.
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Stakeholder Document
No
British 20 Full
Psychological
Society

Section
No

2.3.2

Page
No

25

Comments
Please insert each new comment in a hew ro
accordingly.
These coments in this box all relate to post
traumatic stress and so have been collated fo
ease of use.

The information on post traumatic stress
disorder included is now outdated being base
2y htRSZ HnncQa NBOA
better large sample longidinal studies. The
estimate of 1.5% PTSD relating to childbirth ¢
6 months is likely to be incorrect e.g. see Alcc
et al (2010) in a large sample high quality stuc
who found 3.6% full PTSD related to childbirt
at 6 months . Equally a recent metartidy
review in Clin Psy Review estimates rates of
3.1% across community samples( ie non
targeted postnatal women) in studies
considering rates-118 months postnatally
where symptoms relate specifically to childbir
ODNBT1AY YR hQléthe =
figures and the extent of the problem that is
utilised in this review are outdated. PTSD afte
childbirth is 36 times more common than for
example puerperal psychosis.

References:
Olde, E; van der Hart, O; Kleber, R; et al. (20(
Posttraumatic stres following childbirth: A
review. Clinical Psychology Review. 26(1)61
DNBlAYyZ wod 3

hQl | NF X

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your commentWhere possible,
we have used systematic reviews as a source
for epidemiological data discussed in the
introduction of the full guideline (Chapter 2).

| 26 SOSNE GKS DNB1AY
published aftersubmission of the guideline. Wi
have now added the estimate from that meta
analysis to the full guideline.
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Order Section  Page Comments 5S@St 2LISNRa wSa
Stakeholder Document . :
No No No Please insert each new comment in a new ro Please respond to each comment
and Risk Factors of Postpartum Posttraumatic
Stress Disorder: A Metanalysis, Clinical
Psychology Review, doi:

10.1016/j.cpr.2014.05@3

K. L. Alcorn, A. O'Donovan, J. C. Patrick, D.
Creedy and G. J. Devilly (2010). A prospectiv:
longitudinal study of the prevalence of
posttraumatic stress disorder resulting from
childbirth events. Psychological Medicine, 40,
18491859; doi:10.1017/S002391709992224

British 21 Full 5.3.8. 140 p140-149 Thank you for your comment. See the glossai
Psychological 5.3.8 And 5.4.84Assessment of suspected | in the NICE guideline p. 17for the definition of
Society mental health problems in pregnancy and trauma which irludes the experience of

postnaial recommendations need to routinely | childbirth.
incorporate assessment of response to

childbirth in terms of experience of trauma an

then provide followup.

British 22 NICE 2,5 50 We believe that information is needed on Thank you for youcomment

Psychological effective ystems for doing this and thi&hould

Society to be urgently included in the research
recommendations.

British 23 Full 7.5.15 458 The Society believes that interventions for Thank you for your comment. As you correcth

Psychological depression after traumatic childbirth is very | identify, the evidene for posttraumatic birth

Society limited and of low quality. Therefore further | counselling is limited, of low quality and revee
work may change recommendations (one inconsistent effects. These inconsistent effect
included of low quality). This is the same for | may be indicative of the need for individualize
interventions for PTSD which indieat information and support following a miscarriag
improvement in symptoms and in quality of lifc or a traumatic birth and this wsalso a theme
but increase in self blame. The quality of which emerged from the qualitative review of

evidence is low and clear recommendations | service user experience. Based on the
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British
Psychological
Society

British
Psychological
Society

Order
No

24

25

Document

NICE

NICE

Section
No

2.5

1.7.14

Page
No

50

44

Comments
Please insert each new comment in a new ro
cannot be made but we urgently need researc
on this.

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

Improvements in the mothebaby 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 parenfant
mental health services, somgtes linked to
CAMHS.

Reference:

Center on the Developing Child at Harvard
University (2009). Maternal Depression Can
Undermine the Development of Young Childre

5SSt 2LISNDRa wSa

Please respond to each comment
guantitative and qualitative evidence, GDG
consensus opinion, and existing NICE guidan
on PTSD (CG 26), the GDG recommended th
women who have had a traurtia birth or
miscarriage and wish to talk about their
experience should be offered advice and
support
Thank you for this comment. We have include
PTSD in the list of anxiety disorders in the
recommendation

Thank you for your comment. Ti@&DG 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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British
Psychological
Society

British
Psychological
Society

Central & North
West London NHS
Foundation Trust

Order
No

26

27

Document

NICE

Full

NICE

Section
No

1.7.15

8.9.1.49

111

Page
No

45

726

16

Comments
Please insert each new comment in a new ro
Working Paper No. 8.
http://www.developingchild.harvard.edu
This is quite a big ask of the sort of local servi
that are currently configured. To have practice
value, this recommendation would need to gi\
guidance on the sort of tools/approaches that
midwives, HVs andthers should employ eg.
Minding the Baby programme (Sadler, Slade
and Mayes, 2005)

Reference:

Slade, A., Sadler, L., De Bienn, C., Webb, D.
CurrierEzepchick, J., Mayes, L (2005) Mindin
the baby- A reflective parenting program,
Psychoanalytic Stly of the Child, 60, 7400

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.

9aLIAS / ! Sunndd a{i
technology solution for delivering Cognitive
Behavioral Thepy as a first line insomnia
treatment. 32(12):15494558.

/| dZNNBy Gt e od#Zf £t SG LI2A
problem and its treatment might affect the
woman and the foetus or baby. [new 2014]
OMPMDPMB &

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. Recommendati
1.9.12has been amended to provide greater
specificity around what an assessment of the
mother-baby relationship should include (verb
interaction, emotional sensitivity and physical
care). However, specifying who should
complete this assessment was not considerec
appropriate as it will depend on the individual
and their contact with services. The paper yot
reference would not have been identified by
our search as it does not meet studgsign
criteria (RCT or SR for intervention efficacy) ¢
date restriction (posR006 as this guideline is
an update)

Thank you for your comment. The literature
search did not identify any high quality studie:
assessing the efficacy of psychosocial
interventions for sleep problems and insomnit
in pregnant women. Ege (2009) would not
meet the study design eligibility criteria for thit
review. Therefore, the GDG did not feel able 1
make any more specific recommendation for
psychosocial interventions aimed at sleep
problems

Thank you. In this context the GDG means
treatment (or lack of) more generally not
specifically pharmacological interventions.
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Stakeholder

Central & North
West London NHS
Foundation Trust

Central & North
West London NHS
Foundation Trust

Order Document Section
No No
2 NICE Key
prioritie
S
3 NICE Key
prioritie
S

Page
No

10

10

Comments
Please insert each new comment in a new ro
LX S-rasS FYSyYyR (2 Y G

problem and its pharmacological treatment
might affect the woman and the foetus or baby
OYySé HAMNB OMPMDPMB €
Key priorities & 1.2 (p16ff)

G/ 2yaARSNI A2y aé o dz
made here, or elsewhere in the guidance as t
written support material to give to patients. Or
the fact that we should give them such materi
in order to carefully decide anaiake informed
decisions.

Would be good to see reference made to UK
http://www.uktis.org/ and the BUMPS (Best
Use of Medicines in Pregnancy) website whic
is specifically for patients
http://www.medicinesinpregnancy.org/ .
YSe LINAZ2NARGASE YR ™
not offer valproate to treat a mental health
problem in women of present and future
OKAft ROSIFNAY3I LRGISYyGA
This is worded too strongly to be realistic, or t
give clinicians or patienthi¢ 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 accep
these risks than the far greatéikelinood of
other risks or side effects with olanzapine
(weight gain) and lithium. So when a fully
informed pt understands and accepts the

5SSt 2LISNRa wSa
Please respond to each comment

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

Thank you for your comment. The GDG were
concerned that prescribing practices of sodiur
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 fi
harm, the consensus judgement was that thel
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 loterm
treatment).
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Stakeholder SrEE Document Section
No No
Central & North 4 NICE 1.2

West London NHS
Foundation Trust

Page
No

16

Comments
Please insert each new comment in a new ro
teratogenic risk, or currently has no intention «
getting pregnant (eg on contraceptive depot),
then clinicianshould be allowed to prescribe
valproate. There are other times when
valproate may be used acutetyeg during an
admission for mania. The decision to continue
this (or not) is then made at a later date. But t
explicitly tell prescribers that they cannose
valproate in women of child bearing potential,
entirely removes one very effective antimanic
treatment form the options for admitted manis
women, this is not in the interest of this
population, is not evidence based, or consiste
with other guidelins and bout the acute
treatment of mania.
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
NBIljdZA NSER Ay 2NRSNJ G2
risk of malformations is increased by some
psychotropic drugs, but the difficulties in
assessing the risk with medication in pregnan
for psychiatric illness inatle the paucity of dats
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
AftySaa AdasSt T oe

G¢CKSNE Aa | o0l Ol ANRdz

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for this comment. This level of det:
is too much to be incorporated into a
recommendation. The harm data is reviewed
chapter 8 of the full guideline where the
baseline risk is considered (relative risk effect
estimates [OR] and absdé risk difference
between exposed and unexposed groups) an
the limitations of this evidence in terms of
potential confounders and the level of
uncertainty has been discussed in some deta
in the linking evidence to recommendations
section of this chagr in the full guideline (see
section 8.8.2)
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Section
No

Page
No

Comments
Please insert each new comment in a new ro
malformations of between 2 and 4 in 100 and
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 mente
disorder. Treatment can reducedlrisk, but
some psychotropics may increase it. Other
factors other than drug treatment may also
increase the risk of malformations e.g. blood
relations marriages.
w ¢CKS LRGSYGAlFt NRA
medication(s) prescribed.
w ¢ KS afr@gtongiFinchased by
some psychotropic drugs, but is often difficult
to quantify because of the limited datal. The
prescriber should acknowledge the uncertaint
surrounding the risks with drug treatments.
w 5FaF F2NJ YIye RNIx3
feeding are derived from small studies, case
reports, case series or from preclinical studies
animals (where extrapolation of such studies
into human pregnancy is difficult).For more
established drugs sometimes larger studies a
available, lendinga more confidence in the risl
assessment, e.g. certain tricyclic
antidepressants (TCAs) for depression.
w LG A& AYLRaarofS
WAl FSQ Ay LINB3IylLyoOe
conduct the randomised placebmntrolled
trials that woutl be necessary to prove the
point.

5SSt 2LISNRa wSa
Please respond to each comment
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Central & North
West London NHS
Foundation Trust

Central & North
West London NHS
Foundation Trust

Document

Comments
Please insert each new comment in a new ro
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 breasteding are
a0l Ay 3 dé
CKSNBEQa y2k@SNE fAGO
about the general principles of balancing the
decision and what to tell the mother. Please
add thefollowing:

G¢NBIFGYSyd RSOAaAA2Y A
breast feeding should always be made on a
caseby-case assessment. Treatment decision
should be made using the mosttip-date
evidence.

The potential risks of the maternal medication
on the fetus/infat should be balanced against
the risks of leaving the psychiatric illness
untreated or inadequately treated when makir
GKAA RSOAAAZY DE

| cannot see prescribers responsibilities
explicitly stated i would have thought this is
important, please add:

G¢CKS FTAYLFf RSOAaAAZ2Y
individual patient remains the clinical
NBalLlR2yairoAtAde 2F (K
And:

Gt NEaONROGSNE &aK2dzZ R
for medication treatment during pregnancy an
breast feeding. The severity of the mental

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. However, the
GDG felt that these points were captured by
existing recommendations (see 1221.4.2
1.4.7,1.4.101.4.17)

Thank you for your comment. The coordinate:
care recommendations have been amended i
response to stakeholder comments and
recommendation 1.3.5 now recommends that
an integrated care plan is developed for a
woman witha 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 fo
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Central & North
West London NHS
Foundation Trust

Central & North
West London NHS
Foundation Trust

Order
No

7

8

Document

NICE

NICE

Section
No

1.2

1.2

Page
No

16

16

Comments
Please insert each new comment in a hew ro
health iliness is an important parater to take
GKA&E Of AyAOlLf RSOA&A

| cannot see any general principles about the
physiological changes in pregnancy. This
understanding is necessary iagnforms the
treatment decisions.

tfSFHaS I RRY at Keaazt
pregnancy include increased glomerular
filtration rate and expansion of plasma volume
which subsequently return to prpregnancy
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 gestatiol
Any increases made during pregnancy sho@c
reduced again either near to term, or soon aft
delivery. Dose changes where possible, shou
be guided by maternal therapeutic drug
Y2YAU2NRY I DE

General advice re teratogenicity would be
helpful in guiding prescribers in what to do an
what to tell the mothers: eg.

§5NHz3a OFy LRGSYGAlf
any stage in pregnancy. Exposure to a teratog
in the first 3 months is more likely wause
structural

Malformations, exposure after the first
trimester is more likely to cause growth defec

5SSt 2LISNRa wSa

Please respond to each comment
coordinating the integrated care plan, the
schalule of monitoring, providing the
interventions and agreeing the outcomes).
Thank you for your comment. Recommendati
1.7.1 outlines the general principle that all
healthcare profesgsnals providing assessment
and interventions for mental health problems
pregnancy and the postnatal period should
understand the variations in their presentatior
and course at these times, how these variatio
impact on treatment, and the context in wdh
they are assessed and treated. There are alst
specific recommendations to check lamotrigin
(2.4.32) and lithium (1.4.34, 1.4.37) levels
during pregnancy and into the postnatal perio

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 G felt that given the uncertainty

inherent in the data, in particular problems wil
confounding variables, it is more important fol
prescribing healthcare professionals to keep t
to-date with the evidence on harms rather tha
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Central & North 9 NICE 1.3 18

West London NHS
Foundation Trust

Comments
Please insert each new comment in a new ro
The embryo is most vulnerable to teratogens
during the embryonic phase from days 18 to £
when the cells differentiate and the major
organs are forrad The risk of exposure to a
teratogen can differ among individuals. Not al
TSGdzaQ ¢gAff 0S I FFSO
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 occ
Teratogenic effects are usually dedependent
and the dose response curve is steep i.e. a sr
increment in dose can result in a large increas
in fetal toxicity. For exampline incidence of
neural tube defects with sodium valproate ma
be doseNB f | 4§ SR¢ @
p18-29
1.3 and 1.6 (p340)

Re drug treatment. In general | did not find thi
document easy to navigate. Mostly because 1
and 1.6 did not seem to be distinct enough frc
each other, yet were separated. Meing 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.€
should give the more detail advice. However
currently 1.3 goes into a lot of specific detail i.
the whole of 1.316¢ 1.3.39. This would better
sitin 1.6, with further details added.

5SSt 2LISNRa wSa

Please respond to each comment
rely on what may become outtled estimates
of risk. Recommendatiork2.2, 1.4.21.4.7 and
1.4.101.4.17,1.4.201.4.21, and 1.4.34 are
concerned with considering and discussing ri¢
Recommendation 1.2.3 recommends that
valproate should not be offered for acute or
longterm treatmentof a mental health
problem in women of childbearing potential.
CKAA WR2 y20Q 2FFSNJ
on the basis of concerns about harms so
outlining doseresponse curves for this drug
were not considered necessary or appropriate

Thank you for your comment. Because the
guideline covers a wide range of mental healt
problems, some of which may be treated by tl
same drug, the decision was made to cover tt
deckions about starting and stopping a
particular treatment in 1.3 (now 1.4.), becaust
for some women these decisions will be of
paramount importance. Where the
recommendations were disordepecific (for
example, which specific treatments to offer a
pregnantwoman with depression), the
recommendations are contained in section 1.l
(now 1.8) The GDG realises that this might nc
have been immediately obvious and to addre:
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Central & North 10 NICE
West London NHS
Foundation Trust
Central & North 11 NICE

West London NHS
Foundation Trust

Section
No

1.3.13

1.3.13

Page
No

22

22

Comments
Please insert each new comment in a new ro

HYR o0dzZ £ SG LRAYG OdzN
effective dose (this is particularly important
when the risks of adverse effects to the wome
fetus andbaby may be dose related), but note
that subtherapeutic doses may also expose tt
FSildza (2 NRalaa

agrelRX 0 dzi LJX S lusefhe bwesy
effective dose to achieve remission of matern
psychiatric symptoms. This is particularly
important when the isks of adverse effects to
the woman, fetus and baby may be dose
related. However, doses so low as to constitu
ineffective treatment (i.e. suttherapeutic) may
I fa2 ySSRfSaate SELR
1.3.13,1.6.6,1.6.7, 1.6.8nd bullet point, 1.6.9

Both here and numerous places further on in
GKS R20dzySyid Al dzaSa

YR GKS LRadylrdlt LIS
ho@Az2dzate GKS aLlRady

breastfeeding, but it would bbetter to make
this explicit. The use of medicines in a

5SSt 2LISNRa wSa

Please respond to each comment
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 move
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 clearenc
the ability to navigate easier.
Thank you for your comment. The
recommendationhas SSy NBJA aS|
that subtherapeutic doses may also expose tl
fetus to risks and not treat the mental health
LINEOfSY STFTSOGADSteEQ
development group thinks is clearer.

Thank you for your comment. We have now
made this explicit in 1.4.5.
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12

13

14

15
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NICE

NICE

NICE

NICE
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1.3.19

1.3.19

1.3.23

1.3.29

Page
No

25

25

26

27

Comments
Please insert each new comment in a new ro
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.
1.3.19 and 1.3.20 Then 1.6.24
There are just 2 points about benzodiazepine:
But no mention at all here about other
hypnotics. And the only section about sleep
OmMdcdunOR2SayQia Gl
tKSaS R2y Qi FTAG oSt f
and do not reflect other national guidance (eg
BAP).

1.3.19 and 1.3.20

These two points make rdifferentiation
between the odd occasional use of a single di
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 andequire different management
plans.

GPPPP2FFSNI I RAFFSNE
OKIy3aS (2 aovddd2 FTFSN
FydALA&@OK2GAODE

And 1.3.30

5SSt 2LISNRa wSa
Please respond to each comment

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

Thank you for your comment. The
recommendation does make a distinction
betweenlongi SNXY | yR | Odzi S
short-term treatment of extreme anxiety and
FIAOGFGA2yQ A& | RRSR
notoffertlSy T 2 RALFT SLIAYy SaxQ
There was no efficacy data on benzodiazepin
to treat sleep disorders or insomnia in
pregnancy so there are no grounds for includi
sleep as an exception in this recommendatior
Thank you we have made specific reference t
prolactin sparing medication in
recommendation 1.4.22.

Thank you for your comment, but the guidelir
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West London NHS
Foundation Trust
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West London NHS
Foundation Trust

Order
No

16

17

Document

NICE

NICE

Section
No

1.3.32

1.3.35

Page
No

27

28

Comments
Please insert each new comment in a new ro
G ROAEAS KSNJ G2 3INI Rdz
Again there is no sense of balancing risks in t
instructive. What if is best that she should sta
on valproate in order to stay well? What if any
other drugs are less aeptable to her, or she
will refuse to take? Please also see comment
above re Key priorities on page 10 and 1.13 ¢
page 16
No acknowledgement that teratogenic effects
are dose related, and advice about how to us:
valproate when necessary eg twice daily idgs
use Modified Release preps to avoid peaks al
troughs etc.
There no text to show prescribers that they
need to balance of the chance or relapse (anc
the impact that has on a foetus) versus the
chances of teratogenicity.
Furthermore 1.3.30is not cong&nt within

AlAaStFTo LG GStfa LINB
Gt LINRFGSP ' yR aiGl 1S
0SYSTAGA 2F 20GKSNI RN
STFFSOGAGSkOlLIyQli oS

previously. We have then left the patient
without any drug. | dabt this is what you
intended this section to mean.

Please qualify that the lamotrigine being
RAa0OdzaaSR KSNB Aa afF
This section on lithium is phrased nicely and
realistically. Could we please have the same
approach with valproate? Both are teratogenit

5SSt 2LISNDRa wSa
Please respond to each comment
development group wished to be robust abou
valproate because poor neurodevelopmental
outcomes result from exposure to valproate
throughout pregnancy.

Thank you for your comment, but in the conte
of a guideline on mental disorders this was nc
consideredhecessary.

Thank you for your comment. The GDG were
concerned that prescribing practices of sodiur
valproate for women of childbearing age
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18

19

Document

NICE

NICE

Section
No

1.6.18ff

1.6.19

Page
No

38

39

Comments
Please insert each new comment in a hew ro
both should equally be avoided jpmegnancy
and breastfeeding, and both have additional
(separate and different) postpartum
complications.

This section needs some general principles
added. ieto balance the realistic immediate
needs of both the mother and unborn child in
order to stay safe, versus technical longer teri
potential risks of using medicines.

And to add that in principle a pregnant womar
with an acute episode fo mental health éiss
should be treated as per the principles of NIC
guidelines.

The exact details will be dependent on the
patients history of response to medicines, the
severity of her current situation and the risks 1
the baby incurred by her current mental state.
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 guideline
le she should also be offered a mood stabilise
(even as a short term meas)jrand this may
include valproate if she is not in the first

5SSt 2LISNRa wSa

Please respond to each comment
remained higher than wald be expected if
existing NICE guidance was being followed.
Based on GDG concerns about the potential 1
harm, the consensus judgement was that thel
were grounds to strengthen the valproate
recommendations that were made in the
previous 2007 guidelin&his was also
consistent with recommendations made in the
bipolar guidance (for both acute and lotgym
treatment).
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 spific mental
health guidelines, and modify them according
to the advice set out in the Antenatal and
Postnatal Mental Health guideline.

Thank you for your comment. The NICE
guideline has undergone some restructuring t
make it clear from the outset that healthcare
professionals should consult specific mental
health guidelinesand modify them according
to the advice set out in the Antenatal and
Postnatal Mental Health guideline. But it shou
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20

21

22

23

Document

NICE

NICE

NICE

NICE

Section
No

1.6.21

1.6.21

1.6.22

1.6.23

Page
No

39

39

39

39

Comments
Please insert each new comment in a new ro
trimester, a/or a benzodiazepine (as a short
term measure). The exact choice of medicine
gAft 0SS RSLISYRSyl 2y
response to medicines, the severity of her
current situationand the risks to the baby
incurred by her current mental state.
{dFNI GdKS aryS asSyas:
LI23AA0E SPPPDPDPDPDE

This is an example of thguidance being hard
G2 F2tt26 a Al R2Sa
thought that this point sit in the breast feeding
section. le 1.7.94.3 or at least to be mirrored
there.

Please acknowledge that this plaraisideal.
And that the prescriber need to balance the
desire and preference for the mother to breas
feed versus the need to keep her mentally we
and stable such that she can deliver and keeg
the baby in her care.

3rd bullet point

As above (1.6.19): In addition this point needs

5SSt 2LISNRa wSa
Please respond to each comment
be noted that both the Antenatal and Postnat:
Mental Health guideline and the Bipolar
Disorder guideline do not recommend valprog
for pregnant women or women of childbearing
potential.

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

Thank you for your comment, but this
recommendation is specific to women with
bipolar disorder so is best placed in the sectic
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
this topic, which will be launclieat the same as
the guideline, the linkage and distinction
between recommendations in each section wi
be clearer and the ability to navigate easier.
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.
Thank you for your comment. The
recommendations in this guideline are
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1.6.24

1.6.26

Page
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39

40

Comments
Please insert each new comment in a new ro
to be realistic and add that if a pregnant wom:
with BPAD becomes manic she should also b
treated as per the principles of the BPAD NIC
guidelines. le shehould also be offered a moo
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 shi
term measure). The exact choice of medicine
gAftf 0S RSLISYRSstaiyoRy
response to medicines, the severity of her
current situation and the risks to the baby
incurred by her current mental state.
Needs to read consistently with 1.3.19. which
only spoke about benzodiazepines. And neith
aSOtAz2y SOKELYEYGADAY
preferable if these two sections where togethe
andif they more comprehensively addressed
the topic of hypnotics as this is a very frequer
issue in pregnancy.

{SO2yR odzf £ S LRAYI
aS0fdzRSa | FGSNI weé |
statements are not realistic. It is probably safe
for someone to be constantly observed under
the very tight restrictions required for practisin
seclusion, that it is teelave a manic pregnant
person unattended. Furthermore the use of
seclusion is intended in part to be another

5SSt 2LISNRa wSa
Please respond to each comment
consistent with the most recent bipolar
guidance

Thank you or your comment. We don't have a
efficacy data on benzodiazepines to treat slee
disorders or insomnia in pregnancy so there ¢
no graunds for including sleep as an exceptior
to the 'do not offer benzodiazepines...'
recommendation. In response to your comme
regarding the recommendation for
interventions for sleep problems, no evidence
was found for zhypnotics (or benzodiazepines
for the treatment of sleep disorders or
insomnia in pregnancy

Thank you for your comment. As egitte 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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26
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1.7.2

1.7.9.

1.7.12

Page
No

41

43

44

Comments
Please insert each new comment in a new ro
method for addressing disturbance other than
medicines (ie RT), therefore the use of seclus
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 tc

I 2 AR GKS dzaS 2F NBa
to be addressed.

And 1.7.3

¢tKA&a aSSya I OSNER &k

Monitoring babies for effects of psychotropic
YSRAOIFIGAZ2Y GF1Sy Ay
much more to be said. There is no mention
here about the medium term and follow up to
establish if there is any neodevelopmental
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.
Need to add that although this is true, this nee
shodul be balanced against the need of the
mother to saymentally well enough so that she
can actually care for the child and retain
custody.

tfSFaS NBLKNI asS GKS
who need to continue to take the following
medicines should be strongly advised and
encouraged not to breastfeed, for the safety ¢
iKS oloévYe

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for thisomment. This
recommendation has been amended in
NEalLR2yasS (2 adl(1SK2f
need for further monitoring has been added a
a bullet point to recommendation 1.9.2. More
specific detail is outside the scope of this
guideline and is an impleméation issue and
has been passed on to the NICE implemental
support team.

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

Thank you for your comment. The

recommendation has been revised in light of
€2dzNJ ' yR 20KSNJ aidl 1S
w52 y2G FRGA&AS ONBI &

o N
GFr{Ay3aoddQ | yR GKSY
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Stakeholder SrEE Document SEEIR
No No

Central & North 29 NICE General
West London NHS
Foundation Trust
Children and 1 Full 7.7.1.20
,2dzy3 t St
Mental Health
Coalition

Page
No

556

Comments
Please insert each new comment in a new ro
Then bullet points to continue as currently
written/.
omission : No reference to UKTIS and their
resources, and the need to inform them of the
out come post partum in order to established
greater understanding of the medicines use ir
pregnancy.
G¢KS 'Y nBrinatian2Serdicd BUKTIS
collate data on medicines use during pregnan
Pleag contact UKTIS iR 0dnform
them of any pregnancy where exposure to
medicine (especially where data is limited) ha
200dzNNBR RdzZNAYy 3 LINB3I
And NICE version 1.7.14 respectively (it is the
same text in both documents) p 44

The relationship between mother and child is
delicate and complex thing, and improvement
AY Y2O0KSNBRQ adaevyLiizvya
AYLINR @GS (KS OKAf RQa
file:///C:/Users/plavis. FOUNDATION/Downloa
s/WP8%20(1).pdf

We know that maternal mentdiealth problems
Oy KIFI@S | yS3ladrgs
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 beable to form a good
relationship with their child, but they will

5SSt 2LISNRa wSa
Please respond to each comment
clozapine and lithium.

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

Thank you for your comment. In light of your,
YR 20KSNJ adl {SK2ftRS
recommerdation has been amended.
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Children and 2
. 2dzy3 t Sz
Mental Health
Coalition
College of Mental 1
Health Pharmacy
College of Mental 2

Health Pharmacy

Document

Full

Full

Full

Section
No

7.7.1.21

5.4.8.1

6.4.1.11

Page
No

556

148

204

Comments
Please insert each new comment in a new ro
probably help to do this. We are concerned
that the statement in the guidance is too
simplistic.
Whilst we agree with the statement in principls
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, mothought
needs to be given to the practicalities of how
this will be achieved.
Principles of care for women with a mental
KSIFfGK LINPOEf SYXXXX 2
adding something here about reviewing any
medication currently being taken (or prescribe
but not taken) to reduce the risk to the foetus
while best protecting the mother. 5.8.1 might
not be exactly the right place to mention this,
so perhaps somewhere else in this brief sectis
The part of this recommendation that includes
the use of decision aids is very sensible but n
particularly practical. Developing such aids is
skilled task that is likely to be beyond the
resources of most service providers. If such a
aid could be deVeped 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

5SSt 2LISNRa wSa
Please respond to each comment

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

Thank you for your comment, but the guidelin

i development group considers that the points

you have raised are adequately covered in
other recommendaibns- see section 1.4 of the
NICE guideline.

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 t
the NICE implement®sn support team who
will look into how best to translate these
recommendations into practice.
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College of Mental
Health Pharmacy

College of Mental
Health Pharmacy

Order
No

3

4

5

Document

Full

Full

Full

Section
No

7.7.1.10

7.7.1.12

8.1

Page
No

554

554

558

Comments
Please insert each new comment in a new ro
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 tc
t20GS yR OlyQid oS
patient records. Therefore in practice, very fe\
patients have their BP monitored in the way
that is recommended. Cliniciansesthe
recommendation as impractical and this
undermines the guideline.
At this point, the foetus has already been
exposed to medication and the benefits of
stopping medicatiomay be limited. There
needs to be some acknowledgement here the
the risk/benefit of stopping medication may be
greater than in a woman who is yet to conceiv
Changing to a medication withlower risk of
I ROSNARS STFSOGa Xooi
the mother but may not benefit the foetus (no
exposed to multiple medications). See also th
comment related to table 321 below. If
depression is/was severe in the mother, the
risks of switchng may also be considerable for
the woman herself.

The introduction to this section is very
thoughtful and well written. If read (unlikely
when embedded in the full guideline), it woulc
be very helpful to doctors (perhaps particularl

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. The point that
you have made is of course a valid one, and ¢
whichthe guideline development group
discussed at length. The GDG considers that
risks of stopping medication are adequately
covered in section 1.4 of the NICE guideline.
Thank you for your comment. In response to
your and the comments of other stakeholders
this recommendation has been redrafted to bt
more cautious and to make it clear that
medication should only be switel if a drug
that is effective for the woman is availabkes
outlined in the recommendation, this decision
gAff 0SS AYF2NN¥SR o8
response to treatment, stage of pregnancy, ri
of relapse, risk associated with medication an
0 KS ¢ 2prefergroad

Thank you for your positive comment about tr
introduction to 8.1. The NICE guideline
introduction is purposefully short, but the
guideline development group feels that it has
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Health Pharmacy

College of Mental
Health Pharmacy

College of Mental
Health Pharmacy

College of Mental
Health Pharmacy

Order
No

Document

Full

Full

Full

Full

Section
No

8.2

8.4

8.8.2

8.9.1.1

Page
No

569

651

709

717

Comments
Please insert each new comment in a new ro
in primarycare) who often seek a simple
safe/less safe list of medicines. If it were
possible to make this text available in the NIC
guidance this may facilitate more thoughtful
care.
Calcium v placebo: The text mentions seleniu
(n-247), when the study in the table involves
calcium
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 ttuis that the
studies that form the metanalysis differ in
design and this may partially explain the
apparently different risks, albeit usually small,
associated with similar medicines.

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

In the last few years the number of studies th:
have examined the effects of psychotropic drt
use during pregnancy has increased hugely. -
guality of such studies has also improved. Thi

5SSt 2LISNRa wSa
Please respond to each comment
covered most of the issues from 8.1 either in
the NICE guideline introductiorr i the
recommendations.

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

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

Thankyou for your comment. We agree with
this point and have changed the
NEO2YYSYRIGAZY (2 Ay
O2y AydzAy3a (KS OdzNNB
the following options, and have amended the
2LIGA2Y | o2dzi agAidOKA
medication ifa drug with a lower risk of advers
STFFSOGa Aa I @rAatlofsS
Thank you for your comment. As you point ou
this recommendation covers the individual
LINE & ONR 6 S NI & keeypFhansRiwgst
up to date with the evidence base on harms
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Page
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717

Comments
Please insert each new comment in a new ro
evidence base is moving on quite rapidly so w
agree absolutely tat 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 (thisould apply to
specialists) or to seek caspecific advice
(generalists, particularly GPs for whom such
prescribing may be infrequent)?
hodaSNBIFGAZ2Y 2yfeé XXz
RSAANIoOf ST I WR2 y2i
be very difficult to implement, particularly
when treating acute episodes of mania. We
agree that awareness of the teratogenic
potential of valproate and convertg that
awareness into prescribing decisions is very
much poorer than it should be. Chitebaring
potential has probably been carefully chosen
over childbearing age but it leads to all sorts ¢
assumptions (patient not at risk because not i
arelationsh LIz NBf A IA2dza 0 ¢
think this would be an issugall explored in a
study published in the Journal of Mental Heall
a number of years agdames L et al). Child
bearing age might be better as that places the
onus on the prescriber to duely
defend/document why they are prescribing
outside a recommendation, rather than assun
GKS LI GASYyGQa Dt Aa

5SSt 2LISNDRa wSa
Please respond to each comment

associated with psychotropic medication. The
recommendation for a pregnant woman who
has taken psychotropic medication with know
teratogenic risk at any time in the first trimeste
(1.4.15) alsoncludes that healthcare
LINETSaaArzylfa akKz2dzZR
specialist if there is uncertainty about the risks
associated with specific drugs '

Thank you for your comment. This
recommendation is consistent with the bipolar
guidance (for both acute and losigrm
treatment). The GDG considered using the te
childbearing age relative to childbearing
potential in recognition of the valid points you
highlight. However, the decision waskén 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

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
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12

13

14

15

Document

Full

Full

Full

Full

Full

Section
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8.9.1.9

8.9.1.12

8.9.1.23

8.9.1.25

8.9.1.28

Page
No

719

720

721

722

722

Comments
Please insert each new comment in a new ro
thus removing the childbearing potential issue
from the prescribing decision.
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).
The stem here is about risks to theetus or
pregnant woman. The last point about FTI is
Foaz2fdziSte (NHzS o dzi
In clinical practice, women often find that TCA
compound constipation, sedation and dizzine:
(postural hypotension). This may be useful
practical advice

Do not offer carbamazepine appears here. Wi
Y8 KIGS YA&aaSR NBTFS
statement earlier.

At this point the harm may be done. Is it wortt
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 particulai
if it is in the early stges.

Pre-conception folate may not protect against
anticonvulsardassociated neural tube defects
(there is some literature on this) and higlose

folic acid isassociated with having twins. This
information should be shared with the woman

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for youcomment. 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.

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 anc
dizziness the GDG did not feel it was
approptiate to add this point to the
recommendation

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

Thank you for your comment.
Recommendation 1.4.15 recommends that if
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
Thank you for your comment. This
recommendation has been removed based or
@2dz2NE YR 20KSNJ adl
an unintended consequence of this
recommendation may beotimply that pre
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18

19

20
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Full

Full

Full

Full

Full

Section
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8.9.1.29

8.9.1.34

8.9.1.51

8.9.1.54

8.9.1.59

Page
No

722

723

726

727

728

Comments
Please insert each new comment in a new ro

Among the alternatives to lithium are valproat
and carbamazepine. If read in isolation this
recommendation coldl direct clinicians towards
less desirable treatments.

Is it worth adding a recommendati@bout not
stopping lithium abruptly at the point of
delivery because this increases the risk of ma
relapse at a time that a woman with bipolar
disorder is perhaps most vulnerable.

Floppy baby syndrome seems an odd thing tc
mention here when the woman is pregnant ar
is receiving very shoterm treatment for
disturbed behaviour. If she is in labour at this
time, this is reasonable but there is no eviden
to suggest that such effects on the
foetus/neonate are londasting.

1338343 FT2NXOPlIYyR (KS

5SLIR2G FyidALAaeOK2GA0a
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

5SSt 2LISNRa wSa
Please respond to each comment

conception high dose folic acid will protect
against harms. Given that we have not review
the evidence for the efficacy of folic acid in
preventing congenital malformations (or any
evidence for the association between folic aci
and theincidence of twins), the GDG agreed
that this recommendation was going beyond
the data.
Thank you for your comment, the guideline
development group has made it clear that it
means antipsychotics.

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

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

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

Thank you for your comment. Depot
antipsychotics have been removed from this
recommendation.
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1

1

Document

General

General

Section
No

General

General

Page
No

General

General

Comments
Please insert each new comment in a new ro
who stops her depot will certainly have
medication in her breasmilk for some time
afterwards but she would also have medicatic
in her milk if she took an oral antipsychotic an
this could also cause EPS in the neonate. The
neonate will cease to be exped immediately
breastfeeding stops (depot or oral).
The Department of Health ham® substantive
comments to makeegarding this consultation.
While there are evidently many positive
statements and recommendations in this
guideline, my organisation is concerned by a
few specific areas in thesiaft 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 relat
areas in the NICE and FULL versions of the
guidance.

Type of Support

This guideline appears to assume that in all

cases of tokophobiabecause it is considered ¢
WYSy il f K-&bnlyivarentsinandablz
health interventions/ psychological treatment.

However, one of the most common
presentations of tokophobia in@men is a
request for elective caesarean birth, which do
not necessarily require any mental health

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment

Thank you for your commenelivery method
as an intervention is outside the scope of this
guideline, but a croseeferenceto the
caesarean section guidance (CG 132) has be
added to the recommendation.

In response to the specific phrases mentionec
in the full guideline. The following amendmer
KFa 6SSYy YIRSY a{AYA
pregnancy has been associatedhnan
increased risk of costly emergenasrelective

/| ' SalF NSy aSOtArAz2yaot

It is not possible to respond to comments on
other NICE guidance referred to, for instance,
Whl GA2yLFf O2aiAiy3a NB
Ob2FSYOSNI HAMMOQ 2NJ
132) guidance, as it is outside the scope of th
guideline.

In response to the comments on the caesaree
RSt AOSNE N} GSa oSay3

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.

55 of 312



Stakeholder Olildoer Document

Section
No

Page
No

Comments 5S@St 2LISNRa wSa
Please insert each new comment in a new ro Please respond to each comment
intervention or support, but rather the promise section 8.4.9 of the full guideline. The
of a surgical one. ddzo KSFRAY3I F2NJ KA A

pregnancy, obstetc and neonatal

Indeed in cases where the woman is fully O2YLIX AOFGA2YyaQ FyR A
informed of the risks and benefits of surgery, | that would not necessarily be considered as ¢
and is very clear in her mind that this would b harm in themselves but might be considered 1
the overriding factor in reducing or even be adverse events if an association was fount
eradicating entirely her symptoms of birth with psychotropic medication, in this instance
' yEASGE YR F¥SI NE KL | benzodiazepies, for example, birth weight or
KSIfGKQ aSaaiazzya I AY gestational age.
birth can often exacerbate hestress and
anxiety instead.

wSLISHFGSR bS3AlIGAGS wS
Caesarean Types

¢tKAad O2yOSNYy 02YSa dz
inconsistencies or any disagreement with the
DdzZA RSt Ay SQo

Both versions of this guideline are littered witt
LIKNJI &aSa aAYAd$somdeuderite
F2NJ Iy AYyONBFaSR NAa
without specifying whether the caesarean
delivery was an emergency or planned one, a
whether it was wanted or unwanted by the
women. Of course neither may indeed always
be known, but wherthis is the case, NICE
guidance should take care to note the fact
somewhere prominent in each guideline
version. Otherwise it encourages the
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misconception that a caesarean is a caesare:
is a caesarean, and any caesarean is a hegat
outcome.

This is notrue, and also the risks and costs of
an emergency caesarean far outweigh those «
an elective caesareanin particular one that is
performed at 39+ gestational weeks. Until all «
NICE guidance is fully consistent, and separa
these two very distinctlelivery types with very
different physical and psychological health
outcomes, the confusion, misunderstanding a
bias that surround the subject of caesarean
birth will only continue. CG132 and QS32 are
particularly useful to look at in this respect.

Forexample, my organisation would like to se
the statement below deleted or at the very
least revised (it appears on page 36 of the FL
guideline; in lines -B):

G{AYAEFINI& FSINI2F O
been associated with an increased risk of os
SYSNESyOe 2NJ St SOUAQ

It expresses an attitude that this association is
negative one, and a situation that should be

avoided wherever possible. But while this may
be perfectly reasonable to state in regard to a
emergency CS, thmame cannot and should no
be said of an elective CS. Especially when yo

5SSt 2LISNRa wSa
Please respond to each comment
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consider that for many women with a fear of
childbirth, the availability and comparative
safety of a more controlled elective caesarear
birth is exactly what they want.

It is as tlough the guideline has been written
gAGK 'y StSOGA@S OFS
NBaz2NIli 2yfteQ 02NJ S@S.
areas), and therefore not properly addressed
YR RA&O0dzaaASR® ¢KAA
areas that are not coveredubwhich appear to
FILEf gAGKAY GKS aoz2Ll
Stakeholders have been asked to comment o

Inconsistent Message on Caesarean Rates

3.5.4 on page 30 of the NICE document
Whl GA2yLFf O2aliAiy3a NB
Ob2PSYOSNI HAMMOQ NBI

GLYLINROSR LINRPQJAAAZY
could lead to improved psychological outcome
for women with anxiety about childbirth, and &
potential reduction in caesarean section rates
F2N) 4dzOK 62YSy dé

Given that NICE has elsewhere repeatedly
assuredi KS Lldzof A O GKIF G A
RSTAYS | OOSLIXilrotS OF
statement above can be interpreted as suppo
for reducing them. NICE may not be proposin

5SSt 2LISNRa wSa
Please respond to each comment
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specific number but it is presenting a reductio
as a good thing.

The quetion is whether the statement refers
only to reducing rates of emergency CS, or
reducing all CS, and if it is the latter, then NIC
is not only contradicting itself both across
different guidelines and within related
documents of a single (CG132) guidelibut 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

W5 S@PHSE 2LIYSYy i DNERdzZLIQA
SOARSYyOS®Q

Furthermore, itis highly questionable whether
such a focus on reducing CS rates would rest
AY GAYLINROGSR LJAaeOK2f
tokophobic women who want a caesarean, as
discussed in the Hofberg study (see note. 60)
and as evidenced in communication from
womenwith my organisation over the past
decade.

And again, on page 672 of the FULL guideline
caesarean delivery is listed under the headincg
GKINXYeéd a& 2NHIFYyAal
this for an emergency CS, but for an elective !
and particularly onghat was welcomed by the
mother, the two birth types should either be

5SSt 2LISNRa wSa
Please respond to each comment
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listed separately or NICE should include a not
in each table to the effect of:

Ghdzi O2YSa NB 2yte 1.
emergency and elective combined, which
makes it difficulto draw any precise

O2y Of dzaA2y a dé

Unfortunately, even the current NICE Quality
Standard on caesareans QS32 contains the (
hdzi O2YSsz awliasSa 2F O
K2 KI @S KIFER I OF Satl
information to be fully useful in future resrch,
AGQa SaaSydAalrt GKIFG
recorded.

Inconsistent Message on Caesarean Cost

In contrast to the example above that reads,
G{AYAEIFINI& FSINI2F O
been associated with an increased risk of cos
emergency2 NJ St SOGA GBS [/ I Sz
worth the GDG looking at the extracts below,
GKAOK FLIISFNIAY bL/9
/| FSalFNBFy aSoOtAaz2y ob

¢KS WHnmm bL/9® /I Sa
Costing report. Implementing NICE gui@es Q
states that in fact it is the provision of mental
health support that is more costly than an
elective caesarean:

5SSt 2LISNRa wSa
Please respond to each comment
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GmMmodndp ¢KS OFNB 2F 4
caesarean section, including the provision of
mental health support for women with anxiety
about chldbirth, is likely to lead to a resource
AYLI OG F2NJ YIye bl {

CdzNI KSNXY2NBY dodo dn
health support to women with anxiety about
childbirth are based on the assumption (from
range of clinical opinions) that 92%wbmen
with anxiety about childbirth have lovevel
anxiety and will receive one or two helong
sessions with a midwife, costing £52 per hour
(1.5 hours assumed). It is assumed that the
remaining 8% will have highégvel anxiety and
will receive one hortlong session with a
midwife, and a further three hodliong sessions
with a clinical psychologist, costing £81 per
K2 dzNJb €

Ly adzYYlFNEBI GKS da/ 243
support to women with anxiety about childbirtl
-MMNynéEod

Given the choice, most vmeen 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 tF3S py o60®d1T 0 RAaOdza Thank you for your comment. As a result of
REVIEWS AND RECOMMENDATIONS FRO| yours, and other stakeholder comments, a
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EXISTING NICE CLINICAL GUIDEMNKES

5SSt 2 LISNRa
Please respond to each comment
crossreference to the caesarean section

wSa

review guestions overlap and evidence from | guidance (CG 132) has been added to the

another guideline applies to a question in the | recommendation

current guideline, it might be desirable and
practical to incorporate or adapt
recommendations published in NICE
JdzA RSt Ay Saodé

My organisation would like to suggest
incorporation or adaptation of the following
statements from CG132 in relation to women
who request a caesarean:

GC2NJ 62YSyYy NBljdzSadAy
and offer of support (including perinatal mente
heath support for women with anxiety about
childbirth), a vaginal birth is still not an
FOOSLIIFotS 2LINiA2y > 2
G!'y 20a0SUONRAROALY dzy g
should refer the woman to an obstetrician wh
gAff OFNNER 2dz2i GKS /!

CGl32alsostata Y G2 KSy | g2
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
ddzLILR2 NI A @S YI Yy SNIé

Unfortunately, my oganisation is aware of
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cases where both tokophobic and non
tokophobic women are being refused a plann
caesarean in UK hospitals, despite NICE CG!
and QS32, and also, where women with anxie
about childbirth are being forced to undergo
mental health asessments against their will,
FyR G2 LINPOARS LJaeOK
mental health condition, regardless of the
/| DMoH NBO2YYSYyRIFGAZY
KSIFfGK8 NBFSNNIE&s |
I {¢d

Could NICE please include something caiecre
in both versions of this guideline to ensure the
it is completely clear what the CG132 matern:
request recommendation says about women
being offered a planned @&3ncluding women
with anxiety about vaginal birth.

¢212LK20AF & | RSN

¢KAa 3FdzZARIFyOS NBFRaxz
characterised by abnormal or inappropriate
anxiety, occur on their own but can also occui
with depressive disorders. Anxiety disorders ¢
include panic disorder, generalised anxiety
disorder, obsessiveompukive disorder,
tokophobia (fear of childbirth or pregnancy) ai
posttraumatic stress disorder. Prevalence rat
@ NE | OO2NRAYy3 G2 GK

5SSt 2LISNRa wSa
Please respond to each comment
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My organisation has often questioned whethe
it should be considered abnormal, irrational ol
inappropriate to fear the very real and
unpredictable events that can occur during ar
after childbirth. For example, a very high
proportion of women will end up with an
instrumental or emergency caesarean deliver
and women with fear or anxiety have hee
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 v
do.

My organisation appears n¢o 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/ 9Q&4 / DmMoHZX odzi Y2
y20 FLIISEN 2y GKS 'Y
C2dzy RI (1 A 2y Q aits &#ZXSobraehtal S
KSIHfGK O2yRAGAZ2YA O6W
appear either; and | confirmed this via phone)
http://www.mentalhealth.org.uk/help
information/mentathealth-a-z/
¢C212LK20AFk FSIN 27

a similar American website &l summarises
G{evyYLiizaya FyR ¢NBIGY
5Aa2NRSNBRE o0& W2KYy a
http://psychcentral.com/disorders/

5SSt 2LISNRa wSa
Please respond to each comment
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That said, my organisation is simultaneously
reluctant to see tokophobia removed from its
K2YS Ay WYS dantebecdulint
hospitals where there are blanket policies
against supporting maternal request caesaree
(regardless of NICE CG132 guidance and QS
WILIINPGAYIAQ (G212LK20AL
only chance of arranging the birth of her choic
And wherethat woman does not have the
financial means to schedule her preferred
caesarean hirth at a private hospital or throug
a private obstetrician, this can directly affect
0KS Wljdzr t AGe 2F 2 LR
these meang and also without the alitly to

I NG AOdzZ FGS FyR LINE LIS
wi212LK20A16 OFasSqo

Here is an example of what one hospital is

GNAGAY 3 (G2 LINB3IYyLFyl

neither medical nor proven psychological

grounds, we are not in a position to provide th

choiceof O S&at NBlFy aSOdA?2

(I) Mental health disorders during pregnancy | Thank you for your comment. You are quotir

and the postnatal period can be associated | the Epidemiology of the scope, which is to sel

with, or aggravated by, a number of factors, @ the background scene of the reviews

including: undertaken in this guideline. We do not
underestimate the physical effects that can le

- psychosocial factors, such as the demands ¢ to mental health discders but this was outside

expectations of being a mother in addition to | of our remit.

the psychologideeffects of a traumatic delivery
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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 urir
or faeces, unable to have sex or needs surgic
reconstruction of her pelvic floor remn due to
prolapse or similar, this can destroy her self
confidence, selesteem, and in some cases ru
her career when she is unable to return to
work.

- social isolation

Again, this can occur where physical trauma i
S0 severe that the woman avoidsaving her
home.

Elective Cesarean 4 Full App 1 (n) All mental health disorders in the antenata Thank you for your comment, which relates t
and postnatal period can have a significant | the epidemiology in the scope of this guideling
effect on the mothaginfant relationship, and as update. This section of the scope is to hight
a result, there may be longéerm the importance of mother infant interaction,
conSljdzSy0Sa F2NI Ittt FITKSyOS AGQa AyOfdzaAizy
development.

The motherinfant 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 theywanted, and women
who request a caesarean are often trying to
remove the risk of these outcomes as far as
possible.
Elective Cesarean 5 Full App 1 GHO®H [/ dZNNByY G LINI Ol A O Thank you for your comment. Reference has
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One of the problems with the current practice| beenmade to the Caesarean Section guidelin
of tokophobia treatment is that it is very often
t8FySR (26 NRa wWO2y Q.
a vaginal birthg instead of exploring,
understanding, respecting and supporting her
preference for a planned caesan. The idea
GKFG | OF SalF NBly Aa
often permeates current knowledge and
practice to such an extent that discussions ar:
y24 lftglea adzF¥FAOASY
WAYRADGARIZF f AASRQ®
Godm®d t b gecificicdnddgration will Thank you for your comment. Delivery metho
be given to the needs of black and minority | as an intervention is outside the scope of this
ethnic groups, socioeconomic groups, asylum guideline,but a crosgeference to the
seekers, women who are victims of trafficfji | caesarean section guidance (CG 132) has be
and women with learning and physical added to the recommendation.
RAAlFIOAfAGASa dE

These women are particularly vulnerable if the
are tokophobic and want to request a
caesarean birth. Even the most articulate,
literate, educated and confident women can
face an immense battle wherying 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 n
chance, leaving® LINPYA &S 27
'YQa YIGSNYyAdGe &SNDA
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prescriptive one. Home birth? Yes. Water birtl
Yes. VBAC? Yes. Epidural? If you need it anc

one is available, yes. Caesarean? Very often,

The current situation surroundghnmaternal
request and tokophobia is actually very simila
to that of the history of mental health and
abortion. The 1938 Dr Alec Bourne case set ¢
legal precedent for performing an abortion to
LINSBASNBS I 62YlLyQa Y
between the Bourne riing and the 1967
Abortion Act some women were able to arran:
abortions with the consent of a psychiatrist, tc
protect their mental health. Wealthier women
were more likely to be able to pay to see a
psychiatrist who could agree to a safe abortio
but women from lower socio economic groups
would have had no option but to seek illegal
(and more dangerous) methods for ending a
pregnancyg or to have no abortion choice at
all. Ironically, given the controversy that
surrounds the subject of abortion, in 20it4s
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 Thank you for your commenelivery method
3.3.1 Key clinical issues that will be covered | as an intervention is outside the scope of this
a) The prevention of mental health disorders i guideline, but a crosgeference to the
pregnancy and the postnatal period. caesarean section guidance (CG 132) has be

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 womei
both during pregnancy and during the poatal
period.
Godn al Ay-Ofdzi Grev¥5ae
With all the criticism surrounding collective
caesarean birth rates, it can be very difficult fc
some medical professionals to understand ho
for some women, a caesarean birth can provis
a better quality of li&. My organisation hopes
that this GDG will recognise this.
Godp wSJA S ReviewdgSestioris guyts
a systematic review of the literature. They
address only the key clinical issues covered it
the scope, and usually relate to interventions,
diagnosis, prognosisesrice delivery or patient
SELISNRASYOS o¢

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. Perhag
an assessment of patient expemiee following
this birth method could be included by NICE?
GO0 C2NJ 62YSYy 6AGK Y
during pregnancy and the postnatal period,
what interventions (beyond those targeting thi
mental health disorder) help to improve the

5SSt 2LISNRa wSa
Please respond to each comment

i Thank you for your commenelivery method

as an intervention is outside the scope of this
guideline, but a croseeference to the
caesarean section guidance (CG 132) has be
added to the reommendation.

Thank you for your commenelivery method
as an intervention is outside the scope of this
guideline, but a croseeference to the
caesarean section guidance (CG 132) has be
added to the recomrandation.

Thank you for your commenDelivery method
as an intervention is outside the scope of this
guideline, but a cresreference to the
caesarean section guidance (CG 132) has be
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Stakeholder Document

Elective Cesarean

Elective Cesarean

Comments
Please insert each new comment in a new ro
quality of the mothecinfantA y G S NI O /

My organisation would like to see planned
caesarean birth included here as an
intervention for tokophobic women who
request it.

Godc 902y 2 Veveldpersaviliako i
into account both clinical and cost effectivene
when making recommendatiorisvolving a
OK2A0S 0SGesSSy It idSN

DA@SY GKIFIG GKS bL/9
902y 2YA0aQ aSOGAzy 2
just an £84 cost difference between a plannec
CS and a planned VD once urinary incontiner
was factored in (asipt one downstream
adverse effect to be considered postpartum),
and given the estimated cost of mental health
counselling estimated in the NICE (see note.
above) National costing report: Caesarean
section (November 2011), offering a planned
caesarean remins a cost effective intervention
contrary to common perception.

Gnd®m®dH h i KSNJ NB Cdedardr
aSO0A2y® bL/ 9 OfAYyAO

CG132 is clearly included here, which is
excellent. Unfortunately however, instead of
2dzald o6SAy3a W2FFSNBRQ
specialist, the experience of women who have
contacted my organization has been far more

5SSt 2LISNRa wSa
Please respond to each comment
added to the recommendation.

Thank you for your commenelivery method
as an intervention is outside the scope of this
guideline, but a croseeference to the
caesarean section guidance (CG 132) has be
added to he recommendation.

Thank you for yor comment. Delivery method
as an intervention is outside the scope of this
guideline, but a croseeference to the
caesarean section guidance (CG 132) has be
added to recommendation.
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Stakeholder Olildoer Document

Elective Cesarean 13 Full

Elective Cesarean 14 NICE

Section
No

App 1

Introduc
tion

Page
No

3

Comments 5S@St 2LISNRa wSa
Please insert each new comment in a new ro Please respond to each comment
pressured. Some women have exgsed that
they do not feel they have a mental health
RAa2NRSNJ KIFIG ySSRa
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.
GwWS@PASgE ljdzSaiArcg-ad.® 9 Thankyoufoyour comment. We are unable t
What modifications to services improve the | make changes to the review questions at this
experience of using services for women with ¢ stage of the process.
mental health problem who are antenatal or
LRadyrartKe
Suggested answer for inclusiqrthe availability
of and support for caesarean birth.
For some women, a planned caesarean offer¢ Thank you for your comment. Delivery metho
relief from their fear of childbirth; it makes as anintervention is outside the scope of this
them feel more in control and less vulnerable. guideline.
Yet very often the midwives, doctors and
obstetricians that they encounter communicat
their own personal and profesgial aversion
22 YR S@Sy WFSI NR
Some midwives, largely as a result of their
education and training but also sometimes
because of an ideological viewpoint, do not fu
understand the benefits of surgery or why a
woman might choose .itObstetricians
meanwhile, can be under considerable presst
to keep their overall caesarean rate low, and
fear professional peer or management criticis
AT GKS@ N’ asSSy Gz
requests too readily. And for mental health
professionalsthey may see it as their
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Stakeholder SrEE Document SEEIR
No No
Elective Cesarean 15 NICE Patient
centred
care
Elective Cesarean 16 NICE Strength
of

Page
No

5SSt 2LISNRa wSa
Please respond to each comment

Comments
Please insert each new comment in a new ro
NBalLR2yaAroAtAde FyR N
phobia, and perceiving a caesarean outcome
a2YSK2g FILAECAYy3I Ay |
sense of personal and professional achievem
that midwives can sometimes expressewvh
vaginal delivery is achieved, but the problem i
that it places birth method at centre stage anc
Oy 3ISaG Ay (K Scemtredd 2
approach to provision of services [NICE says]
Fdzy RFYSY Gl f Xéd
Paragraph 2Patientcentred care & 2 2 Y Sy Thank you for your comment. It is beyond the
should have the opportunity to make informec scope of the guideline to address childbirth
decisions about their care and treatment, in | delivery services.
partnershipwithttS A NJ KSI £ G KOF I

This is very welcome, and chimes with the NI

Quality Standard statement quoted above.

Unfortunately, my organization has growing

evidence that in the case of a maternal reque:

I {2 y2 YIFIGGSNI K2¢g Ay

decison (and that of her husband/partner) is,

the planned CS is still refused.

Strength of recommendationsd C 2 NJ I f | Thank you for your comment. It is beyond the
recommendations, NICE expects that there is brief of the scope to address childbirth deliver
discussion with the patient about the risks anc methods. The recommendation on tokophobi:
benefits of the interventions, and their values | has been revised and now references the
YR LINEFSNByOSaodé Caesarean Section guideliG&132.

l'a NBEFTSNNBR (G2 o02@S
perinatal mental health support, the adity is
GKFG F2NI Ylye 62YSys
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Order Section  Page Comments 5S@St 2LISNRa wSa
Stakeholder Document . :
No No No Please insert each new comment in a new ro 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 whdesperately
want a caesarean, this process can feel like a
WiSaaQ KL {cand k&t they ez
GKSe gAfft FlLAfD® 2Aff
Sy2dzZ3KQK a& 2NHIYyAAal
woman who went through this process but sa
aKS 4| Iqtgkophobit &tHit she simply
knew that it would be the only way to get the
hospital to agree to her maternal request. Thi:
latter example is included here with extreme
caution due to the awareness that it could
negatively impact on true tokophobic @ss
(who may not be believed).

l'3FAYZI GKS W2FFSND 2
treatment, if women are effectively forced to
accept it, can become the source of another
layer of pregnancy stress and anxiety for som
CKAA A& oK2ffe@ anmKkdsf
reflect the spirit of this NICE guidance.

Elective Cesarean 17 NICE Key 10 | Coordinated carea | £ £ Ay & SNIISy Thank you for your comment. Reference is nc
prioritie health problems are delivered in a timely made to CG132, Caesarean Section.
S manner taking into account the stage of the

LINB3IylyOe 2NJF3AS 27
The expected intervention for a tokophobic
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Stakeholder Olildoer Document

Section
No

Page
No

Comments
Please insert each new comment in a new ro
woman is perinatal mental health support, but
the intervention many women are seeking is ¢
scheduled caesarean, and a huge part of
alleviating their stress and anxiety is having
their caesarean agreed to in a tiflgemanner. If,
as the pregnancy progresses, the woman
changes her mind about the caesarean, this i
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 muclwanted pegnancy
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 CGL1.
this should not be happening. Maternal reque
CS by an informed waam who has discussed
the risks and benefits of surgery should be
supported.

YR (KA& Aa oKe AlGQa
guidance to reinforce the CG132 and QS32
recommendations, and ensure that the most
vulnerable women requesting a caesarean dc
not face dengthy and distressing battle. Many
tokophobic women simply cannot cope with
this.

Note-G KS | 02@S a2 TFAl
need for prompt treatment because of the
potential effect of an untreated mental health

5SSt 2LISNRa wSa
Please respond to each comment
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Stakeholder Olildoer Document

Elective Cesarean 18 NICE

Section
No

1.4.3

Page
No

29

Comments
Please insert each new comment in a hew ro
LINEOfSY 2y (GKS FSidz
GwSO23ayAaArAy3ad YSyial f
NBFSNNI f ¢

For tokophobic women who want a caesarear
birth (i.e. not all tokophobic women), the isss
described here can be very quickly, easily, an
costeffectively alleviated. If they are reassure
that a caesarean is possible following a
risk/benefit discussion about their own
individual case, this can offer important relief |
the interim. The soper this discussion with a
consultant obstetrician can be arranged (if this
is the final decisiommaker), the better for these
women. In reality however, very often when a
tokophobic woman first mentions a caesarear
preference, they are presented with axrof
shock, criticism and resistance, or platitudes
and reassurances that this feeling can and wi
pass.

CtKAA OlFlYy AYyONBIAaS (K
conflict and distrust into the mix of emotions
and concerns. My organization is aware of ca
where women have sought help from their owi
GP, presenting with depression and anxiety
directly related to refusal of a caesarean birth
and this adds to the pressure on NHS service
and impacts on total overall cost of the
LINB3Iyl yoe o L NBF A&
context includes referral to a consultant

5850St 2 LISNRaA

wSa

Please respond to each comment

We have now cross referenced the CG132

guideline.
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Stakeholder Olildoer Document

Elective Cesarean 19 NICE

Section
No

1.7.8

Page
No

43

Comments 5S@St 2LISNRa wSa
Please insert each new comment in a new ro Please respond to each comment
20a0SUONRAOALY @gK2 Ol Yy
cesarean request.
Suggested additional wording in bold: Thank you for youcomment, but the GDG did

not feel that adding the text you have

Traumaticbirth, stillbirth and miscarriageX (i K suggested would be advisable because of
woman and her partner and family should be | potential legal repercussions. The GDG saw t
offered a followup appointment in primary or | follow-up appointment in terms of the
secondary care so that they can fully psychological management of trauma,; to say
understand what has happened and whether | anything further woull be beyond the scope of
Fy@iKAYy3 YAIKEG KIF @GS the guideline.

My organisition 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 die(
at full term, they may also feel very angrgout
something specific that has happened and fee
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 ris
It may be that nothing couldave prevented it,
but as my organisation has commented in pas
NICE publication drafts, there is a concern the
women are not always fully informed about th
AYONBIFaSR Nral 27F ai
gestation for example (even though the risk is
not exponential, there remains a peak period
risk during which different obstetric and
maternal decisions may be made), and it is
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5SSt 2LISNRa wSa
Please respond to each comment

Order
No

Comments
Please insert each new comment in a new ro
often only in a pregnancy subsequent to a late
term stillbirth that this information is shared
with women.
GLYy@2t @S GKS ¢g2YIys>
partner, family or carer, in all decisions about
KSNJ OFNB FyR GKS OF N
My organisation welcomes this
recommendation, particlarly as it relates to
decisions during the antenatal and intrapartur
period, but remains concerned that in the
context of decisions related to tokophobia anc
a caesarean birth, NICE recommendations su
Fad GKA&a NB y20G o0SAyYy
this updated guidance to reinforce the
recommendations on CS in CG132 and QS3~
Go9yadaNBE GKFGX YSydl ¢
wellbeing) is taken into account as part of all
OFNB LY I yasze
GXFft AYyUuSNBSylGuAz2ya
are delivered in a timely manner taking into
account the stage of the pregnancy or age of
GKS o0l 08 o¢
My organisation welcomes these
recommendations, for the same reasons as
cited in the notes above.
Gt N2GARS Odzf GdzNT £ £ &

Section
No

Page

Stakeholder
No

Document

Elective Cesarean 20 NICE 1.2.3 17 Thank you for your comment.

Elective Cesarean 21 NICE 1.2.6 18 Thank ya for your comment.

Elective Cesarean 22 NICE 1.3.1 18 Thank you for youramment. It is beyond the

mental health problems in pregnancy and the
postnatal period. Ensure that the woman
understands that mental health problems are
not uncommon during thesperiods and instil
K2LJS Fo2dzi GNBFGYSyid

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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Order Section  Page Comments 5S@St 2LISNRa wSa
Stakeholder Document . :
No No No Please insert each new comment in a new ro Please respond to each comment
My organisation is concerned about the
different interpretations of this
recommendation in the context of tokophobic
women requesting a caesarean birth. What
g2dd R aAyadAt K2LIS¢
woman s the knowledge and assurance that ¢
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 ¢
mental health support to explore héears and
possibly overcome them. If the woman decline
this offer, or following counselling still wants a
OFSalNBlys GKSy AG A
that would be most successful in removing he
anxiety and possibly depression.
Elective Cesarean 23 NICE 1.3.3 18 This setton demonstrates one of the problems We have now cross referenced the CG132
with discussions and guidance about how to | guideline.
WONBFIQ (212LK20A1 @
bL/9 Fta | ayYSydalrf KS
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
physical rather than psychological one. CG13
refers to this, but again, it would be helpfto
include it here too.
My organisation is comforted by the fact that
there are psychiatrists, psychologists, midwivt
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Stakeholder Olildoer Document

Elective Cesarean 24 NICE

Elective Cesarean 25 NICE

Section
No

1.3.7

1.3.9

Page
No

20

21

Comments
Please insert each new comment in a new ro
and doctors who absolutely agree with this, al
I NE @SNE &dzlJL2 NI A @GS
caesarean request, but it is not yet unisal,
and this is where NICE guidance can help.
Gl O y 2 thé vdiRah'S central role in
reaching a decision about her treatment and
that the role of the professional is to inform th,
decision with balanced and #p-date
AYF2NXYIGAZ2Y YR F ROA
This is an excellent recommendation.
GLF F LINBAYlLyYyd ¢62YFYy
problem chooses not to have treatment or sto
GNBFGYSYydiXx RA&AOdzaa |
0S Y2yAl2NBRE

This is potentially problematic in the context o
a tokophobic woman requesting a caesarean
who either wants to decline the offer of menta
health support or who decides she wants to
stop this support after one or more sessions.
she has provided lucid reasons for her
caesarean birth preference, and explained the
scheduling a caesarean witegtly alleviate her
anxiety and distress during the pregnancy (fol
many women, some level of anxiety always
remains, e.g. fear of going into labour earlier
0Ky GKS aO0OKSRdzZ SR O
to instead discuss and plan how her tokophol
sympi 2Ya gAff 0SS avYz2ya
GAYONEBIF&ASR O2yidl OG I

5850St 2 LISNRaA

wSa

Please respond to each comment

Thank you

We have now cross referenced the Caesarea

SectionCG132 guideline.
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Elective Cesarean

Order
No

26

Document

NICE

Section
No

1.4.2

Page
No

29

Comments 5S@St 2LISNRa wSa
Please insert each new comment in a new ro Please respond to each comment
What she needs is support for a scheduled
caesarearg unless of course there are
exceptional circumstances outside the scope
risks and benefits covered under maternal
request in CG1&

Suggested additional line of text here:

GLF F LINBAYlLyYyld 62YFYy

not to have treatment or not to complete

treatment because she wants a caesarean bir

GKAA aK2dzZ R 0SS 2FFSN

G9yada2NB GKFdG ff O2Y Thankyou for your comment. The

services (including those relating to initial recommendation has been amended to make

referral) include sharing of informationonany Of S| NJ G KI G G altate KSI f

LI ad FyR LINBaSyid YSy professionals referring a woman to a maternit
service should ensure that communications

This is an excellemecommendation, though it | with that service (including those relating to

is unclear precisely who must be responsible | initial referral) share information on any past

0KS GakKFNAYy3I 2F Ay¥F2 FyR LINBaSyid YSydalrt K

particularly distressing for women to have to | for psychologicalreatment would be covered

repeat their reasons for wanting a caesarean Ay G KS g2Yl yQa OF NB

these reasons include past trauma of any kinc

Ad AlQ bL/9Qa AyaSyida

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 Wwelp
the maternity team care for a pregnant womai
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Stakeholder Document . :
No No No Please insert each new comment in a new ro Please respond to each comment
with mental health problems, and better
understand her needs, and insisting that
information from past medical records is shart
AY 2NRSNJ 2 LINRODARS
support a maternal caesarean neggt (the
latter does sometimes happen).

Suggest adding wording:
GXLINBaSyid YSyialt KSI

Elective Cesarean 27 NICE 1.6.7 & 35 And 1.6.8 Thank you for your comment, a creseference
In the case of a tokophobic woman who is to the caesarean section guidance (CG 132) |
requesting a caesarean and this request is nc been added to recommendation 1.8.5.
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 K S g 2 Y
symptoms in all cases. My organisation is awi
of a case where medicine with known side
effects were suggested as treatment for a
tokophobic pregnant woman (who did not war
to take it) rather than agreeing to her caesare
requestc even though she made clear that her
onset of anxiety and depression was a direct
result of being refused a caesarean.

Elective Cesasm 28 NICE 1.6.10 36 GC2NJ g2YSYy @AGK 21 2 Thankyou for your comment. A croseference
of childbirth), offer an opportunity to discuss | to the caesarean section guidance (CG 132) |
their fears with a healthcare professional with| been added to the recommendation. As
expertise in providing perinatal mental health | outlined in the introduction of the full guideline
& dzLJLJ2 NI @ ¢ (chapter 2), the GDG took the view that fear ¢

childbirth secondary to traumatichildbirth
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Stakeholder Document

Elective Cesarean

Elective Cesarean

Comments
Please insert each new comment in a new ro
There will be some multiparous womerho
request a caesarean too, and whose tokopho
is a result of a previous traumatic birth. Again
there is the option of counselling, and
reassurance that this second experience will |
WRAFFSNBY(H YR AYLNE
woman is convincethat a caesarean is her
birth choice preference, this should be
supported.

Suggest adding:

GLT F LINBIYlLYyld g2YFyY
not to have treatment or not to complete
treatment because she wants a caesarean bit
GKAa aKz2dzZ R 0SS 2FFSN
Suggested addition to text in bold:

GLT GKS 62YlIy 6A8KSH
YSyidlt KSItGK 55844
4G9y O2dNI 38 62YSYy 64l

problem to breastfeed, except in rare
circumstances. However, supp@ach woman
in the choice of feeding method that best suits
KSNJ YR KSNJ Tl YAf & ¢
This is a good example of the kind of balance
wording that my organisation would like to se¢
more of in relation to birth plan choices. By all
means encourage a tokophobic wamto
consider giving birth vaginally, but equally,
support each woman in the choice of birth

5SSt 2LISNDRa wSa
Please respond to each comment

6a2YSUAYSa NBEFSNNEBR
tokophobia) may be more helpfully
conceptualised as a trauma symptom or as p
of a presentation of postraumatic stress
disorder (PTSD) and therefore treatment shot
be informed by existing NICE guidaron PTSD
and where appropriate the caesarean section
guidance.

Thank you for your comment. Please see the
revised recommendation in light of other
aldlF1SK2f RSNAQ O2YYSy

Thank you for your comment.
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Stakeholder Document . :
No No No Please insert each new comment in a new ro Please respond to each comment
method (including a caesarean) that best suit:
her and her family.
Elective Cesarean 31 NICE 1.7.14 44 GwSO23ayAasS i Korobilem¥®af i = Thank you for your comment. This
affect the motherbaby relationship, but recommendation has been amended in light ¢
reassure the woman that any problems with tl stakeholder comments. Mode of delivery as a
relationship are likely to improve with effective intervention is outside the scope of this
GNBFGYSyd 2F (GKS YSy guideline.
This is ironic in cases where the mother know
herself that effetive treatment (i.e. agreeing tc
a caesarean birth plan) will improve her menti
wellbeing, but the hospital is refusing to
comply.
Elective Cesarean 32 NICE 2.1 47 G. SGGSNI ARSYGATAOLI GA | Thank you for your comment.
a greater understanding of prophylactic and
acute treatment would have a significant
impact on maternal and childelfare, and on
aSNDAOS O2aiao¢
A planned caesarean on maternal request is
also referred to as a prophylactic caesarean,
which is interesting in his context.
Elective Cesarean 33 NICE App A 59 1.1.1.2 Thank you for your comment. While this
Healthcare professionashould work to develof NS O2 YYSYRI A2y 6FSR®
I GNXzAGAy3 NBEF GA 2y a wasinfact superseded by several other new
explore the woman's ideas, concerns and recommendations based on a review if the
SELISOGI A2y aXxX omdmPm experience of care undertaken for the update:
Is it possible to keep this helpful 2007 textin? 3dzA RSt Ay So 9ELJX 2 NI G A
concerns is still covered in the new guideline
(for example, in recomendation 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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Order

Stakeholder
No

Elective Cesarean 34

Elective Cesarean 35

Elective Cesarean 36

Document

NICE

Full

Full

Section
No

App A

Page
No

60

15

16

Comments
Please insert each new comment in a new ro

1.2.13

Is this something you feel you need or want h
with? [1.2.1.3]

Is it possible to keep this 2007 text in?

L2830 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.

L 1516- 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

K2 | NB (212LK20A0%3
themselvesa& I Ay 3 | WYSy il
FyYyR R2yQd slyid Ad NB

records as such. On a practical level, life
insurance companies for example will often a
questions about any referral to psychiatric car
and women have communicated to my
organisation that they feel under pressure to ¢
R2gy (GKS WYSyidlt KSI

5SSt 2LISNDRa wSa

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

We agree stigma is a significant problem for

womenwith a range of mental health problem
and have therefore included this issue in the f
guideline, section 2.5. Recommendation 1.8.7
crossrefers to the caesarean section guidanct

{ (NICE clinical guideline 132) that provides

guidance on maternal requestsr caesarean
sections
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5SSt 2LISNRa wSa
Please respond to each comment

Order
No

Comments
Please insert each new comment in a new ro
wards or else face no caesarean agreement ¢
all.
L 1718
Similarly, women who have such high levels ¢
anxiety about giving birth vaginally that they
have (even fleéngly) considered terminating
their pregnancy may fear being stigmatised a:
nonYlF GSNY I 2N Wdzyy |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 pregrancy after being refused a CS) whos
less than sympathetic response inferred that
perhaps this woman was not really going to b
a good mother anyway since she was willing 1
abort her baby for this reason.
L 2528 The impact of any mental health

Section
No

Page

Stakeholder
No

Document

Elective Cesarean 37 Full 2 16 Thank you for your comment. It is however

problem may often require more urgent
intervention than would usually be the case
because of its potential effect on the fetus/bal

difficult to canment on individual variations of
treatment and there was no evidence identifie
that explored when such referrals for

YR 2y (KS ¢2YIl yQA&a LJ caesareans should be made from a mental
and her ability to function and carerfber health perspective.

family.

¢CKAA A& LINBOA&aSte oK

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 trimesteg to allow time
for the woman to overcome her fear of
childbirth ¢ before confirming support for her
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Stakeholder

Elective Cesarean

Elective Cesarean

Elective Cesarean

Order
No

38

39

40

Document

Full

Full

Full

Section
No

Page
No

19

20

24

Comments
Please insert each new comment in a new ro
caesarean request, and this can make for a vi
unsettling and stressful pregnancy experience
L1417-There is evidence that mental health
problems in pregnancy and the postnatal peri
are associated with adverse outcomes for the
fetus and the baby as well as for the woman
herself.
See research in note 60 below.
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
than planned CS. See research in note 60 bel
L4144 Other specific phobias of relevance to
pregnancy include needle phobia, which can
restrict pain relief options (such as an epidura
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 e
al., 2011).
It is evident thatot all tokophobic women will
request a caesarean, as there are aspects of
birth type that they fear too; my organisation i
gl NE 2F Ol aSa oKSNB
needles, related to the spinal injection, led to
her requesting general anaesthesistead.
Effectively, these women want the exact
2LII2aAGS 2F | ¢waGtiAghhdl K
experience of the birth at all. My organisation

5SSt 2LISNRa wSa
Please respond to each comment

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

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

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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Order Section  Page Comments 5S@St 2LISNRa wSa
Stakeholder Document . :
No No No Please insert each new comment in a new ro Please respond to each comment
not advocating this choice, but adding the
comment to demonstrate how it may restrict
anaesthetic options inraelective or emergency
surgery too.

Elective Cesarean 41 Full 2 34 125: £3,647 roughly £54 million annually Thank you for your comment. In this section
(range £52 to £65 million). It was acknowledg| existing evidence on the financial implications
that this value might in reality be a conservatiy of the presence of mental health problems in
estimate, given that the condition was likely t¢ pregnancy or in the first postnatal year was
have longr-term consequences in terms of | reviewed. It is very likely that women who
health status and health service utilisation ove experience a traumatic, instrumental or
GKS 62YFyQa | yR KSNJ  emergency caesarean birth, or who do not ge
The cost of PND described here is important, the birth they want, are more prone to PND;
especially given that women who experience | however this wasn't discussed in Petrou et al
traumatic, instrumental or emergency (2002).
caesarearbirth, or who do not get the birth
they want, are more prone to PND.

Elective Cesarean 42 Full 2 36 L4 and L @ Again, in the context of an Thank you for your commenfs suggested
GS02y2YAO 0daNRSyés 1St SOGALBSE gL a NBY2OQ
Economics section of the NICE CG132, whict NS Ra G{AYAf I NI& ¥FSI
airadSaz ahy ol f yOSZ| hasbeen associated with an increased risk of
provide strong evidence to refuse awoman's O2 a4t & SYSNHSyO& /IS
NBIljdzSad F2NI/{ 2y Oz
my organisation feels that the sentence below
aK2dzf R 0SS NBY2QOSR 2N
fear of childbirth in pregnancy has been
associated with an increased risk of costly
SYSNHSyOé 2NJ St SOGAQD
The cost of these very differentggs of surgery
are vastly different and it would be remiss of
this NICE guidance to lump them together as
02ttt SOUA@Ste ad2aif e,
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Stakeholder

Elective Cesarean

Elective Cesarean

Elective Cesarean

Elective Cesarean

Order
No

43

44

45

46

Document

Full

Full

Full

Full

Section
No

3.4

3.7

3.8

5.3.8

Page
No

41

58

60

140

Comments
Please insert each new comment in a hew ro
efforts of the CG132 GDG and Stakeholders 1
distinguish between the two.
| 11 What is really important for the service
user?
This PICO outcome here is crucial with a
caesarean request.

See note 2 above re: 3.7

L 1612

3.8 the GDG took into account the traoé
between the benefits and harms of the
intervention/instrument, as well as other
important factors, such asconomic
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.

L 3335

Suggested additimal text here:

5.3.8.2 Ensure that all communications with
maternity services (including those relating to

5SSt 2LISNRa wSa
Please respond to each comment

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 concern
with specific interventions

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

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 i
not concerned with specific interventions or
mode of delivery

Thank you for your comment, the
recommendation has been amended in light ¢
your comment.

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
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Stakeholder

Elective Cesarean

Elective Cesarean

Elective Cesarean

Elective Cesarean

Order
No

47

48

49

50

Document

Full

Full

Full

Full

Section
No

5.4.

5.4.7

54.7

6.2.5

Page
No

144

146

147

180

Comments
Please insert each new comment in a new ro
initial referral) include sharing of information c
any past and present mental health problem ¢
that the woman does not have to repeatedly
communcate her situation.
Liep®n®dn diKS ySSRa 2
FTSldza 2NJ ol oe¢
ly StSOGA@S /{ +id oo
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.
L89
5.4.7 Linking evidence to recommendations
ary | 0GaENIaGSrSya 27F |
and identification of the best available
GNBFGYSYydG 2N OFNB 21LJ

My organisation supports this statement and
trust that it extends to a caesarean birth
maternal request being supported.

L33 Tradeoff between net health benefits and
resource use

' 3FAYZ a LISNI/ DMOHZ
caesarean on maternal request] model does 1
provide strong evidence to refuse a woman's
NBIljdzSaaG F2NJ/{ 2y Oz
L 8 6.2.5 Unmet needs: specific intervention
needs

The BMJ letters below from doctors and

5SSt 2LISNRa wSa
Please respond to each comment

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

Thank you.

Thank you for your comment. In this section tl
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 evider
on the cost effectiveness of CS.

Thank you foyour comment. As a result of
yours, and other stakeholder comments, a
crossreference to the caesarean section
guidance (CG 132) has been added to the
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Order Section  Page Comments 5S@St 2LISNRa wSa
Stakeholder Document . :
No No No Please insert each new comment in a new ro Please respond to each comment
YARSADGSAI |yR Y& 2 NH recommendation
them, highlight the fact that NICE
recommendations on maternal request
caesareangincluding those from tokophobic
women) are currently unmet, and that there a
maternity health care professionals who do nc
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 &
members of the GDG could read these letters
FYR Y& 2NBFIyAaliAz2yQ
inform other comments submitted about this
guideline update. Thank you.

August 7, 2013 Re: NICE promises on infertili
and caesarean section are unmet
http://www.bmj.com/content/346/bmj.f3814/r
r/656821

August 7, 2013 Re: NICE says caesarean se(
is not available on demand unless clinically

indicated
http://www.bmj.com/content/347/bmj.f4649/r
/656733
Elective Cesarean 51 Full 754 390 L 1312 Summary of findings table for effects (¢ Thank you for your comment. Mode of deliver
music therapy during birth compared with (as anintervention) is outside the scope of this

treatment as usual on depression outcomes | guideline and could not therefore be prioritise
for further research

Approximately one quarter of women in the U

each year have a caesarean birth, but wheree
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Stakeholder

Elective Cesarean

Order
No

52

Document

Full

Section
No

7.5.9

Page
No

417

Comments
Please insert each new comment in a new ro
there are sufficient numbers of studies to
produce a whole table of findings ihis
3dZA RSt Ay S dzZLJRIFGS 2y
OANIIKEZ GKSNB Aa y2
evidence on the different types of caesareans
experienced by women with mental health
problems, or whether there are different
outcomes in their shortand longterm
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 abouthich groups of
women are more likely to end up needing an
emergency CS, and if there was more resear
into the patient experience of women who hay
an elective CS, this would be extremely usefu
7.5.9 Clinical evidence for effects on fear of
childbirth outcomes (by intervention) There wi
no evidencdor clinically or statistically
significant benefits of pradelivery
discussion/psychoeducation on mode of
delivery (elective caesarean [p=0.76]; choosir
vaginal delivery [p=0.69]; vaginal delivery
[p=0.21]) or for predelivery fear of, or
preparednessor, childbirth (p=0.13.53) or
satisfaction with childbirth (p=0.14).

tKAa Aa AYyUSNBadGAy3o
message here appears to infer that one such

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. The interventiol
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 reducir
fear, therefore a smaller number of elective
caesareans was a positive intervention
outcome. The offer of an opportunity to discus
fears is recommended, and the evidence
reviewed here is consistent with the
recommendations made by theg&ction
guideline (crosseference to this guideline has
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Stakeholder Document

Elective Csarean

Elective Cesarean

Comments
Please insert each new comment in a new ro
WoSYSTAGQ YAIKOH KI @S
OFSal NBlyas odzi AGQa
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.
L3840
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 262607
prices.

These figures again reflect that there is a cosl
involved in mental health support, just as ther
is in the childbirth delivery method itself, and
this should not be ignored when considering ¢
62YlyQa NBIljdzSaid F2NJ
7.6 LINKING EVIDENCE TO RECOMMEND#
X¢KS SO02y2YAO SOARSY
any studies assessing the cestectiveness of
pre-delivery interventions. Although the
evidence for large and appreciable benefits w
not found, the GDG agreed by consensus
judgement, that it is important for wamen with
tokophobia to have the opportunity to discuss
these fears during the prdelivery period and
they should have access to a healthcare
professional with expertise in providing

5SSt 2LISNRa wSa
Please respond to each comment
been added to the recommendation)

Thank you for your comment. €guideline
development group has considered the costs
associated with mental health counselling anc
agreed that women with tokophobia should be
2FFSNBR |y 2LJJ3 NIdzyA
advocating mental health counselling over a
method of delivey. Adelivery method as an
intervention is outside the scope of this
guideline, butas a result of yours, and other
stakeholder comments, a crossference to the
caesarean section guidance (CG 132) has be
added to the recommendation.

Thank you for your comnmé. The guideline
development group has considered the costs
associated with mental health counselling anc
agreed that women with tokophobia should be
2FFSNBR 'y 2LJJ2 NIdzyA
advocating mental health counselling over a
method of celivery. Adelivery method as an
intervention is outside the scope of this
guideline, butas a result of yours, and other
stakeholder comments, a crossference to the
caesarean section guidance (CG 132) has be

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
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Order Section

Stakeholder NoO Document No
ElectiveCesarean 55 Full 7.7.1.9
Elective Cesarean 56 Full 7.7.1.16

Page
No

554

556

Comments 5S@St 2LISNRa wSa
Please insert each new comment in a new ro Please respond to each comment
perinatal mental health support. Moreover, th¢ added to the recommendation.
GDG judged that the cosf such interventions
would be small relative to the reduction in
62YSYyQa o0daNRSysz LRGS
mental health problems and other health
vulnerabilities which may be costly to other
LI NIa 2F GKS bl { ¢

YySe g2NRa [ 620S | NB

2FFSNDL X

I fa2> NB Ieffecivangss of pred 2 &
RSt AGSNE AYyGSNBSyGAz2;

iKS O2ad SadAayrasSa O

Caesarean Section (Update). Costing report.

LYLX SYSyGAy3 bL/9 3dz

Request that text in bold is added: 7.7.1.9 For Thank you for your comment. As a result of
women with tokophobia (an extreme fear of | yours, and other stakeholder comments, a
childbirth), offer an opportunity to discuss thei crossreference b the caesarean section
fears with a healthcare professional with guidance (CG 132) has been added to the
expertise in providing perinatal mental h#al | recommendation.

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]

Request that text in bold is added to: Thank you for your comment. However, the
suggested addition cannot be added as it is
Traumatic birth, still birth and miscarriage outsidethe scope of this guideline.

GLFT GKS 62YlFYy $AaKSa
mental health assessmerfupport the
62YyQa OK2A0S 2F RS
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Stakeholder Document

Elective Cesarean

Elective Cesarean

Elective Cesarean

Comments
Please insert each new comment in a new ro
subsequent pregnancynew 2014]
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 t
alter the longterm undhanged 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 ani
babies?
3.4.7 Any assumed increase in the number of
planned vaginal births could also potentially
lead to an increase in the number of unplanne
caesarean sections carried out. Therefore if a
increase in the number of planned vaginal
births is expected, an increa in the number of
unplanned caesarean sections should also be
anticipated.
CKAA A& Iy AYLERNII Y
NICE. Caesarean Section (Update). Costing
NBLEZ2NI® LYLI SYSYyGAy3
precisely why my organisation is concedn
about efforts to convince tokophobic women t
have a vaginal delivery against their will.
Do you think this guidance could be changed
better promote equality of opportunity relating
to age, disability, gender, gender identity,
ethnicity, religion and badf, sexual orientation
or socieeconomic status?

Yesh 8 RS3AONARSR 0208

5SSt 2LISNRa wSa
Please respond to each comment

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

Thank you for your comment. Delivery metho
as an intervention is outside the scope of this
guideline, but a croseeference to the
caesarean section guidance (C&) has been
added to the recommendation

Thank you for your comment. Delivery methoi
as an intervention is outside the scope of this
guideline, but a croseeference to the
caesarean section guidance (CG 132) has be
added to the recommendation.
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Stakeholder
No

Document

Elective Cesarean 60 General

Section
No

General

Page
No

General

Comments
Please insert each new comment in a new ro
argue their case for a caesarean request whe
perhaps language education and/or cultural
understanding of how the NHS maternity care
system works and what NEQyuidance even is,
are all potential barriers.
Relevant research to support statements mac
above:

Tokophobia: an unreasoning dread of childbir
A series of 26 cases. KRISTINA HOFBERG,
MRCPsych. I. F. BROCKINGTON, FRCP

Gt NBIAylFyid ¢2YSy dweréK
refused their choice of delivery method
suffered higher rates of psychological morbidi
than those who achieved their desired deliver
method. Conclusions. Tokophobia is a specifi
and harrowing condition that needs
acknowledging. Close liaison bet@n the
obstetrician and the psychiatrist in order to
assess the balance between surgical and
psychiatric morbidity is imperative with

021 2LK20AF ®¢

Mode of birth and women's psychological and
physical wellbeing in the postnatal period.
Rowlands 1J1, Redsiv M. BMC Pregnancy
Childbirth. 2012 Nov 28;12:138. doi:
10.1186/1471239312-138.

G22YSYy ¢K2 -#bidkedmgndld S
births and unplanned caesarean section birth:
reported the poorest health and wellbeing,

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. The referenced
papers would not meet thelmgibility criteria for
intervention efficacy review, i.e. they are not
RCTs and delivery method as an intervention
outside the scope of this guideline, but a cros
reference to the caesarean section guidance
(CG 132) has been added to the
recommendatio.
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Stakeholder Olildoer Document

Section
No

Page
No

Comments
Please insert each new comment in a new ro
while those of women who had unassisted
vagnal 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, thos
who had a forcepsissisted vaginal birth were
more likely to report ongoinggsttraumatic
GeL)S aevyLiizya aSOSNI

Prevalence and risk factors of childbhrtlated
posttraumatic stress symptoms. Modarres M:
Afrasiabi S, Rahnama P, Montazeri A. BMC
Pregnancy Childbirth. 2012 Sep 3;12:88. doi:
10.1186/14712393-12-88.

G¢KS FTAYRAYIE FNRY LU
more than half of women experienced a
traumatic delivery. In addition we found that
postpartum PTSD was associated with low
educational level, premature labor, inadequat
prenatal care visits, hatg complications due tc
pregnancy, pregnancy intervals less than 2
years, labor duration, and emergency cesare:
aSO0GA2Yy ®¢

Posttraumatic stress disorder after childbirth i
Nigerian women: prevalence and risk factors.
Adewuya AO1, Ologun YA, Ibigbami BEDG.
2006 Mar;113(3):2848.

G¢KS LINBGIfSyOoS 27 t
independently associated with PTSD after
childbirth include hospital admission due to

5SSt 2LISNRa wSa
Please respond to each comment
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Stakeholder Olildoer Document

Section
No

Page
No

Comments
Please insert each new comment in a new ro
pregnancy complications (OR 11.86, 95% ClI
6.36-22.10), instrumental delivery (OR 7.94,
95% CB8.91-16.15), emergency caesarean
section (OR 7.31, 95% CI 38310), manual
removal of placenta (OR 4.96, 95% CI12.43
10.14) and poor maternal experience of contr
during childbirth (OR 5.05, 95% Cl 26% n vy |

The prevalence of enduring postnatalrpeal
morbidity and its relationship to type of birth
and birth risk factors.

Williams A1, HerroMarx S, Knibb R. J Clin
Nurs.2007 Mar;16(3):5461.

G¢KS aiddzRe O2y Of dzRSa
morbidity in women following childbirth is
common, especiallwith women following a
forceps birth and certain birth risk factors (i.e.
age, ethnic origin, length of labour and birth
GSAIKGO D€

Obstetric complications in women with
schizophrenia

B.E Bennedsen et al. Denmark Schizophrenie
Research

Volume 47, Issuea 3, Pages 167175, March 1,
2001

Schizophrenic women were at increased risk
interventions such as Cesarean section, vagir
assisted delivery, amniotomy, and
pharmacological stimulation of labor.

5SSt 2LISNRa wSa
Please respond to each comment
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Stakeholder Document . :

No No No Please insert each new comment in a new ro Please respond to each comment
Fear of childbirth and duration of labour: a
study of 206 women with intended vaginal
delivery. Adams S, Eberha@fan 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 instrumente
vaginal delivery (17.0% versus 10)G$o
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 amjpstetric
interventions. However, it is important to note
that a large proportion of women with a fear o
childbirth successfully had a vaginal delivery
and therefore elective caesarean delivery
aK2dz R y20 06S NRdAziAy
Regarding this last &3 my organization is not
adz33SadAy3 GKS NRdzi A
elective caesarean delivery, but rather the offi
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 ' Thank you for your comment. We are not able
problems that exist even where research in th to comment on a systematic review that was
area of tokophobia and mode of birth is not included in the review of evidence for this
happening. guideline and delivery method as an

intervention is outside the scope of this
A comprehensive systematic review of the guideline, but a croseeference b the
impact of planned interventions offered to caesarean section guidance (CG 132) has be
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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, Mag#Cuerden J. JBI Library of
Sysematic Reviews 2013; 11(1):-1Q2.

For example, one of the review objectives is t
GaeyukSarasS GKS o0Sai
evidence relating to the effectiveness of
planned interventions (intervention vs.
standard care or intervention vs. interveomn)

in reducing fear and/or anxiety in women who
present with tokophobia, and in reducing the
number of planned Caesarean section (CS)
RSt AGSNASa Ay (KSAS

Why? Why the obsession with the number of
planned caesareans from the outset? And wit
reducing that number? Why not an objective t
reduce the number of emergency caesareans
Or to ensure that women are fully informed
about the risks and benefits of surgery? Patie
satisfaction following different types of
caesarean surgery?

The answer comeswiftly:

aLYy GKS ! YsX GKS NI GS
the 1960s 4 to 24.8% in 2049. This is
considerably higher than the maximum
medically justified rate of 15%, as defined by

5850St 2 LISNRaA

wSa

Please respond to each comment

added to the recommendation.
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the World Health Organisation (WHO). A
number of authorities have expssed concern
at this trend, especially when there are no
medical indications for CS, as surgical
intervention in childbirth may result in adverse
YEOGSNYFE 2NIAYFlEYyG 2

My organisation presented a great deal of
evidence in response to the problemith birth
politics, and an unhealthy obsession with a
1985 WHO recommended rate that had no
basis in empirical evidence. In fact the WHO |
FRYAGGSR GKFG GKSNB
N} G8SQs FyR G4KS bL/9
have been published if therwas evidence that
maternal request caesareans would lead to
GFr ROSNES YIFGSNYFE 2N
rather, any greater adverse maternal or infant
outcomes than a planned vaginal delivery).

When any research review takes place with tt
startingpointi K+ & G KA3IK / { N
/' { N}XGS&a IINB 3JI22Ré:
SESNDA&SET FYyR GF{1S |
OSYGUNBRQ I LILINRIFOK® L
may be missed opportunities for finding
effective solutions (e.g. increasing the planne:
CS rate and reducing the emergency CS rate)

CAylLftftesr AGQa 62NIK
Gttt yySR AYGSNBSYy(GAz2

5SSt 2LISNRa wSa
Please respond to each comment
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Ay Of dzZRS WFINBSAy3a (2
why it is so important that this intervention is
recognised by NIE here.
General: As acknowledged, the Guideline
continues to suffer from an over emphasis on
depression and the postnatal period. While tt
is understadable 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 depressior
and also the occurrence of mental health
problemsduring the antenatal period.

It is welcome that there has been an attempt |
address anxiety within the confines of the
available research evidence. Although Table
includes the use of different EPDS cut offs in
pregnancy there is no comment or summary (
anxiety on p 114. This wilibe helpful in giving
a context / cross reference for the GDG
recommendation of GAR2 questions (p 139).
While the

rationale given on p 118 is helpful it is not
readily accessible

5SSt 2LISNRa wSa
Please respond to each comment

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 disordgrsevere mental
illness, and alcohol and drug misuse, and for
recognising depression in pregnancy as well i
in the postnatal period. In addition, a new
recommendation has been added that
recommends that healthcare professionals be
aware of the range, pralence and under
recognition of anxiety disorders (including GA
OCD, panic disorder, phobia, PTSD and soci:
anxiety) and depression throughout pregnanc
and the postnatal period.

Thank you for this comment. We agree that tr
section was unclear. Thadinical 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 cfo
reference to the GAR2 questions has also bee
inserted nto this section in order to make this
rationale clearer

Expert Reviewer 1 3 Full 5.35 117 The GDG decision to favour sensitivity over | Thank you for your comment.
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123

136

140

Comments
Please insert each new comment in a new ro
specificity is welcome as a means of improvin
detection of those women who have sub
threshold symptoms of depressi@nd who
may otherwise be missed. This is in keeping
with the principle of including the full spectrun
of severity of depression.
The economic modelling incorporates
pharmacological treatmenwith Sertraline for 8
weeks. Standard advice to patients is usually
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 thé shorter period.
p. 136138
| strongly support the reservations and concel
of the GDG regarding the economic analysis.
particular | welcome their emphasis on thee
of clinical judgement and the importance of th
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 undervahg the
relationship and the style of administration an
ultimately the accuracy of results.
p14015.3.8.35.3.8.6 These recommendation:
are appropriate and the specific timings are
important for standardised screening purpose
However, specifying a single time for screenir
in pregnancy also carries a risk for mental

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. This has been
amended.

Thank you for your comment.

Thank you for your comment. The guideline
development group has added a further
recommendation that at all subsequent
contacts during pregnancy and in the postnat
period women shoulde asked the Whooley
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health problems with onseduring pregnancy | questions and the GAR and the specificity
but after booking to be missed. The long with regards to the timepoints have been
standing trend to overlook mental health removed from full guideline recommendation

problems in the antenatal period adds to this | 5.3.8.3.
concern. It is suggested that an additional
recommendation should prompt repetition of
the screening question$ a health professional
has concerns at any stage later in pregnancy.

Expert Reviewer 1 7 Full 5.3.8.7 141 pl41-2 Thank you for your comment. The GDG agre¢

& 5.3.8.7&8Women with a history of, or current, and think that this point has been covered by

severe mental iliness are likely to be known t¢ an overarching principle about coordination o
community mental health services. Some will care (recommendation 1.3.6).
already be attending services and may have
taken advice on getting pregnant. There is
advantage in these women maintainingntact
with the service where their history is known.
is suggested that recommendations should be
clear that the service where the woman is
already known should always at least be mad
aware of the pregnancy following booking.
Referral to that servicenay be considered and,
when available, the additional expertise of
specialist perinatal mental health professional
should be sought to complement the core
service. Osgoing involvement of the core
mental health services will facilitate continuity
of carethrough and beyond the perinatal
period.

Expert Reviewer 1 8 Full 54 142 pl141-2 The clarification provided in this sectiol Thank you for your comment.
related to specifics of the perinatal period is
very welcome and helpful. In particular it is
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dza SF¥dzAf (G2 KI @S KAIKE
assessment is not a single, tiriimited
intervention but a contining process
0KNRdzZAK2dzi | y& LISNA?2
suggested addition to recommendations in
5.3.8 is in keeping with this view (Comment 6

Expert Reviewer 1 9 Full 5.4 142 pl41-2 Thank you foyour comment.
It is useful to have it formally recogeis 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, @oing
monitoring and adherence.

Expert Reviewer 1 10 Full 5.4.8.4 149 This guidance on relevant topics to be include Thank you for youramment. The
when making an assessment of a suspected | recommendation has been amended to incluc
mental health problem is very helpful, GiKS 62YSyQa SELISNRS
especially for health professionals with limiteg problems experienced by her, the fetus or the
mental health training. Itis suggestedthat o0 0 & ¢ &
perinatal specific experience wdi 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.

Expert Reviewer 1 11 Full 6 151 pl151-204 Thank you for your comment.
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
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198

198

Comments
Please insert each new comment in a new ro
which are inadequately addressetsewhere in
the document but where attention to
psychological welbbeing and mental health is
essential.
The complexity of judging what is helpful in th
highly sensitive and challengingcumstances
around perinatal loss is well portrayed and
hence the necessity of individual care plannin
taking the preferences and choices of the
woman fully into account along with those of
her partner, when appropriate.
The timing of offering options related to
perinatal loss to women/couples is important
pointed out by some women (e.g. p198; lines
24-26); also allowing ample time to consider
choices.
Clinical experience of working witthomen and
partners who have been advised of a foetal
diagnosis and are aware that their baby will d
in utero, at birth or soon after, indicates that it
is helpful to prompt consideration of their
options and wishes during pregnancy. This
includes planimg for delivery, the immediate
postnatal period and disposal. This reduces tt
stress of making difficult decisions immediate|
after birth.
Particularly for women who choose to allow tr
pregnancy to run its course as long as possib
this time to congler and discuss options is
valued. Itincreases the probability of couples
making decisions they will continue to be

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment

Thank you for your comment. The GB@ee
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 th
recommendation has been amended
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content with into the future; reduces the
likelihood of regrets and facilitates the grievint
process.
191-194
It is welcome to see consideration of traumatit
birth. This section captures the psychological
impact of traumatic delivery with birth
complications involving physical trauma.
However there is a danger of overlooking thos
women who experience an apparentigrmal
delivery as psychologically traumatising, ofter
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 perial.
As with PTSD following other experiences, it i
safe to assume that there is risk for a negative
impact on relationships, adjustment and
developing comorbid mental health problems.
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. Whi
there are some similarities it is considered the
such complex topics do not lend themselves t
joint consideration o generalisation.

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. The GDG agree¢
that it is important not tooverlook this group of
women. The recommendations on traumatic
birth are intended to apply to both women whi
have experienced a traumatic delivery due to
physical birth complications but also women
with an obstetricallynormal delivery who
experience it apsychologically traumatic.
However, to make this more explicit a definitic
of traumatic birth has been added to the
guideline

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

16 Full 7 205 205557

The selection of therapeutic approaches to be

Expert Reviewer 1 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 individualisedssessment and
intervention delivered by a fully trained menta
health professional. While such cases may be
covered in another NICE Guideline on a
particular mental illness, this Guideline will no
inform, and may mislead, commissioners
considering staffig needs for perinatal mental
health services.
p425,458 & 550
The limited research evaluating post traumatis
birth counselling in the research setting has
produced mixed results. Clinical experience
indicates that such follow up by obstetricians
and midwives is highly iieed by women and
usually also by their partners. It can be very
helpful. However there is considerable variati
in how such counselling is delivered in terms |
timing and the counselling skills of the
professional. The difference between
counselling ad debriefing is often poorly
understood. Such variables can make the
difference between being helpful and adding t
post trauma response severity.
The comments related to clarifying the
difference are welcome and much needed. It
seems particularly impoaint to discourage the

5SSt 2LISNRa wSa

Please respond to each comment
to the evidence search. Rather, this list refleci
the interventions for which there is evidence.
The guideline includagcommendations for
interventions for severe mental illness which
were largely adaptations of existing NICE
guidance to pregnancy and the postnatal peri
as informed by expert consensus judgement
and evidence reviewed for this guideline whel
available

Thank you for your comment.
wSO2YYSYyRIGA2ya dzyRS
a0AT T 0ANIK | yhédding kapt@e
these pants.
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549
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Comments

Please insert each new comment in a new ro
practice of an obstetrician or midwife taking a
woman through her traumatic birth experience
step by step in the early days after delivery. /
recommendation to this effect would be
helpful. To be prepared to answer any
guestions shenay have at this stage and
providing the option of a later opportunity for
fuller consideration of the details is appropriat
In my opinion fear of childbirth is highly variatk Thank you for your comment. However, as

in terms of presentation, origin and complexity there is no evidence identified or reviewed for
There is a danger of overlooking the necessity individualised psychological therapy (delivere
for detailed assessment in order to guide by a nental health professional) for the
appropriate intervention.l welcome the GDG | treatment of tokophobia or for the

view that women with this difficulty should identification of a 'complex' case, the GDG
KFI®dS (KS &2 LJJ2 NI dzy A {  judged that such a recommendation would be
delivery and to have access to a healthcare | going beyond the data

professional with expertise in providing

LISNA Y F GF f  &dzLJLd2 NI ¢

however require intvidualised psychological
therapy delivered by a mental health

professional, preferably in the maternity

setting.
It is welcome and appropriate to grhasise Thank you for your comment. The guideline
GKFG aNBO2YYSYRI A2y development group ages and has amended

healthcare professionals providing interventio the statement in the introduction to include
F2N) YSyidlFf KSIt K LIN professionals who are involved in recognition
statement does not recognise the essential ro and assessment, as well as providing

of midwives, in particular, and others in interventions.

maternity services and priary care, in

implementation.

Midwives do not usually provide intervention
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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
is suggested that the statement above is
amended.
When a woman with severe mental illness
decides to stogsychotropic medication in
pregnancy it is suggested that discussion witk
her should also include the possibility of
introducing psychological intervention if it is ni
already in place. As recognised in other
recommendations (e.g. 1.6.18) psychotherapy
can be beneficial for women with severe ment
illness.
While supportive of the recommendation
related to screening fodepression and anxiety
disorders it is important that the prescribed
times are not exclusive. An additional
recommendation is needed to cover new ons
or recurrence of anxiety or depression later in
pregnancy. (See also comment 6)

5SSt 2LISNRa wSa
Please respond to each comment

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

Thank you for your comnmé. In light of your,
YR 20KSNJ adl {SK2f RS
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 visitoatid other
health and social care professionals who havt
regular contact with the woman) should discu
mental health and consider asking the
depression and anxiety identification question
and consider using a formal tool as part of
ongoing assessment amdonitoring (1.5.8).
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Comments
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There appears to be an error in the reference
1.4.4. 1t seems this should be 1.4.3.
Recognising mental healiroblems and
referral:
This new recommendation to share informatic
on past and present mental health problems
with maternity services is very welcome. Suct
information is valuable for maternity staff
providing standard care and particularly in
stressful guations 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 ar:
better prepared to recognise when it is
necessary to involve specialist mental hikal
support.
1.4.3.10 (p2931)
Midwives will be dependent on clear
information in order to determine whether it is
appropriate to follow guidance on depression
and anxiety disorders (1.4t8 1.4.6) or that on
severe mental illness (1.4.7 to 1.4.8).
In the absence of adequate information on pa
and current mental health problems it will be
helpful to advise seeking clarification by askin
the woman about any previous treatment for ¢
mentalhealth problem and details of who
provided care. This will give useful informatio
to facilitate timely and appropriate referral anc
sharing information.
Thisrecommendation needs to recognise that

5SSt 2LISNRa wSa
Please respond to each comment
Thank you. The recommendation has been
amended.
Thank you for your comment.

Thank you for your comment. The GDG agree
that assessment and diagnosis of a suspectet
mental healthproblem should include history ¢
any mental health problem, any current or pa:
treatment for a mental health problem, and

response to any treatment, and feel that these
points are captured by recommendation 1.6.1

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 serv
but may have infrequent contact. Where this
the case the mental health service should be

5SSt 2LISNRa wSa
Please respond to each comment
recommendations on coordinated care (1.3.5
1.3.6) recommend that all women with a
mental health problem in pregnancy attte
postnatal period should have an integrated ce

made aware of the pregnancy ev if the plan developed that sets out the care and

woman is referred to a specialist perinatal treatment for the mental health problem and

mental health service. (See also comment 7) | the roles of all healthcare professionals, and
that the healthcare professional responsible f
coordinating the carglan should ensure that
there is an effective sharing of information wit
all services involved and with the woman
herself.

Expert Reviewer 1 26 NICE 151 32 This new information on relevant historical an Thank you for this comment.

contextual factors to be considered at

assessment is welcome and will be particular!

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 topicssted

but they are less likely to consider specific

perinatal experiences, which may increase thi

risk of developing a mental health problem.

(See also comment 10)

Expert Reviewer 1. 27 NICE 1.5.5 33 WLF (KSNFB-KANEANNM 2NW Z]dzA Thank you for this comment. We have amend

If this should arises at initial assessment or la the recommendation in light of your comment
in the perinatal period in the maternity setting

and there is no indication that the GP is alreas

aware it would seem useful to emphasise

immediate commurgation to inform the GP

and mental health services rather than waiting
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35

40

43

43

Comments
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for referral, further assessment and the
development of a full care plan.
| welcome this GDG review of 2007 guidance
stressing the importance of prompt service
delivery with a shorter time to assessment ani
intervention being necessary in the perinatal
period. It may be helpful to replicate the
specific meaningdPi A YSE 8 Q 2V
1.2.6., page 18 or at least to cross reference t
1.6.3.
It should also be made clear that a much earli
response is necessary for assessment of
maternity in-patients.
Intervention for infan sleep problemg, when
basic advice on sleep hygiene is not sufficient
seems that psychological therapies should be
offered before the initiation of medication.

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 deat
of a baby, as illustrated in chapter 6 and in
keeping with clinical experience.

It is suggested that discussion of disposal of
remains should be included in the support anc

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment, but the meanin
2T Wi reyrmtgait@eqiag to the 2 week
referral for and 1 month provision of
psychological interventions some treatments
(for example for postpartum psychosis) will
need to be delivered more quickly.

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 identif
any high quality studies assessing the efficac'
psychosocial interventions for sleep problems
and insomnia in pregnant women, and in the
absence of any evidence fbenefits or harms
the GDG were unable to recommend any
specific psychosocial intervention

Thank you.

Thank you for your comment. While the GDC
appreciates that this is important, the GDG wi
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41

43

Comments
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facilitation provided by the practitioner.

It is fully appreciated that miscarriage and
stillbirth often involve psychological trauma bt
it mustalso be appreciated that perinatal loss
and psychological trauma can also occur
independently of one another and they are ve
different experiences. The combined headinc
on page 14 is confusing without the detail of
1.7.5 through to 1.7.8. Greater cligrinay be
achieved by separating those recommendatio
related to perinatal loss, where psychological
trauma may be a factor and related to comple
grief, and those recommendations where
psychological trauma is the primary problem.
seems by subsumingspchological trauma in
this way the presentation of this problem in th
perinatal period has been inadequately
addressed.

This recommendation is fully appropriate for
PTSD in the circumstances cited and it is helg
to add direction to the NICE pestiumatic
stress disorder guideline. It is aisgportant to
recognise that psychological trauma can be
triggered by a normal delivery and where the
baby is alive and healthy. Combining loss ani
trauma risks incomplete understanding and
missing cases.

5SSt 2LISNRa wSa

Please respond to each comment
concerned with the immediatpsychological
management of trauma. Disposal of remains
would be covered by local protocols and
common law.
Thank you for your comment. The headings ¢
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.

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 baiso women
with an obstetricallynormal delivery who
experience it as psychologically traumatic.
However, to make this more explicit a definitic
of traumatic birth has been added to the
guideline.

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.

113 of 312



Stakeholder

Order
No

Document

Section
No

Page
No

Comments
Please insert each new comment in a new ro
This section also fails to recognise post traum
responses, including PTSD, during preghancy
proportion of women with PTSD following
childbirth are not new cases (Ayers & Pickerir
2001). Direction to the PTSD guideline will nc
be sufficient in relation to the antenatal conte»
as it does not addiss the specifics of the
antenatal period. Exacerbation or recurrence
psychological trauma responses related to
earlier experiences can be triggered during
pregnancy and particularly as the delivery dat
draws closer. This requires timely assessmel
andintervention 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 anticipate
whether a first delivery, or subsequatto
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 sects.
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 exampl e GGk <

5SSt 2LISNRa wSa
Please respond to each comment

As outlined in the introduction of the full
guideline(chapter 2), the GDG took the view
that fear of childbirth secondary to traumatic
OKAf ROANILIK 60a2YSUAYS
tokophobia) may be more helpfully
conceptualised as a trauma symptom or as p
of a presentation of postraumatic stress
disorder (PTSD) and therefore treatment shot
be informed by existing NICE guidance on PT
and where appropriate the caesarean section
guidance.

The importance of timely assessment and
intervention in pregnancy and the postnatal
period is captured in remnmendation 1.3.6.
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No No No Please insert each new comment in a new ro Please respond to each comment

I ¢
Decisions around proceed with and pacing of
trauma work is more complex in the perinatal
period as the existing distress must be balanc
against the distress which is inevitable in
therapy, whilebearing 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 Thank you for your comment.
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 i:
important. Gowing awareness of bonding witt
limited understanding of the concept and how
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.

Expert Reviewer 1 35 NICE 1.8.5 46 The guideline recognises that specialist Thank you for your comment. This is an
perinatal inpatient services must be staffed to| implementation issue and has been passed o
provide appropriate care for the bablgowever | to the NICE implementation support team.
this alone is not sufficient. It is also imperativ
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 ict work with mothers and
babies.

Expert Reviewer 1 36 Full General 0 The GDG are to be congratulated on their Thank you for your comment. This is an

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
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Expert Reviewer 1
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Full

Section
No

General

Page
No

0

Comments
Please insert each new comment in a new ro
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 fitgith the
vision of effective universal screening and eal
intervention to benefit women, their children
and families. Given that the opportunity for
universal screening falls within maternity care
is important to fully recognise the essential ro!
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 conside
the implications for staffing levels and training
needs to make implenrdgation possible and
effective.
Denial of pregnancy, also known as conceale
pregnancy, is a complex mental health issue
which is difficult to assess but does not seem
have been mentioned at all. Such women me
book late in pregnhancy oroh at all. They may
come to the maternity hospital in labour, or ju:
after, or not at all. A proportion of cases is
readily explained by absence of usual signs o
pregnancy leading to a woman being genuine
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 thers

5SSt 2LISNDRa wSa
Please respond to each comment
implementation issue and has been passed 0
to the NICE implementation support team.
Implications for staffing levels are not part of
our remit and NICE have a separate safe staf
programme.

Thank you for your comment. We agree that
denial of pregnancy may be an issue for some
women, although it is not included in diagnosi
classification systems, we recognise that it mi
be a complication associated with mental
health problems. In response your, and other
aldl1SK2ft RSNRax 02YYS
woman's attitude towards the preghancy
including denial of pregnancy, to the first
NEO2YYSYyRIFGA2Y Ay GK
health problems in preghancy and the postha
LISNRA 2R | YR &ctioNJvhidhifists y°
the components that should be included in an
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Page
No

0

Comments 5S@St 2LISNRa wSa
Please insert each new comment in a new ro Please respond to each comment
good family support but it does need to be assessment and diagnosis of a suspected
assessed and monitored. More challenging | mental health problem in pregnancy and the
cases involve longer lasting dervélthe postnatal period.
pregnancy and in some cases lack of recogni
or acceptance of the baby. These cases hav¢
very serious child protection implications.

Denial of pregnancy has long been recognise
case studies in the literature (Brockington,
1996) but there does not appear to be any
more sophisticated research. Nonetheless th
implications are so serious in the worst cases
is suggeste that the topic should be
acknowledged in the guideline.

Brockington, 1. (1996) Motherhood and Menta
lliness. Oxford University Press.

While there is an acknowledgement of the Thank you for this comment. Some of the
importance of cultural variation in the guidelin| issues you raise are outside of the scope of tt
it may merit further emphasis, not least in guideline, others concerning for example, still
awareness of those determining the content ¢ birth, are dealt with in the guideline (see rec
the guideline, to avoid missing relevant 1.5.9) or in other mental health guidance (see
guidance. CG136Service User Experience Guideline).

As example, the law stounding 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.

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
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Order
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Comments
Please insert each new comment in a new ro
However.it isinportant that eagerness to
challenge the law does not blind professionals
to the different choices women and their
partners make when faced with a serious foet
diagnosis where life after birth is unlikely.
Working with several families in this situatibn
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 therage for
couples, similarly when one foetus in a multip
pregnancy is affected.
This is just one example, but may serve to
emphasise the value and importance of cultur
diversity within the GDG and the advisors to t
GDG to ensure that the guidelinefidly
inclusive.
There could have been a broader review, thel
are more papers than those cited, for example
Knoph et al, 2013 focuses on eating disorders
the postnatal period
Ga2yAd2NI 0KS

Section
No

Page

Stakeholder
No

Document

Expert Reviewer 2 1 Full 2.3.3 25 Thankyou.Wehaw2 ¢ | RRSR (i F

findings in our review.

Expert Reviewer 2 2 NICE 1.6.14 37 g 2YLl yQa Thank you. We have now added a bullet poin

throughout pregnancy and the postnatal
LISNR 2 Ré€

¢1L{ {Ih][5 .9 w92hw
0KS 62YFyQa O2yRAGAZ2;
throughout pregnancy and the postnatal
LISNR 2 Ré€

to this recommendation to consider a fetal
growth scan for these women. The evidence ¢
optimal weight gain through pregnancy is
unclear and assessment by obsteitxits of
underweight women would include the
progress of the pregnancy and where indicate
fetal growth scans
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Expert Reviewer 2

Expert Reviewer 3

Expert Reviewer 3

Expert Reviewer 3

Order
No
3

1

2

3

Document

NICE

Full

Full

Full

Section
No
2

General

Page
No
46

0

18

29

Comments
Please insert each new comment in a hew ro
| notice there are no research
recommendations for eating disordeiisjs one
of the few disorders where there is a lack of
treatment studies. Should this be a research
recommendation?

This is an excellent document, which clearly
reflects a huge amount of work by the GDG. |
should have a significant and positive influenc
on clinical practice well beyond the
geographical scope of NICE. My specific
comments are givebelow.

L41 | think it would be more appropriate to
reference the Confidential Enquiries here and
thereafter by the relevant chapter (Chapter 11
Fa hli0Sa a g9 [/ IyadegSt:
CMACE (201X)

L36 2.4 It would perhaps be relevant to allude
to pregnancy and childbirth as major life even
which may have aetiological significance for
some pregnancyelated andpostpartum
disorders

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for this comment. The GDG
considered your comment carefully and agree
that recommendations on eating disorders
were desirableHowever, the GDG felt it woulc
be premature to move to treatment trails whel
methods for identifying women with eating
disorders in the perinatal period were not well
developed. The GDG felt that it would be bett
to address both issues. This would nesigate
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.
Thank you for your comment

Thank you. We have made the requested
change.

CKIFIy]l €&2dzd 2S FSSt
variation in the presentation, course and
outcomes of mental health problems in
pregnancy and the postnatal period is reflecte
in the breadth of theoretical explanations for
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Expert Reviewer 3

Expert Reviewer 3

Expert Reviewer 3
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Full

Full

Full

Full
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Page
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67

67

67

71

Comments
Please insert each new comment in a new ro

L15181 seem to remember thejjkd
not confine study to first episode psychosis
admissions as this seems to suggest. The
atFdSYSyd KSNB NBTFTSN
LINSaSyaliaarzy aSoOSNB
with what is recognised in the shorter version
the guideline as inading postpartum
recurrences of prexisting disorders (page 3).
L2932 Itwould be better to use birth numbers
as the denominator

L36 These figuremre now out of date

The steppeetare model does not take into
account the moe reflective discussion in
Chapter 2 about the need to accept that wom:
with significant risk, or those with current
illness, may require entry into assessment an
treatment at a higher level. It seems to sugge:
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.

5SSt 2LISNDRa wSa
Please respond to each comment

their aetiology,ncluding genetic, biochemical
YR SYR2ONAYSs LkaeOK
encompasses this important point.
Thank you for your comment. As the evidence
has not been reviewed as part of this guidelin
update, no further changes can be made to tr
chapter.

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

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

Thank you for your comment. As the evidence
has not been reviewed as part of this guideli
update, no further changes can be made to tt
chapter.
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Expert Reviewer 3
Expert Reviewer 3

Expert Reviewer 3

Expet Reviewer 3
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8
9
10

11

12

Document

Full
Full
Full

Full

Full

Section
No
5
5
5

7.7.1.5

Page
No
86
138
141

327

553

Comments

Please insert each new comment in a new ro
[ MM / 2NNBOG WIHydSyl
[ oy wSY2@S 2yS WiKI G
REC5.3.8.4 The recommendation for referral
a specialist mental health practitioner for
assessment may result in significant increase
workload with high numbers of false positives
referred. | would suggest that GPs havel in
assessing cases here.

Same is true for 5.3.8.5 and 5.3.8.6

[Mm / 2NNBOUG Wy2ySXgbH:

Assessment within 2 weeks is a very ambitiot
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, iftmoost,
services, unless the condition or risk is regarc
as significant. If the referral is made specifical
to IAPT services, then it is more likely to be m
but this would only be appropriate for milder
conditions. There may be a group with rigve
severity for whom services will struggle to me
this target. If the aim of the guideline is to dra
attention to the need for improved access to
services, then that is laudable but there need:
to be some recognition of the challenges in
achieving such standard.

5SSt 2LISNRa wSa
Please respond to each comment
Thank you, the change has been made.
Thank you, the change has been made.
Thank you for your comment. We have revise
the recommendations to specify that GPs hav
arole in assessment.

Thank you for your comment. In modern
9yt AaKxE GKS LIKNIas
take either a singular or a plural verb and the
plural, which we have used, is probably more
02YY2y ® I OO2NRAy3f &
this sentence.

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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Order
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13

14

15

16

17

Document

Full

Full

Full

Full

Full
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7.7.1.10

7.7.1.13

7.7.1.19

8.3.3

Page
No
554

554

556

558

622

Comments
Please insert each new comment in a new ro
& REC7.7.1.11 The wording is a little confusil
with regard to anxiety. Both recommendations
seem to refer to any anxiety disorder. | am
assuming that the first refers to mild/moderate
anxiety and the second to moderate/severe
anxiety? If so, the wording ehld be changed
G2 WF2NJ YAfR (2 Y2RS
RAA2NRSNXQ 0A®dS:I NBY
and similarly in the next recommendation.
Consider adding a recommendation that eatin
disorders should be managed in conjunction
with specialiskeating disorders services (as is
stated with substance use disorders)

REC7.7.1.19 This recommendation needs to
reflect better the uncertainty in the literature. |
anything is to be taken from the studies
reviewed, it is that, in thebsence of clearer
SOGARSYOSs: (KS g62YIyQ
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.

Overall There should be a definition of
congenital and major congenital malformation
in the glossary

tcHH [n /KFEy3aS WiSaa.

5SSt 2LISNRa wSa

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

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

Thank you for your comments. However, the
GDG consider the language used in the
recommendation to 'Discuss with a

G2Y YOPDPUKS 2LINA2YyaX
capture the importance of individualised
treatment and reflecthe mixed evidence

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

Thank you for your comment. This has been
changed in the text
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No No No Please insert each new comment in a new ro Please respond to each comment
Expert Reviewer 3 18 Full 8.4.7 668 P668 L5/ It would be helpful to give rates for | Thank you for your comment. The study
valproate (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 change
during pregnancy, which may limit the validity
oftKS | ylrfeasSaqQd wiala
children of women who used a high valproate
dose (>750 mg/d) for autism spectrum disordt
and childhood autism compared with those fo
325 children of women who used a low
valproate dose (<750 mg/d). The GDG did no
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 need¢ Thank you for your commenthis is a list of
clarification, i.e., what sort of monitoring, and | general principles and the GDG considered it
by whom? appropriate to leave the content and provider

of such assessments to clinical judgement.
However, recommendation 1.9.2 has been
amended postonsultation in order to provide
clearer guidance owhat 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 RECB8.9.1.2 The reasons behind this Thank you for your comment. The GDG were
recommendation are entirely understandable. concerned that prescribing practis®f sodium
However, there may be cases where valproat| valproate for women of childbearing age

is the only effective drug. For ngpregnant remained higher than would be expected if
women, who are not planning a pregnancy, th existing NICE guidance was being followed.
GDG might consider the possibility of Based on GDG concerns about the potential 1
recommending the use of LARC in such harm, the consensus judgement was that thel
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Expert Reviewer 3

Expert Reviewer 3

Comments
Please insert each new comment in a new ro
circumstances. | would entirely agree with the
unqualified recommendation not to prescribe
pregnancy or where a pregnancy is being
planned.

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 ca
professionals is more appropriate sach cases.
Referral for preconceptual advice should be
recommended for women on complex
psychotropic regimes and/or those identified ¢
being at high risk for pregnancy or postpartun
major mental iliness.

In the main, practice would be to suggest
greater monitoring and psychological
intervention in pregnancy, with a low threshols
for antidepressants if evidenad worsening
symptoms. This is very dependent on past
historyl/illness profile and the wording of the
recommendation as it stands may be a bit
prescriptive.

5SSt 2LISNRa wSa

Please respond to each comment
were grounds to strengtherhe 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 lotgym
treatment). The GDG did not consider it
appropriate to recommend prescrilgn
valproate together with use of a LARC for nor
pregnant women as no contraception is 100%
effective and because of the concerns about
implementation highlighted by the GDG.
Thank you for your comment. In light of your,
anR 20KSNJ adl {1SK2f RSN,
recommendation has been amended to
'‘Consider referring a woman with a current or
past history of a severe mental health problen
who is planning a pregnancy and is establishe
2y LIAEOK2IUNRLIAO YSRA
capture that a referral might not be necessary
in all cases

Thank you for your comment. Note that the
NBEO2YYSYRIFIGA2ya A&
(S)NRI. Isection 1.4 of the NICE guideline the
is guidance on starting, using and stopping
treatment which states 'discuss with the
woman the higher threshold for
pharmacological interventions arising from the
changing rislbenefit ratio for psychotropic
medicdion at this time and the likely benefits
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Expert Reviewer 3 23 Full
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8.9.1.52

Page
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727

Comments
Please insert each new comment in a new ro

Unclear if this refers only to women with
current significant symptoms @iso includes
those with a diagnosis of bipolar disorder but
who are well and at high risk. In those cases,
decision should already have been made and
treatment plan drawn up. | have significant
concern that this (and possibly REC8.9.1.46)
the onlyrecommendation 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.¢®oth in themselves
guite appropriate) but the overall impression i
that the emphasis is on watchful waiting, rathe
than active intervention. Chapter 2 refers to tt
very high risks associated with a past history |
bipolar disorder and postpartum psychosis,
increased further in the presence of a similar
family history. The adence for early
postpartum prophylaxis in well but high risk
women does not seem to have been reviewe(
albeit there is little recent evidence and what
exists is of poor quality. However, the GDG hi
made frequent decisions elsewhere to provide
recommendaions based on consensus expert
opinion. It is widely accepted and
uncontroversial practice in the UK amongst al
perinatal professionals to offer postpartum

5SSt 2LISNRa wSa
Please respond to each comment

of a psychological interventiornThe
recommendation should be read in conjunctic
with this advice.
Thank you for your comment. The
recommendation has been revised to make it
clear that we mean current and previous illne:
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Expert Reviewer 4

Expert Reviewer 4

Comments
Please insert each new comment in a new ro
reinstatement of previously effective mood
stabilising/antipsychotic treatments for high ris
women. This should be reflected in the
guideline, which, if anything, has less to say ¢
this than the previous version. This is a
significant omission with potential clinical
implications, as accepted practice magt be
widely recognised wherspecialist sarices do
not exist.
Recommendations seem reasonable to me. |
have some concerns about tieghole concept
of identification of mental health problems
using the Whooley questions and/ or the EPD
and/ or any other instruments. | believe if this
done on every woman i.e. at a population leve
then there is no getting away from the fact the
thisis screening by any other name. Therefort
think this would benefit from being referred to
the National Screening Committee for further
advice.
| think recommendations 5.4.8.4, .6, .10, .11 ¢
entirely reasonable. In terms of treatment ie.
5.4.8.10, | wondered abouwat research
recommendation about investigating the
effectiveness of alcohol and drug treatment
specifically during pregnancy and the
postpartum period in RCTS in a UK setting?

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. Due to severa
other comments about this issue, the
recommendation has been rsed to say
WO2YAaARSNI FalAy3aQ NI
implies it should be done in all women.

Thank you for your comment we agree that
the issue of drug and alcohol treaémt during
pregnancy are important and that further worlk
is need in this area. However the GDG felt in
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 outa series of clinical trials in the area ¢
you suggest in the NICE guideline. The GDG
however decide to include a series of
recommendations in the full guideline; See
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Stakeholder Olielel Document Section | Page
No No No
Expert Reviewer 4 3 Full 7 205
Expert Reviewer 4 4 Full 8 558
Family Links 1 NICE Introduc 3
tion
Family Links 2 NICE Patient 5
centred
care

Comments
Please insert each new comment in a new ro

General: This section seems fimeme, | have
nothing to add.

General:l think what is proposed here is entire
reasonable.

p 3-4 and general : Considering the points bei
well made about depression and anxiety bein
the most common mental health probs in
pregnancy with further recognition that menta
health problems frequently go unrecognised
and untreated in pregnancy and goatally,
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 «
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 hn
Wellbeing Scale

Evidence shows that many women feel unabl
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
shae anxiety and be signposted earlier.

5SSt 2LISNRa wSa
Please respond to each comment
section 8.9.2.2.
Thank you.

Thank you.

Thank you for your comment. Evidence for th
effectiveness of psychosocial interventions in
preventing mental health problems is reviewe
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 recommendatio
(2.1) is made on the prevention of pgsartum
psychosis as there was a research gap and tf
GDG felt that better identification of womeat
high risk and a greater understanding of
prophylactic and acute treatment would have
significant impact on maternal and child
welfare, and on service costs.

Thank you for your comment. We feel we
address the issue of unwilling to disclose or
RAaOdzaa || LINRPOfSY Ay
recommendations.
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Stakeholder

Family Links

Family Links

Family Links

Order Document Section | Page
No No No
3 NICE Key 10
prioritie
S
4 NICE Recom 15
mendati
ons
5 NICE 1.2.2 17

Comments
Please insert each new comment in a new ro
Children centre/Health support staff are being
increasingly trained to deliver low intensity
interventions within their proactive role as par
of integrated care teams in which trusting
helping relationships flourishna sign posting
can be made. Unfortunately evidence of
effectiveness is limited at this time.
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.
As well as booking, Pre/ post measures and
implementation data should be used to
measure universal/low intensity group
intervention impact.

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.

5SSt 2LISNRa wSa
Please respond to each comment

Thank you.

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

Thank you for your comment. We have
recommended an integrated care plan which
we believe goes some way to addressing you
concernsplease see NICE recommendations
1.3.51.3.6.
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Stakeholder Document

Family Links

Family Links

Comments
Please insert each new comment in a new ro
Evidence shows that many women feel unabl
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 cetre/Health support staff are being
increasingly trained to deliver low intensity
interventions within their proactive role as par
of integrated care teams in which trusting
helping relationships flourish and sign posting
can be made under qualified supé&ion.
Unfortunately evidence of effectiveness is
limited at this time.

As well as first contact, booking, or early post
natal period, pre and post measures should b
used to measure universal/low intensity
group/couple intervention impact. eg, Warwicl
and Edinburgh Mental Wellbeing Scale

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. As your
comment, and recommendation 1.5.1
highlights, women may be reluctant to disclos
problems due to stigma and fears about the
consequences of disclosure. Based on these
considerations the GDG included in
recommendation 1.5 that the depression and
anxiety identification questions should be ask
as part of a general discussion about a woma
mental health, and as a result of stakeholder
comments and a reappraisal of the evidence,
the emphasis and strength of this
recommerdation has been amended so that
GKS 3ISYySNIf RAaOdzaaAh
mental healthandwellbeing) is the primary
component and the healthcare professional
shouldconsiderasking these specific depressic
and anxiety identification questions as part of
this general discussioAs pointed out there is
no high quality evidence for the efficacy of lov
intensity interventions delivered by children
centre/health support staff and therefore the
GDG did not consider it appropriate to
recommend such interventions
Thank ypu 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 (symptelrased,
diagnosis of mental disorder, symptomatology
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Order

Stakeholder Document
No
Family Links 8 NICE
Family Links 9 NICE
Family Links 10 NICE
Institute of Health 1 General

Section
No

1.6.1

1.8.3

2.3

Page
No

34

45

48

Comments
Please insert each new comment in a new ro

Children centre/Health support staff aleing
increasingly trained to deliver low intensity
interventions within their proactive role as par
of integrated care teams in which trusting
helping relationships flourish and sign posting
can be made under qualified supervision.
Training, support ath supervision of universal
staff is essential. Monitoring and evaluation
strategy needs to be in place. Unfortunately
evidence of effectiveness is limited at this time
Perinatal Mental health andiellbeing clinical
networks/services/groups need a strong
preventative focus and representation

Good to see psychological interventions focus
on the mother¢baby relationship is included ir
research recommendations. Interested to ask
an RCT would be the only method to be
considered as equal attention needstie paid
to the challenges of real world implementatior
to know whether/how an intervention can be
implemented in a variety of different settings
and still be effective?

General| General Contacififkfor the letter sent from IHiV

5SSt 2LISNRa wSa
Please respond to each comment

relapse); service utilisation (hospitalisation for
mental health problems, retention in services)
experience of care; quality of life; harm; qualit
of motherinfant interaction and infant care;
fetal/infant outcomes (cognitive, physical and
emotional development, side effects, service
use)
Thank you for your comment.

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

Thank you for your comment. RCTs provide 1
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

Thank you.
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Visiting
Institute of Health
Visiting

Order
No

2

Document

General

Section
No

General

Page
No

Comments
Please insert each new comment in a new ro

General | Supported by the Department of Health, over

the past year the Institute of Health Visiting h¢
provided 400 senior health visitors and
academic health visitors with evidence based
training to case findind manage mild to
moderate perinatal mental health issues in the
clients.

Furthermore to cascade the training onto all
working and student health visitors and to act
as a local resources for maintaining the qualit
of perinatal mental health servisdor local
mothers.

¢KS GNIAYyAYy3a asSid 2dz
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 the
impact on theinfant, family and society and to
1y26 6KSYy (G2 NBFSN 2

This highly successful project has led to arout
3500 health visitors already being trained and
very many reports of improved services.

What has been particularly heartening has be
the local adership by these Champions who
have gone on to instigate mujirofessional
care pathways, develop benchmarking and

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comments. The GDG
recognised the importance of effective case
identification and the economic model outline
in chapter 5 suggested that the use of a brief
case identification tool followed by the use of
more formal method (such as tHePDS or PHQ
9), appears to be the most coestfective
approach in the identification of depression in
the postnatal period (see recommendations ir
section 1.5). Recommendation 1.5.1 is inform
by the qualitative evidence review that reveals
that women nay 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 an
anxiety identification questions should be ask
as part of ageneral discussion about a woman
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
0KS 3ISYySNIf RAaOdzaaAa
mental healthandwellbeing) is the primary
component and the healthcare professional
shouldconsiderasking these specific depressic
and anxiety identification questions as part of
this general discussion. In response to your, ¢
20KSNJ aidl 1 SK2{t RS Nddkey
questions may still fail to identify depression f
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Page
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Comments

Please insert each new comment in a new ro
auditing tools and generally improve local
services by all those with a responsibility to th
WaAO01Q Y2GKSNJ I yR KS
Indeed to become local leaders at the primary
care level. We can provide you with the surve
evidence for this. To give a few examples

though: | <

Whilst the training makes reference to the
Whooley questions and existing NIGEdgnce
the consistent feedback has been that since t
last NICE guidanc&007, 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 validat
for use by healh visitors, case finding has gon
down significantly with some therapeutic
groups for mothers being closed due to lack ¢
need being identified.

This evidence based training could only be
funded as a 2 day training so incorporated no
directive counseiihg (listening visits) as the
counselling intervention although it encourage
the use of other interventions such as CPT,
Solution Focused Therapy and so on being us
where health visitors had received training in
these.

We immediately shared the dralNICE update
guidance with out Champions and have been

5SSt 2LISNRa wSa
Please respond to each comment

some women, recommendation 1.5.5 has alst
been amended so that even in the absence o
positive response to the depression
identification questions, but where a woman i
perceived to be at risk & mental health
problem or there is clinical concern, healthcar
professionals are recommended to consider
using a formal tool such as the EPDS as part
full assessment.

The role the health visitor (and other health ai
social care professionals wihave regular
contact with the woman) have in the ongoing
individualized monitoring of the woman
throughout pregnancy and the postnatal peric
is recognised by the addition of a new
recommendation (1.5.8).

In response to your comments regarding
listeningvisits, 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 subthreshold to moderate symptoms of
depression in pregnancy or the postnatal
period. The economic analysis conducted for
this guideline also found facilitated sélélp to
be dominant when compared with listening
visits. Coskffectiveness results were driven b
the superior efficacy of facilitateselthelp and

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.

132 of 312



Order

Stakeholder
No

Document
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No

Page
No

Comments

Please insert each new comment in a new ro
receiving very significant concerns coming ba
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 prescriligwhich has led to
significant improvements in the quality and
consistency of local health visiting services ar
increased case finding and management.

¢tKAa Aa FTNrylte Wozy
guidance came out it was followed by a taking
part of existing and effective local health visitil
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 guidanie
has, again promoting the very limited and so 1
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 tir
when there is huge governmenbmmitment
from Dan Poulter MP, health minister, the
Maternal Mental Health Alliance, the 1001 da
manifesto, 6 High Impact Outcome areas and
the Public Health England mandate to improv
such health visiting services. This guidance is
totally out of step vith current policy.

5SSt 2LISNRa wSa

Please respond to each comment
the relatively low intervention costs. The GDC
considered this evidence together with what it
known about the clinical and cost effectivenes
of facilitated seHhelp for the treatment of
depression in noipregnant women, and
recommended tlat facilitated sekhelp 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 ¢
recommendation for listening visits.
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Page
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Comments
Please insert each new comment in a new ro

I < X

We have a significant concern with these draf
guidelines which seem to reflect a very bio
medical model which whilst appropriate for us
with the severely ill is inappropriate for use at
whole pgoulation level where health visitors
Oty YI1S I KdzAS RATFT
outcomes if they have the time and tools to
work with them early. We suspect that many
those on the guideline development group ha
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 w
devastate the quality services we have been
able to introduceover the past year, totally
destabilising a Department of Health funded
initiative.

No other professional group in primary care i.
GPs or midwives have the level of training,
experience or opportunity that the health
visiting profession has for early @etion and
management of mild to moderate perinatal
mental iliness.

Health visitors are not only trained to case fint

5SSt 2LISNRa wSa
Please respond to each comment
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Stakeholder Order | bocument | Section | Page
Institute of Health 3 NICE Key 13
Visiting prioritie

S

Comments
Please insert each new comment in a new ro
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 Ministe
These are both areas which may underpin the
development of depression and anxiety and
where early detection and support to the famil
may reduce their impact.

We ae well aware of the shostomings of the
EPDS but it will pick up depression, anxiety a
suicidal ideation if used properly as a
framework for a much wider assessment whic
also incorporates the clinical interview and thi
is how we train health visitor® use it.

Nondirective counselling is one of a range of
interventions including group interventions an
the support of the voluntary and statutory
sector that health visitors can call on. The so
Ottt SR WISHtAdK zAaAd
more s@histicated than it is given credit for, it
addresses not only the needs of the mother, t
also considers those of her wider family groug
especially the infant. This does not happen in
secondary services where counselling

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

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your commenthis section of

the guideline identifies the key priorities for

implementation and the GDG prioritised the
case identification questions over the
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Visiting

Institute of Health
Visiting

Institute of Health
Visiting

Order
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4

5

6

Document

NICE

NICE

NICE

Section
No

1.25

131

1.3.2

Page
No

17

18

18

Comments
Please insert each new comment in a new ro
We would request it is put back into page 13.

iHV:PMHC welcome the recommendation tha
professionals should consider the impact of
perinatal mental illness on the partner, other
family members and children, however, feel it
should also refer to angotential impact on the
unborn baby.

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.

Al £Ytal/ |faz2 adza3asSa
comlJISGSYyidQ NBLX | 0OSa Oc
working with other cultures a professional mu:
be culturally competent, they then require
culturally relevant tools.

The guideline recommendation is welcomed,
however, commissioners would be required tc
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

5SSt 2LISNRa wSa

Please respond to each comment
recommendation for full assessment as the
guideline economic analysis suggested that tt
strategies utilisin@ 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 mc
formal assessment (that is, the EPD®£HQ9)
The impact of perinatal mental iliness on the
unborn baby is covered in other NICE
recommendationd .4.6, 1.6.1, 1.6.3, and 1.6.6

Thank you for your comment. The term
‘culturally competent' is not a term that can be
used wlen talking about information. The
guideline also refers the reader to the Service
user experience guideline where this is cover
Thank you for your comment. This is an
implementation isge and has been passed on
to the NICE implementation support team.
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Stakeholder NoO Document No
Institute of Health 7 NICE 1.3.9
Visiting
Institute of Health 8 NICE 1.4.1
Visiting

Page
No

21

29

Comments

Please insert each new comment in a hew ro
where specialist perinatal mealk health
services are not available (as identified by the
Maternal Mental Health Alliance) and hence
services could not therefore be accessed as t
guideline suggests in many parts of the count
We welcome this new addition/amendment

We welcome this new addition but would also
like to inform NICE of the work done by Healtl
Visitors at the antenatal stage with clients this
AyOf dzRSa dzaiy3a (GKS v
and assessing their current mental health as
well as risks to theifluture mental health as
part of the health visitor promotional interview
at 36 weeks of pregnancy.

The wellbeing plan was funded by Boots Fam
Trust and developed by experts from Netmun
Institute of Health VisitingRoyal College of
Midwives andchaity Tommy'sto help mums
prepare for the birth and support they might
need to look after theimental health. Itis a
tool which was developed following evidence
from Netmums of the reluctance of mothers tc
disclose their mental health issues. It allaivs
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 wpoint 1.4.1
it might be included as one possible

5SSt 2LISNRa wSa
Please respond to each comment

Thank you.

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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No No No
Institute of Health 9 NICE 1.4.2 29
Visiting
Institute of Health 10 NICE 1.4.3 29

Visiting

Comments
Please insert each new comment in a new ro
intervention to be used by midwives and healt
visitors with all mothers.
iHV:PMHC support the consultation guideline
recommendation relating to the sharing of
information with maternity services when ther
iS a past or present mental higla
problem. However consideration should be
given to extending this recommendation to
include the health visiting service as the
Gl St GKe / KAfR tNRIN
GblFdAz2ylf |1 SFHftGK +Aa
HAMOKHAMpPE OHAMMODOTr |y
Personalised Care and Population for Nurses
Midwives, Health Visitors and Allied Heath
Professionals (2014), clearly states that healtl
visitors are responsible for delivering the
Healthy Child Programme and this includes
maternal mental health in fulivhich 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 informel of an area where it was felt
mothers could be assessed for PND by
OKAf RNByQa OSyidNB
health training.
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

g 2

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. In light of your,
YR 20KSNJ adl 1SK2t RS
recommendation has added that expligit
recognises the role of health visitors (and othe
health and social care professionals who havt
regular contact with the woman) in the ongoin
assessment and monitoring of women in
pregnancy and the postnatal period (1.5.8)

Thank you for your comments. In light of your
YR 20KSNJ adl {1SK2tRS
specificity has been removed from the
recommendation. The GDG recognised the
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Please insert each new comment in a hew ro
disappointing that the timescales for
assessment do not coincide with those referre
to in the DH Maternal Mental Health Pathway
(2012).

iHV:PMH are disappointed that an assessmel
at 812 months has been omitted as this is a
universal contact for thedmlth 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 beptactice
should recommend that women with a past
history of mental ill health are offered a furthe
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 tbase
with GAD 2) to be totally inadequate for the fu
assessments of the mental health needs of th
whole family as should be done at each of the
formal contacts prescribed by the Healthy Chi
Programme (HCP) and to be mandated when
their commissionig moves to Local Authorities
next year. As described above in our
introduction we have introduced training acros
the UK for standardised assessment using the

5SSt 2LISNRa wSa
Please respond to each comment

importance of effective case identification anc
the economic model outlinedh 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 Pt
9), appears to be the most coestfective
approach in the identification of depression in
the postnatal period (srecommendations in
section 1.5). Recommendation 1.5.1 is inform
by the qualitative evidence review that reveals
that women may be reluctant to disclose
problems due to stigma and fears about the
consequences of disclosure. Based on these
consideratiors the GDG included in
recommendation 1.5.4 that the depression an
anxiety identification questions should be ask
as part of a general discussion about a woma
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
0KS 3ISYySNIf RAaOdzaaAa
mental healthandwellbeing) is the primary
component and the healthcare professional
shouldconsiderasking these specific depressic
and anxiety identification questions as part of
this general discussion. The GDG felt that it w
important to point out that these case
identification tools have been validated for us
in primary care so the distinctiorf avhich
primary healthcare professional administers

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.

139 of 312



Stakeholder

Order
No

Document

Section
No

Page
No

Comments
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EPDS as the framework but also based on thi
clinical interview questions. This allows for
discusion 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 GA
2 identification questions and further
assessment using GAD 7 for general use but
for spedfic use by health visitors.

iHV:PMHC welcome the recommendation tha
further assessment if women answer positivel
02 SAGKSNI 2F GKS a2z K.
GKFY FalAy3ad GKS GKAN
something you feel you need or want help wit
for geneal 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 tt
mother, but include an assessment of the
couwple relationship and of the attachment
relationships with the baby. Health visitors ar
in a unique place, through delivery of their
universal services to identify any of these issL
for the emotional wellbeing of families early in
all families and thisinique role requires formal
recognition by NICE so that it is not out of ste|
with the other national guidance and
requirements already quoted.

5SSt 2LISNRa wSa

Please respond to each comment
them is not meaningful. In response to your,
YR 20KSNJ aidl {SK2ftRS
Whooley questions may still fail to identify
depression for some women, recommendatio
1.5.5 has also been amendedl 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 menta
health problem or there is clinical concern,
healthcare professionals are recommended tc
consider using formal tool such as the EPDS
part of a full assessment.

The role the health visitor (and other health ai
social care professionals who have regular
contact with the woman) have in the ongoing
individualized monitoring of the woman
throughout pregnang 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 @ihe
postnatal period should include the mother
baby relationship. Moreover, recommendatior
1.9.12 has been amended to provide greater
specificity around what an assessment of the
mother-baby relationship should include (verb
interaction, emotional serigvity and physical
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We support the suggestion that further
assessment should also be recommended if
there is a lack of congruencetween a
G2YFYyQaQ OSNbIf NBAL]
guestions and her presentation when these
guestions are being asked by non health visit:
but as stated we call for a much more
comprehensive assessment by health visitors
be expected by NICE by others.

In principle we welcome the introduction of tht
statement advising referral to a specialist
mental health practitioner for full assessment
and treatment.

However, this is expensive and ignores the fa
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 o
the iHV and the government is that all health
visitors will have the trainingp do this. Many
of these women are lonely or anxious and qui
simple interventions led by health visitors will
quickly improve their mental wellbeing. Healtl
visitors have access to a very wide range of
interventions including referral to mental hehlt
services via GPs (or directly), therapeutic
groups, support groups, involvement of
voluntary organisations such as HomeStart, u

5SSt 2LISNRa wSa
Please respond to each comment
care). However, specifying who should
complete this assessment was not considere(
appropriate as it will depend on the individual
and their contact with services.

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 BFS or PH@Q) could
be considered as part of a full assessmemR
referring the woman to her GP or if a severe
mental health problem is suspected to a meni
health professional (see recommendation
1.5.5).

NICE guidance does not generally specify the
healthcare professional who should deliver
recommended interventions but rather outline
key components. For women with persistent
subthreshold depressive symptoms, or mild tc
moderate depression, or persistent
subthreshold symptoms of anxiety, facilitated
selthelp is the recommended intervention,
therefore, referral to and engagement with
mental health services would not necessarily
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Please insert each new comment in a new ro
2T |/ KAf RNBYQa / Sy iNB
support from online groups such as Netmums
as well as most health visitors ibg trained in
some counselling approaches.

iHV:PMHC welcomes the continued use of th
EPDS by health visitors to further explore
symptoms of depression but are concerned tt
iKS D5D LISNOSA@Sa (K
relates only to detection, fuher 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 ¢
those women who refuseotaccess GPs and
mental health services and the potential impa
that their mental illness may have on their
relationships and on the cognitive, emotional,
physical and behavioural development of thei
infant. This is where the health visitor focuse:
her activities. It is inadequate to only conside!
illness in the mother.

iHVPMHC are delighted that the consultation
guideline recommends a holistic assessment
the woman and that psychosocial factors that
can impact on mental health and wellbeing ar
incorporated.

iHV:PMHC would also welcome clarification o

5SSt 2LISNRa wSa
Please respond to each comment
required.Facilitated sethelp should include
the provision of written materials, supported b
a trained practitioner (facéo-face or by
telephone) which in this context could include
health visitor.

Thank you for your comment. The GDG did n
consider it appropriate to specify who should
ask the initial case identification questions as
will be dependent on the woman's contact wit
services. However, greater specificity about
professional roles in identification and
assessment of depression and anxiety disord
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Comments
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which professioal 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 pragn
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 assessmeunit
psychosocial factors impacting on mental hea
are recommended.

This clarification will reduce the need for
women to have multiple assessments and wil
O2yFANY GKS KSIfdiK @
stepped care model as required by the Health
Child Programme.

We welcome this important addition but
wonder whether a lack of family ather
support should also be included here as well
in 1.5.5.

and 1.5.5 We welcome this important additior
and its formal recognition of the issue of
safeguarding

5SSt 2LISNRa wSa

Please respond to each comment
has been added to other recommendations. F
instance, recommendations 1.8565.6 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 professiona
who have regular contact with the woman) in
the ongoing assessment and monitoring of
women in pregnancy and the postnatal perioc
(1.5.8).

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

Thank you.

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 SrEE Document SEEIR FEEE
No No No
Institute of Health 15 NICE 1.5.6 33
Visiting
Institute of Health 16 NICE 1.6.2 34

Visiting

Comments
Please insert each new comment in a new ro
We welcome the consultation guideline
recommendation of the development of a
written care plan but feel that this should
include desirable tirascales.

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 referringta | £ t Ay O
LINEPFSaarz2yltaég | FdzN
Gi2 AyOfdzRS DtX YARS

those professionals offering women a univers
service in the perinatal period who may have

the most knowledge about her and her family.

This woull promote and encourage all involvet
professionals to participate in the Care
Programme Approach.

This states that all interventions for mental
health problems in pregnhancy and the postna
period should be carried out by competent
practitioners. Health visitors are competent
practitioners and offer up to 6 sessions of ror
directivecounselling or other psychological
interventions they are trained in. However thi
statement appears only to refer to
psychological services and does not
acknowledge the important role of the health

5SSt 2LISNDRa wSa

Please respond to each comment
Thank you for your comment. A new
recommendation has been drafted to take intc
account some of your concerns, such as
schedule of monitoring. However, the GEsR
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 1.3153.6)

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 periodigh
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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Please insert each new comment in a new ro
visitor which in most instances has the potent
to cortain the illness and prevent it requiring
secondary support something that NICE
should surely welcome as the government do
There is plenty of research to demonstrate the
KSIHtGK @Aardz2Nna 02y
postnatal depression but this seemst to have
been acknowledged by this statement.
Currently clinical supervision and certainly hig
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 mesanisms suggested.
iHV:PMHC welcome the consultation guidelin
recommends reducing the timescales for
assessment and subsequent treatment but fe:
this statement is a bit nebulous. Health visito
would never keep a mother in distress waiting
month for support and the range of
psychological interventions they canovide.
Should it say is referred to GP or secondary
aSNDAOSEAXD
We would suggest setting a time scale of with
a week for health visitor services!

iHV:PMHC Consideration must also be given
those women who refuse to be referred or to
engage with merdl health services as the
consequences of maternal mental illness will
potentially remain untreated affecting not only
the woman but other family members, the

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comments. NICE do not
usually specify which healthcare professional
delivers the recommended intervention but
rather recommends key components and in tt
case, the required time scale for assessment,
referral and deliverylt is also inportant to note
that for women with sudden onset of possible
symptoms of postpartum psychosis a referral
a secondary mental health service for
immediate assessment (within 4 hours) is
recommended.

For women with persistent subthreshold
depressive sym@ms, or mild to moderate
depression, or persistent subthreshold
symptoms of anxiety, facilitated sditlp is the
recommended intervention, therefore, referral
to and engagement with mental health service
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infant and any other children.

Women who have an established therapeutic
relationship with thei health visitor often find it
more acceptable to engage in the universal pl
component of the service than to access men
health services. This relationship needs to be
acknowledged and valued as stigma, and the
perceived consequences of admittingtiaving
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, whit
we believe requires furtbr consideration.

The consultation guideline fails to address the
management of women who refuse to access
psychological services and the impact untreat
maternal mental illness can have on the
cognitive, emotional and behavioural
development of the irdnt and child as well as
the other relationships within the family.
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 guidelineg 9
This relies heavily on CBT. Whilst CBT has it

5SSt 2LISNRa wSa
Please respond to each comment
would not necessarily be requireBacilitated
sef-help should include the provision of writte
materials, supported by a trained practitioner
(faceto-face or by telephone) which in this
context could include a health visitor.

In response to your comments regarding
listening visits, there was no higluajity
evidence to make a recommendation for
listening visits. The economic analysis
conducted for this guideline found facilitated
selthelp to be dominant when compared with
listening visits. Costffectiveness results were
driven by the superior efficgoof facilitated
selfhelp and the relatively low intervention
costs. The GDG considered this evidence
together with what is known about the clinical
and cost effectiveness of facilitated shllp for
the treatment of depression in nepregnant
women, andrecommended that facilitated self
help should be considered for women with
persistent subthreshold depressive symptoms
or mild to moderate depression.

Thank you for your comment. There was
evidence for moderatelinical benefits of
facilitated selfhelp on depression
symptomatology (scoring above threshold on
depression rating scale) and mean depressiol
symptoms for women with suthreshold to
moderate symptoms of depression in

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.

146 of 312



Stakeholder

Order
No

Document

Section
No

Page
No

Comments
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importance and the other options are also
usefd it only suits some women and this is no
acknowledged. We question why the
contribution of health visitors through their
additional support and nodlirective
counselling, (listening visits) has been remove
This guidance is in dangerio€reasing not
decreasing the mobidity of women in the
perinatal periodg indeed its very very worrying
and something that could take another 7 year
to turn around. Why would you ignore such ar
important service especially as there is an
evidence base for health visi®ork in this
area. As well as the evidence base in the UK
wonder if you have considered the recent RC
led by Glavin K through public health nurses
(health visitors) working in Norway? This
demonstrated that not only the mother but als
the baby didbetter as a result of the health
visitor intervention.

iHV:PMHC would like to advise that the
Listening Visit contact may include a variety o
methodologies including:

w b-drettive counselling

w {2ftdziAz2y F20dzaSR
w az2liAdlFiAz2yl fintevighivg t
w aAyR¥dAZ ySaa

w {tSSL) Ke3aasys

w LYFlLyd FddlrOKYSyi

5SSt 2LISNRa wSa

Please respond to each comment
pregnancy or the postnatal periodhe
economic analysis conducted for this guidelin
also found facilitated selfielp to be dominant
when compared with listening visits. Cost
effectiveness results were driven by the
superior efficacy of facilitated sdfielp and the
relatively low interention costs. The GDG
considered this evidence together with what i
known about the clinical and cost effectivenes
of facilitated sekhelp for the treatment of
depression in noipregnant women, and
recommended that facilitated selielp should
be consi@red 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 clinic
guideline 90), including the provision of writtel
materials, supported by a trained practitioner
(faceto-face or by telephone) which in this
context could include a health visitor and
typically consisting of six to eight sessions ow
nine to twelve weeks. The only Glavin referen
that was identified ly the evidence search was
Glavin et al. (2010). "Redesigned community
postpartum care to prevent and treat
postpartum depression in womet\ oneyear
follow-up study. [References]." Journal of
Clinical Nursing 19(222): 30513062. This
paper was excludetbased on title and
abstract) as it was not an RCT (quasi
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Comments
Please insert each new comment in a new ro

These home contacts/listening visits are usua
essential to get women into facilitated groups
or accepting other interventions.
iIHV:PNHC are delighted that the consultation
guideline incorporates tokophobia and this wil
need to be considered when service
specifications are being agreed and mental
health services commissioned.
iHV:PMHGQvelcome this recommendation. We
are assuming that this refers to the examinati
that all babies have within 72 hours of deliven
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 ha
the training in the case of babies who may be
””””” 08 GKSANI Y2
It is also essential that there is good
communication of such potential effects to the
HV and midwive.
iHV:PMHC welcome that the consultation
guideline recommends additional support and
advice fowomen who have experienced a
traumatic birth, stillbirth or miscarriage.

However specialist mental health assessment
provided by perinatal services requires furthel
consideration as women who have experienct
a miscarriage or stillbirth may decline togage
in a parent and baby service. Alternative

5SSt 2LISNRa wSa
Please respond to each comment
experimental design).

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

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

Thank you for your comment. See NICE
recommendation which enforces good
communication in a coordinated care plan.
CKFy]l €2dzd ¢KS NBO2Y
support and advice to women who have had ¢
NI dzYr GAO O0ANIKXE KU
your comment.
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Comments
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services therefore need to be considered.

iIHV:PMHC are delighted that the consultation
guideline requires professionals to consider tt
impact of perinatal mental illness on the
mother infant relationship.

We welcome this section. Health Visitors hav
long known theeffect 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 anotheDG are

t221Ay3 G / KAt RNBYQ
guideline is not expected until October 2015

professionals will require additional guidance
the interim.

iHV:PMHC report that infant mental health
services are not available nationally, therefore
if problems with the mother infant relationship
remain unresolved commissioning

5SSt 2LISNRa wSa
Please respond to each comment

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

Thank you we have revised the
recommendation and adopted a more genera
approach to this topic as we did not feel,
following consultation, that the evidence
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arrangements need to be reviewex the GDG
needs to consider alternative timely yet
appropriate referrals and interventions.
We welcome this section, however, we would
also welcome some ufp-date and robust
research on the impact of health visiting, give
the recent investment, Callto 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 fevaluation as there has
been considerable investment made.

iHV:PMHC report that ost Health Visitors feel
confident and competent in completing
perinatal mental health care.

Point 4 iHV:PMHe&port that the 34month
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 iliness
and her baby is not offered.

The Whooley questiorare 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
very good ool when properly by health visitors

5SSt 2LISNRa wSa
Please respond to each comment
available supported the previous
recommendations.

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

Thank you for your coments. The evidence
reviewed for the guideline on case
identification and the economic model outlinet
in chapter 5 suggested that the use of a brief
case identification tool followed by the use of
more formal method (such as the EPDS or Pt
9), appears tde the most costffective
approach in the identification of depression in
the postnatal period (see recommendations
dzy RSNJ YwSO23ayAaiy3a Y
pregnancy and the postnatal period and
NEFSNNI t Q0o | 246SOSNE
stakeholE NE Q O02YYSyidasz
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 &
those working with women who may have
perinatal mental illness but adherence byta
Whooley will weaken not strengthen these
Y2UKSNRa 2dz2io2ySao 2
to suggest that you need to make a special c¢
of health visiting interventions as they are
difference as are those of secondary and
tertiary services.

iHV:PMH®ave been unable to identify the
evidence that the GAD 2 item scale is a valid
tool for screening and detecting of Perinatal
Mental lliness.

Historically, the EPDS has been endorsed as
tool of choice; by Health Visiting along with a
clinical interviav to facilitate the recognition for
the mother and the professional that
depression &/or anxiety may exist. The Natior
Screening Committee accept the use of the
EPDS as a framework for assessment when t
by health visitors but not as a generalizable
saeening tool.

The iHV: PMHC training reinforces the use of
the EPDS as a recognised tool and this
knowledge is being disseminated nationally tc
Fft | +Qad ¢KAA GAff

5SSt 2LISNDRa wSa
Please respond to each comment

recommendation advocating use of the
Whooley questions and the GADhas now
0SSy NB@oAaSR (G2 al @
0KFyYy W a4monthyiepainkhds o
been removed. In addition, thele the health
visitor (and other health and social care
professionals who have regular contact with tl
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 t|
woman), should consider using the EPSD anc
the PH@9 along with the Wholey questions
and GAER.
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embedded within practice nationally.
Point 1: The iHV:PMHC training reaffirmed the
EPDS as a reliable tool. It also acknowledged
unique access and contribution that Health
Visitors offer to women with PMI, in
strenghening the maternal / infant attachment
The early assessment, identification and
support offered by HV, has been evidenced a
an effective contribution in responding to a mi
episode of depression and anxiety and possik
avoiding a further deteriorati§ Ay G KS
mental health.

Historically, and currently, Health Visitors are
recognised within local health populations as
providing a service for women with PMI, e.g.

| &+ dQa NBOSAGS NBTFSN
Practitioners, Midwives, Community Adult
Meni £ | SIfGK GSFYasx |
Centres, Community Adult Substance M&e
Teams, Home Start as well as women
themselves, requesting healtheeds support
for perinatal mental illness symptoms.

Point 2: iIHV: PMHC express concern that the
guidance suggests women can access
computerised CBT sdiklp tools, assumes that
women have access to computers, are literate
and have no learning disabilities, language or,
cultural barriers impeding their acce$o
computer help. Potentially this further
disadvantages those women, whose children

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comments. The guideline
developmen group recognises and supports
the important contribution of health visitors
and has revised and added to the
recommendations accordingtg say that at all
subsequent contacts in pregnancy (after
booking) and the first postnatal year, the heal
visitor (and other healthcare professionals whi
have regular contact with the woman), should
consider using the EPSD and the PH&)ong
with the Whooley questions and GAD

Thank you for your comment, but in the new
guideline the format of the facilitated seffelp
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 psyckamcial
intervention, e.g. group education / support,
designed specifically for women with pesial
mental iliness or at risk of developing perinate
mental illness is a serious concern.
Point 3: iHV: PMHC are astounded with the le
2F AyaAirdakKa Ayid2z2 GKS
workload undertaken by Health Visitors,
nationally.

The Family Health Needs model, practiced by
| d+ dQa SIFOK | yR S@SN
of the psychological and social resilience at
every family contact and is especially promote
when a H.V. makes an assessment to identify
and support mothers with grinatal mental
illness.

Point 2: iHV: PMHC feel that as a health visiti
service, we are already meeting the time fram
& offering evidenceébased support.

However, the tone of the draft guidance

F LIS NB G2 &dza33sad
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 Hetdd services, in the
current climate, leads us to believe that the
draft guidance is unrealistic & that this

5SSt 2LISNRa wSa
Please respond to each comment

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 accordinglyhe role the
health visitor (and dter health and social care
professionals who have regular contact with t|
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).

Thank you for youcomment. The guideline
development group recognises and supports
the important contribution of health visitors,
and has revised and added to the
recommendations accordinglyhe role the
health visitor (and other health and social cart
professionals who dwve 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 vulnerab
women left unsupported, with their infants
vulnerable to safeguarding concerns.
Point 60
In some areas iHV:PMHC have adopted the
Milgrom CBT programme for women with milc
to moderate depression. This programme
incorporates a mental health webleing tool kit
including exercises to empower women to
recognise & support their own emotial &
psychological health, facilitated by the group
facilitator & the peer participants.
Whist the guilance, in the main, is focused on
antenatal and postnatal mental health we
cannot disregard the fact that mothers still pla
a central role in family life and are directly
affected and bombarded with determinates
that will either positively or negativelyffect
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 par
taken this into accountA welcome addition
would be acknowledgement of the effects of
perinatal mental illness on the couple
relationship.

Health Visitors are trained to take all these

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. The Milgrom C
programme was included in the review of
psychological interventions conducted for this
guideline (see chapter 7) ansla 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.

Thankyou for your comment. The scope of th
guideline was to review theole of the family,
carers and peers in the treatment and suppor
of women with mental health disorders in
pregnancy and the postnatal period. Which w
believe has been covered amply thghout the
NBEO2YYSYRIFIGA2yad Li
remit to review perinatal mental illness on the
O2dzLJ SQa NBflFdA2yaKa
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issues into consideration when developing a
package of care for mothers/families. Health
Vistors are one of very few professional grouy
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
IdzA RFyOSQak LI Ol 3ASa
Whooley Questions.
Some professional groups prefer to use the
Whooley questions @k to time constraints as
they can be asked quickly, however, mothers
have issues with understanding them. Each
guestion has to be broken down, which make:
the time argument incongruous, SO you may ¢
well use a more appropriate tool.

The questions alspose a major problem if
mothers have issues with literacy or if English
not the first language.

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment.

Based on GDG consensus, the recommendai
reads, the depression and anxiety identificatic
questions should be asked as part of a gener:
discussion about a woman's mental health, ai
as a result of stakeholder comments and a
reappraisal of the evidencthe emphasis and
strength of this recommendation has been
amended so that the general discussion (abol
I 62YlFyQa YaSdwéllbeing) i $hé
primary component and the healthcare
professional shouldonsiderasking these
specific depression and aexy identification
guestions as part of this general discussion. i
response to your, and other stakeholder's,
concerns that the Whooley questions may stil
fail to identify depression for some women, th
next recommendation has also been amende
so thateven in the absence of a positive
response to the depression identification
guestions, but where a woman is perceived tc
be at risk of a mental health problem or there
clinical concern, healthcare professionals are
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recommended to consider using a forntabl
such as the EPDS as part of a full assessmer

This guideline is to be read in conjunction witk
the service user experience in adult mental
health (CG136), see recommendation 1.1.3
which address communication needs. Howev,
the group feels the admistration of the
screening questions is an implementation isst
and this has been passed on to the NICE
implementation support team

Healthy Child Programme Thank you for this information.

The programme sets of a national set of

targets/contacts for health visitors.

The programme ideally places Health visitors

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 g&a

A Framework for Personalised Care and Thank you for this information.

Population Health for Nurses, Midwives, Heal

Visitors and Allied Health Professionals

Launched on 1st July 2014 states that

W, SIAYYAYyI 2F ftATFTSQ

impact. Maternal mental health is addressed

and Health Visiting highlighted.

Listening Visits Thank you for your comment. A new
Omitted from the updated guidanagesee recommendation has been drafted to specify
above. the role of health visitors. However, it should |

noted that a range of psychological services ¢
They could be viewed/implied as part of Low | 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. Howevel

and when this guidance, alt 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 visitorgvia the
listening contact/visit and support groups)

Trairing that has already been implemented tc
ensure that these contacts are effective and
have positive outcomes for both mother and
baby.

iHV:PMHC are reporting that unless they are
A0ALzAE F SR a wiAaaas
Health Visiting service theyill not be
commissioned as such. With the move to loc.
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, toebwritten
back into the guidance.
Institute of Health 37 NICE General 0 Added Value of the Health Visitor Listening | Thank you for your comment. A new
Visiting Visits and the wider determinates of health 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 he
family.

iHV:PMHC report that Health visiting does no
2dzaid asSS GUKS Y2UKSNJI
Heath visitorsview the whole picture and there
is not a drive to provide a fixed amount of
sessions/contacts. If health visitors are unabl
to provide the right service they will refer
appropriately. Other services can only provid
a fixed number of sessions to mumsckusively
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
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 experienc
at working with marginalised groups such as
those who have English as a second languag
who might otherwise receive no services.
Contacts are brokered through link workers ol
interpreters.

Attachment and Early Years Development

Health visitors receive training in

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment and references.
Recommendations were made regarding
mother baby interactiork 2 4 S @S NJ WI
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secure/insecurattachment and how to was beyond the scope of this guideline. A

support mothers via programmes such as specific guidance is under development and v
Solihull Approach and Brazelton and the iHV ' be published in October 2015 covering
shortly be rolling out Champions trainingin |/ KAf RNBy Qa ! GG OKYSy
infant mental health to specialist health visitor

who will then cascade this training on to all

health visitors.

This is recognized by 1001 Critical Days
http://www.andrealeadsom.com/downloads/1
00l1cdmanifesto.pdf

I,

Safeguarding Thank you for your comment. The GDG felt il
The nature ohealth visiting and having a appropriate to follow local safeguarding
holistic approach to mothers, children and the protocols if there is a risk of or there are
wider family means this professional group is| concerns about suspected child maltreatment
the most trusted by families and has access t

provide support to the most vulnerable in

society. Health visitors are able to useithe

skills to identify issues of safeguarding and re

appropriately.

Health Visitor Implementation Plan: Call to Thank you for your comment.

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
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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 comtment 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 workforcecan boast this.
Across the country we now have 25% (over
3000, and growing daily), of the workforce

trained.
Institute of Health 41 NICE General 0 Our members are the only professional group Thank you for your comment.
Visiting that has a Universal Pleage of care to women

and children that can be stepped up as

required.

Health Visitors will have continued contact wit
families until the youngest child is 5 years of

age.
Institute of Health 42 NICE 2 46 Research Recommendations Thank you for your comment. The GDG agre¢
Visiting iHV:PMHC welcome the areas for research a that were the research recommendations to b
identified. However, we also feel that the implemented and trials run, results collected
outcome of the research could have made a | and analysed, and included in the guideline
very significant contribution to the review, they would inevitably have an impact
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reformulated guidance currently proposed.

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

5SSt 2LISNDRa wSa

Please respond to each comment
upon the recommendations made atithat is in
fact why they are research recommendations
Thank you for your comment. The guideline is
concerned with a broad range of mental healt
problems, including depression, anxiety
disorders, eating disorders, drug and alcehol
use disorders and sere mental illness (such a
psychosis, bipolar disorder, schizophrenia an
severe depression). This includes women witl
subthreshold symptoms and those with mild,
moderate and severe mental health problems
However, the guideline focuses on the aspeci
of their expression, risks and management th:
are of special relevance in pregnancy and the
postnatal period. Thus, the guidelines should
used in conjunction with other NICE guidance
about specific mental health problems (see
recommendation 1.1.2). Thel& 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 depressit
symptoms, or mild to moderate depression, o
persistent subthreshold anxietysptoms, in
pregnancy or the postnatal period, the
guideline recommends that facilitated sélélp
is considered, and for women with moderate
depression or an anxiety disorder in pregnanc
or the postnatal period higintensity
psychological interventiongor example, CBT)
are recommended as a treatment option alon
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or in combination with medication.
iHV:PMHC tell us that referrals to the Thank you for your comment. This is an
Community Adult Mental Health services are | implementation issue and has been passed o
rarely accepted asthé 2 YSy Qa & & Y to the NICE implementation support team.
not meet the mental health services threshold
for support. This is increasingly evident as
midwives are now referring these women to u
in part because the service offers visits during

Comments
Please insert each new comment in a new ro

the antenatal period as standard practice.
Therefore potentially health visiting will be
identifying more women.

p41416

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 comménThe single study
in the review in this section is the
TIMPANO2011 study. This study was
categorised under treatment for suiireshold
symptoms of OCD. Given the inconsistency
across studies in how disorders in pregnancy
the postnatal period are chacterized and how
researchers define their trials as preventative
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 pevention and treatment
studies (see 7.2.1 and 7.2.2 for outline of this
review strategy). The GDG took the view that
was preferable to be ovanclusive and include
women with subthreshold symptoms in the
treatment review. Where there was available
data (which unfortunately was not the case fol
this comparison or outcome), stdnalyses
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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 rati
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 tha&®0 [a threshold
rule-of-thumb] and for some outcomes the 95¢
confidence interval crosses both the line of nc
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 Thank you for your commenthe literature
We can't find a mention of emetophobianot search did not find any evidence on
well understood but does have a direct impac emetophobia.
in relation to very low fertility rates and high
abortion rates as people so fearful of vomiting
during pregnancy || G ocs survey
data highlghting this- this can be sourced if
requested. It is often mistaken for OCD/eatin¢
disorder so worth including.

Maternal OCD 3 Full General 0 There is not very much about OCD at &l Thank you for your comment. The decision wi
seems that all anxiety disorders are grouped | made by the GDG that only recommendations
together in terms of treatment the last which differ from specific existing mental heal
guideline broke it down a bit more. 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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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 b
verydifferent in terms of particular effects on
parenting and stigma regarding hedgeking.

There is not much about diagnosis/misdiagno
- there isa 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.

Women using drugs or alcohol during
pregnancy as well as other vulnerable womer
should have access to personal support and ¢
introduction to infant mental health during
pregnancy. This is helpful in itself and likely tc
promote the welfare of the motherrad 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 streseduction programme
offered to vulnerable women in pregnanbgve

5SSt 2LISNRa wSa

Please respond to each comment
concern and have gone further to inde new
recommendations on anxiety.
Thank you for your comment. The GDG felt w
have made recommendations to go some wa
to assessing a variety of mental health
problems; notably anxiety disorders, whiich
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.
Thank you for this point. We agree that this is
important and hence have now included
recommendationsbout identification of
anxiety. In addition in the full guidance we no\
make reference to under identification of
depression and anxiety. Also, please see
changes in the introduction of the full guidelin
Chapter 2, section 2.5, which highlights the
consequences of under detection.
Thank you for your comment. The Puckering
(2011) paper referenced was not identified by
the evidence search and cannot be found nov
a Puckering et al. (2010) study on interventiot
efficacy of mellow babies was identified by the
search but was exaded (see Appendix 18) as
data could not be extracted for analysis (the M
on which outcome data were based is not
reported)
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been shown to reduce anxiety depression anc
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, 11819

The evidence does not support that the mothe
baby relationship will automatically improve
withi KS GNBFGYSyd 2F
health problem. Cooper et al (2003) and Murr
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
babyrela® y a KAL) 2F GKS ol
In a small waiting list RCT Mellow Babies has
been shown both to improve maternal mental
health and the quality of the mothdvaby
interaction.

Cooper, Peter J., et al. "Controlled trial of the
short-and longterm effed of psychological
treatment of postpartum depression 1. Impaci
on maternal mood." The British Journal of
Psychiatry 182.5 (2003): 4429.

Murray, Lynne, et al. "Controlled trial of the
short-and longterm effect of psychological
treatment of postpartum depression 2. Impact

5SSt 2LISNRa wSa
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Thank you for your comment. The Puckering
al. (2010) study on intervention efficacy of
mellow babies was identified by the search bt
was excluded (see Appendix 18) as data coul
not be extracted for analysis (the N on which
outcome data were based is not reported). Tt
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 psychologica
intervention (IPT) aimed at maternal depressi
can significantly reduce mothénfant
attachment problems at endpoint (see sectior
7.5.12 in full guideline). However, the GDG
agree that the evidence does not support that
the motherbaby relationship wilautomatically
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 mother child relationship and child
outcome." The British Journal of Psychiatry
182.5 (2003): 42@27.

Puckering , C., Mcintosh, E. and Hickey A.
(2010) Mellow Babies: A group intervention fc
infants and mothers experienarpostnatal
depression. Counselling Psychology Review,
25(1), pp 2840

Health visitors themselves do not feel they ha
the time or the skills to assess the relationshiy
between the mother and child. Health visitors
require more training in structured assessmer
of the relationship and then the opportunity to
specialist infant mental health services where
they are required. Wson, P., Barbour, R.S.,
Graham, C., Currie, M., Puckering, C., and
aAyyAaz | ®X oHAanTtTL 4
| SIEf K @A&AG2NRE Qchilda &
relationships. International Journal of Nursing
Studies, 45 (8), 1137147

NCT welcomes this guidance and feels that it
generally reads very well. What struck us is tF
many of the recommendations made in 2007
have still not been implemented (e.g. speciali
perinatal mental healtiservices accessible to
all) and it is imperative that NICE, the NHS (N
England, CCGs) Public Health England and Ic
authorities should be concentrating their effor
to achieve these goals.

5SSt 2LISNRa wSa
Please respond to each comment

Thank you foyour comment.
Recommendation 1.9.12 has been amended
provide greater specificity around what an
assessment of the mothdyaby relationship
should include (verbal interaction, emotional
sensitivity and physical care). However,
specifying who should contgte this
assessment was not considered appropriate ¢
it will depend on the individual and their
contact with servicesThe training needs of
healthcare professionals is an implementatior
issue and has been passed on to the NICE
implementation support tem.

Thank you for your comment. This is an
implementation issue, and has been passed ¢
to the NICE implementation support team.
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NCT recently conducted a survey, which
highlighted that the ast majority of CCGs
within England do not currently have a perina
mental health strategy in place. Freedom of
Information requests were sent to 194 CCGs
England. Out of the 186 CCGs that replied, ol
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 pla;

Fifteen percent of CCGs were unable to offer
any information and directed the charity to
local NHS trusts or NHS England, suggesting
lack of clarity about who is respsible for
commissioning and providing services.

NCT also contacted 193 NHS trusts to ask if t
were able to provide a perinatal mental health
service with trained specialists. Over half of al
trusts (54%) said that they do not provide any
perinatal mental health service. Thirithree

trusts (17%) did not respond to the FOI reque

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 menta
health midwife or doctor, frequently on a part
time basis

5SSt 2LISNRa wSa
Please respond to each comment
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Stakeholder

National Childbirth
Trust

Order
No
2

Document

Full

Section
No
General

Page
No
0

Comments
Please insert each new comment in a hew ro
NCT recommends that more from the full
guideline is included in the NICE guideline.

NCT felt that there was a wealth of informatio
in the full version of the guidance that did not
translate well into the NICE version. The
sectionsand recommendations included in the
NICE guideline do not always link clearly to
those in the Full version. We are concerned tt
this will have detrimental implications for the
extent to which the guideline is implemented.

In particular, the Introductio 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 an
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 pa
of this section from the full version might also
usefully be inalded):

This guideline covers the mental healthcare o
women who have, or are at risk of mental
health problems in the perinatal period, which
O2YLINRA &S& LINB3IAylyoOe

5SSt 2LISNRa wSa
Please respond to each comment
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 paragraj
you have quotedrom 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 NIC
guideline is to give a brief overview of thepio.
Also, the NICE guideline and full guidelines ai
purposefully structured in different waysthe
bL/ 9 3JdZARStAYyS F2f¢f2
through health services, whereas the full
guideline is structured according to the
evidence reviews and all ofeh
recommendations in the full guideline are
fAY1{SR (2 G4KS S@OARSY
SOGARSYOS G2 NBO2YYSY
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Section
No

Page
No

Comments
Please insert each new comment in a new ro
YR GKS wLRadadylFdlrt LI
the end of the firspostnatal year); the period
that defines most specialist perinatal mental
health services.

The guideline is concerned with a broad rangs
of mental health problems, including
depression, anxiety disorders, eating disorder
drug and alcohelise disordes and severe
mental iliness (such as psychosis, bipolar
disorder, schizophrenia and severe depressio
This includes women with subthreshold
symptoms and those with mild, moderate and
severe mental health problems. However, the
guideline focuses on the pscts of their
expression, risks and management that are o
special relevance in preghancy and the
postnatal period. Thus, the guidelines should
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 postnhatal pedan primary
and secondary care. It will also be relevant to
(but not make specific recommendations for)
non-NHS services such as social services anc

5SSt 2LISNRa wSa
Please respond to each comment
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Stakeholder Order | bocument | Section | Page
National Childbirth 3 Full 253 31

Trust

Comments
Please insert each new comment in a new ro
independent sector.

The optimisation of psychological wellbeing, €
opposed to the management of m&l health
problems, is not covered in this guideline,
however, the importance of this is implicit. Th
mental health needs of fathers, partners, othe
carers and children, whose health and
functioning will inevitably be affected by ment
health problemsn women, are also important
and should not be neglected, and their needs
have been considered in developing the
recommendations in this guideline. In relevan
LX I 0Sasz GKS LIKNIas v
been used to remind readers of the continued
importance of thinking about mental health
problems within the context of the family.
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 dung pregnancy
and while breastfeeding. Getting the balance
right on this point is both important and
challenging. As the public have open access 1
clinical guidelines through the internet, it is
especially important that messages are careft
drafted to hform and support decisicmaking
and to avoid language that might mislead or

5SSt 2LISNRa wSa
Please respond to each comment

Thank you for your comment. We feel the
adkrdSYSyd GKFG a!'a o
interventions, there is little evidence to sugge:
that pharmaological treatments (the mainstay
of treatment of mental health problems in the
NHS) have any differential benefit in pregnant
or the postnatal period from their use in other
I Rdzf G L2 LIz F GA2y&aé Y
the guideline achieves the right laace in its
revised recommendations which now highligh
the importance of pharmacological treatment
for many women
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Stakeholder

National Childbirth
Trust

National Childbirth
Trust

National Childbirth
Trust

Order
No

4

5

6

Document

NICE

General

Full

Section
No

Introduc
tion

General

254

Page
No

4

General

33

Comments
Please insert each new comment in a new ro
undermine informed decisiomaking.
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 a
follows to include the underlined text:

G¢KS NBO2YYSYyRIFIGA2ya
healthcare professionals providingémventions
and maternity care for women with mental
KSFHfGK LINPOf SYaoé

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

The NICE summary paper is unclear on who i
responsible for carrying out mental health
FaaSaaySyida G OFNRKR2
pregnancy and postnatal journey. Midwives d
not always feel equipped to carry out mental
health assessments (see referencddvé. 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 wh
NHS staff are suitably trained and experience
Many of the community hedft services will
require extra support to provide appropriate

5SSt 2LISNRa wSa
Please respond to each comment

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 iterventions for mental health
problems. The statement has been amended
the introduction to the NICE guideline.

Thank you. The GDG felt the language used
would be easily understood by a wider range
professionals and where greater clarity on
certain terms was required a glossary can be
F2dzyR Ay GKS bL/ 9 3dz
GKAA FdZARSEAYSQ®

Thank you for your comment. We have adde:
more detail on examples of professionals whc
may be carrying out certain tks. However as ¢
general rule NICE guidance avoids over
specifying which professionals should do whic
task as roles change over time and the guidal
needs to be relevant whatever the changes in
policies and organisational changes to the NF
We have emphsised the need for professiona
to be suitably trained and competent in
recommendations.
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Section
No

Page
No

Comments
Please insert each new comment in a new ro
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 the
summary doc, with links to the full guidance, i
order to emphasise the need for full integratio
of CCGs, Public Health England and mental
health services in order to provide a wrap rou
service.
With the changes in the organisation of the NI
in England and the respective roles of DH, NF
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 sequence
of this is that people in need of services are
missing out. Any guidance which NICE can gi
is very important in assisting these processes
This will help to ensure that staff are suitably
trained and experienced to implement this
guidance, or ateast make it easier for
organising bodies to identify areas where mor
specialist mental health training is needed.
Reference: Hamilton, S.K.D. (2014) Improving
the Identification of Perinatal Mental lllness
through an Evaluation of Midwifery Education
in England Unpublished poster presentation &
Royal College of Psychiatrists General Adult
Conference, May 9 2014, Perthshire, Scotlan:

5SSt 2LISNRa wSa
Please respond to each comment
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No

National Childbirth 7
Trust

Comments
Please insert each new comment in a new ro
General General ' aS 2F G(GKS GSNXY wL&®
KSft LJFdA GKIY WYSyddl f
by the Nationalnstitute of Mental Health
(http://www.nimh.nih.gov/health/publications/
mentalhealth-medications/index.shtml) who
adlridsS GKSasS INB w{z2Y
2NJ LJAe OK2UKSNI LISdzi A O
RSOARS G2 (1SSLI GdKS
provide a clear accessible explanation in the
bL/ 9 3JdzZARStAYyS>: &dzOK
medications used in the treatment of
depression and anxiety disorders as well as
those for conditions such as psychosis and bi
L2t I N»PQ
We welcome the recommendiains 1.8.2 and
1.8.3 (pg. 46) from the 2007 guidance; howev
we feel greater steps towards implementing
this recommendation need to be made.

Section | Page
Document NoO NoO

General

National Childbirth 8
Trust

NICE 1.8 45

We are strongly in favour of recent governme
proposals to ensure that there is a specialist
mental health midvife post in each maternity
unit by 2017. We propose that there is a stror
need for equivalent provision for women after
completion of midwifery care, with the health
visitor or GP as first point of call, plus good lir
of communication between the diffent
sections of the service, where all those
providing care must have had adequate traini
in perinatal mental health

National Childbirth 9

Full General 0

5SSt 2LISNDRa wSa

Please respond to each comment
Thank you for your comment. Therm
WLIA 8 OK2GNRPLIAO YSRAOI
consistency with other NICE guidelines on
mental health topics, but we have added a
definition to the NICE guideline as you have
suggested.

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

Mental health is a field in which the voluntary | Thankyou for your comment. The contribution
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Stakeholder Order | bocument | Section | Page
Trust
National Childbirth) 10 General General General

Trust

Comments
Please insert each new comment in a new ro
sector/ private sector provides a significant
t SOSt 2F aASNDAOSH W{
interaction between NHS and other services
would behelpful to encourage best practice
and joint working.
We suggest this:
w ¢2 FP2AR YSydrt KS$
in silos, and to encourage and enable the
sharing of good practice
w !'a GKS NBIfAdGe 27
sometimes alternative quport is appropriate
and could be recommended. Some women m
seek it out themselves.
w {2 GKIFG Ftf LI NIAS
mental health issues and their families can wc
together to provide support specifically for
those at risk of suicide.

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 {iestated.

We have found it difficult to establish the
strength of evidence supporting a
recommendation from the wording being usec
We find the GRADE and WHO way of presen
this information (giving the strength of a
recommendation and the quality of the

5SSt 2LISNRa wSa

Please respond to each comment
of the voluntary and independent sectors is
NBEFSNNBR (2 AYpeiratsd W
YSyidlt KSFfGOK a&mMadaAo
introduction of the full guideline. Poor
communication has often been identified the
reason for pooiquality care and was behind th
development of the care programme approac
in the UK healthcare system. The Experience
Care chapter in the full guideline (section 6.2¢
SELX FAya WLG A&z K2g
although sone women had positive experienct
of integrated care, a recurring theme
experienced across the care pathway was an
unmet need for the sharing of information anc
treatment planning between professionals ant
I FNJFIYSYyiSR O NB LI
recommendatims in the guideline update
advise on care planning, see Section 1.6
Assessing mental health problems in pregnar
and the postnatal period and care planning of
the NICE guideline.
Thank you for your comment. Please note thi
GRADE was used to rate the quatifiall 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 guidanc
at the beginning of thé&lICE guideline). The
'linking evidence to recommendation’ sections
of the guideline make clear the distinction
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Stakeholder SrEE Document SEEIR FEEE
No No No
National Childbirth 11 Full 3.8 60
Trust
NationalChildbirth 12 General General | General

Trust

Comments
Please insert each new comment in a hew ro
evidence on which there recommendation is
based) much easier to follow. We particularly
would like to see the Good Practice Point (GF
reinstated as we feel it is critical for the reade!
to be able to differentiate between GPP and
evidence based recommendations.
All pages
P60 lines 30&31

We find using wording to represent the
strength of evidence very difficult to grasp, an
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 recommenadtion is labelled as either ¢
strong or weak recommendation with the
guality of the evidence which supports the
recommendation also given (ranging from hig
to very low).

Grade software and guidance manual:
http://tech.cochrane.org/revman/other
resour@s/gradepro/download

We recommend that in the NICE version ther¢
a link relating to the page in the Full Guideline
and to pages in any relevant appendices.

We recommend that in the NICE version ther¢
a link relating to the page in the Full Guideline

5SSt 2LISNRa wSa
Please respond to each comment
between evidencéased and expert consensu
recommendations

Thank you for your comment. Please note thi
GRADE was used to rate the quality of all clin
efficacy evidence and the GRADE rating is
included in the clinical evidence sections
throughout the full guideline. Please see the
NICE gulelines 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)

Thank you for your comment. We are current
unable to make links between the Fahd NICE
guideline but NICE are aware of these concer
and are exploring options to improve the
situation.
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Stakeholder

National Childbirth
Trust

National Childbirth
Trust

Order
No

13

14

Document

NICE

Full

Section
No

General

222

Page
No

0

17

Comments 5S@St 2LISNRa wSa
Please insert each new comment in a new ro Please respond to each comment
and to pages in any relevant appendices.

We have found it very time consuming to tracl
down the evidence behind some of the
recommendations due to lack ofich 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 recommendatioqs
this appears not to be #hcase.

We felt there was a wealth of useful

information (to a wider audience) in the full

guideline. It is very difficult to find the evidenc

behind the recommendations.

We would welcome an Index in the NICE Thank you for youcomment. We do not

version as there is in the Full Guideline. produce Indexes for either the NICE or the FuL
version of the guidelines.

We suggest that the following comment from | Thank you for your comment. The GDG feels

the full guideline is included in the NICE versii that it has got the balance right in the NICE

we have added the sead clause as a clear guideline regarding the needs of the mother

rationale. and the baby. NICE recommendations do not
usually have a rationale unless the

We¢KS F20dza 2y GKS y S recommendation will lead toignificant

mother and healthcare professionals should r changes in practice.

obscure the needs of the mother, as the

Y20KSNDa KSIfGK FyR

both in its own right and for the baby andeh

GARSNI FI YA & DQ
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Stakeholder SrEE Document SEEIR FEEE
No No No
National Childbirth 15 Full 2.2.2 17
Trust
National Childbirth 16 Full 2.2.4 20

Trust

Comments
Please insert each new comment in a new ro
The following text is unclear:

¢ KS O2yGSEG 2F GKS
health problems being causally related to
problems in/for the fetus/baby) suggests that
there may bea causal relationship between
62YSyQa YSydart KSFfti
YSy Gl t KSIEGK®E

Is this the case? Is there also an independent
relationship? i.e. that women with mental
health problems are more likely than women i
general to have a partner with mental health
problem. If the relationship is unclear, it woul:
be helpful to say so.

W 26SPSNE GKSNB Aa S
adverse outcomes for the fetus/baby, and
subsequently in childhood (see Chapter 6, Ce
identification and assessm8rand an increasec
risk of mental health problems in the partners
of women with mental health problems in
pregnancy and the postnatal period (Lovestor
& Kumar, 1993).

The following passage is unclear and seems
contradid¢ory. We suggest that the following
underlined sections are clearer and more

I OO0dzNY GSY W! f (GK2dzaK
adverse outcomes in the children of mothers
with mental health problems, these are not
inevitable and the effect sizes are modarar

5SSt 2LISNDRa wSa

Please respond to each comment
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 mac
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.

Thank you for your comment. We have editel
GKAa aSOdAzy (42 NBY?2
Y2RSNI G4S 2NJ avylrtte 7T
as this may have led to some casion and
hope this clarifies the point being made here.
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Stakeholder Order | bocument | Section | Page
National Childbirth. 17 Full 231 22

Trust

Comments
Please insert each new comment in a new ro
small. It is difficult to establish whether many
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 growingvidence, 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 familis living in
socioeconomic difficulties (Pearson et al., 201
Lovejoy et al., 2000).
The following two studies seem to have very
similar findings, providing useful reinforcemer
of evidence that both diagnosed depression a
62YSyQa aStF NBLRZ2NIOAS
is higher in pregnancy than in the early
postnatal weeks. Why do y@ay that the
FAYRAY3Ia WO2Y UGNl adQ
NI} GSaQkK
WDl @AY FyR 02ttt Sl 3dzsS
prevalence (that is, the rate over a period of
time) as 12.7% in pregnancy, 5.7% from birth
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 foun
The estimates contrast with a largeale
community prospective study of around 8,300
women (based on the Avon Longitudinal Stud

5SSt 2LISNRa wSa
Please respond to each comment

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 theaBs study
reports 13.5% at one point in pregnancy (the
pregnancy period prevalence would therefore
be much higher).
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Stakeholder Order | bocument | Section | Page
National Childbirth, 18 Full 231 23

Trust

Comments
Please insert each new comment in a new ro
2F tIFNByida yR [/ KAdtR

al., 2003; Heron et al., 2004]), which measure
depressive symptoms in pregnancy and the
LRadylrart LSNAZ2ZR o0FN
months postnatally), and found that depressic
a02NBa ¢SNBE KAIKSNI |
at 8 weeks postnatafll with 13.5% scoring
above threshold for probable depression at 3
weeks and 9.1% at 8 weeks postnatally (Evar
et al., 2001). The study used sedport
measures (Edinburgh Postnatal Depression
Scale [EPDS] 4 and Cre@msp Experiential
Index [CCEI])ral 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
recognisel criteria rather than selfeport
measures.

The following does not seem to make sense.
2 Ke fAYy]l GKS (g2 TFAY
seemto be mutually reinforcing:

There has been some debate over the putativ
increased incidence of depression in the
postnatal period with early research reporting
incidence to be raised approximately threefolc
in the first 5 weeks postnatally (Cox 20 et al.
1993). However, recent longitudinal populatio
based studies have observed increased

5SSt 2LISNRa wSa
Please respond to each comment

Thank you, the text has been amended and t
§2NR WK2¢6SOISND NBY20Q
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Stakeholder Iy Document Sl
No No No
National CHdbirth 19 NICE Key 10
Trust prioritie
S
National Childbirth 20 NICE Key 10
Trust prioritie
S

Comments
Please insert each new comment in a new ro
incidence during the postnatal period (Ban et
al., 2012; MuniOlsen et al., 22 2006).
Key priorities for implementation (NICE, p140)
NCT welcomes the inclusion of principles of ¢
ordinated care (point 1.2.6 in the NICE
summary) in this section. We note that it refer
to mental wellbeing, as wellsamental 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. Considerati
should also beigen 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 bak
when attending support programmes.

NCT suggests that an additional key priority f
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 inding the

5SSt 2LISNRa wSa
Please respond to each comment

Thank you foyour comment. Please see
Chapter 7, Section 4 of the full guideline for tf
review conducted on prevention of mental
health disorders in pregnancy and the postna
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 coulc
link to for mental wellbeing, but the GDG did
not feel this was entirely necessary. In regard
to the third point, theNICE 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 healtt
the impact on treatment and the context in
which they areassessed; this includes
acknowledging that the woman may not be at
to leave the house or keep to a booking visit
time.

Thank you for your comment. The GDG agre
and the Organisation of Services
recommendation on what the clinical network:
should provide, now NICE recommendation
1.10.3, can béound under key priorities for
implementation.
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Stakeholder Document . :
No No No Please insert each new comment in a new ro Please respond to each comment
following in the key priorities for
implementation (taken from section 1.8.3 pag

45/46 of the NICE version):

Clinical networks should be established for
perinatal mental health services, managed by
coordinating board of healthcare professidsa
commissioners, managers, and service users
and carers. These networks should provide:

w I ALISOAFTfAAG YdzZ GA

in each locality, which provides direct services

consultation and advice to maternity services,

other mental heah services and community

services; in areas of high morbidity these

services may be provided by separate special

perinatal teams

w O00Saa (2 &aLISOALlTA

and benefits of psychotropic medication durin

pregnancy and breastfeatj

w Of SINI NBFSNNIf |yR

services across all levels of the existing stepp

care frameworks for mental health problems, |

ensure effective transfer of information and

continuity of care

w LI GKgkea 2F OFNB 7T

defined roles and competencies for all

professonal groups involved. [2007]
National Childbirth 21 NICE 1.11 16 Considerations for women of childbearing Thank you for your comment with which we
Trust potential (NICE, p15) agree. We have deleted 'present and future'

¢ KS GSNXY WLINBaSyd Iy andrevisedthe 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.

181 of 312



Stakeholder

National Childbirth
Trust

National Childbirth
Trust

Order
No

22

23

Document

NICE

NICE

Section
No

1.1.3

1.2.2

Page
No

16

17

Comments
Please insert each new comment in a hew ro
LRGSYdAlrtftQ Aa O2y Fdza.
WLIINBaSyiaarre Oly oS
LRGOGSYdAlFf Q Aa A-Pubdséet
girls.) We suggest instead:

Considerations for girls and women who migh
become pregnant

w 5Aa0dzaa gAGK Fff 33
become pregnant who have a neexisting or
past mental health problem:

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]

Principles of care for women with a mental
health problem (NICE pi1B)

While the recommendation t&/! O y 2 ¢ f
and reinforce the woman's role in caring for hi
oloedQ Aa 3ASySNrtte 33
situations where in fact a baby is likely to be
taken into the care of social services, with littl
or no role for the mother. In other
circumstanc& = AA YL @ WNBAY
responsibilities associated with parenthood m
increase levels of anxiety. This recommendat
needs some clarification with awareness
because of these different situations.

We suggest changing the wording to include:
Acknowla@lge and support the woman's role in

5SSt 2LISNRa wSa
Please respond to each comment
recommendation 1.2.1.

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

Thank you for your comment. We have
acknowledged your suggestion and amended
the recommendation.
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Order

Stakeholder
No

National Childbirth 24
Trust

National Childbirth 25
Trust

National Childbirth 26

Trust

National Childbirth 27
Trust

Document

NICE

NICE

NICE

NICE

Section
No

1.2.3

1.25

1.2.6

1.3.18

Page
No

17

17

18

25

Comments
Please insert each new comment in a new ro
caring for her baby and do so in a Ron
judgmental and compassionate way.

2S FSSt UGUKFG GKS LIKN
YR AF &aKS | ANBSa KS
ambiguous owing to the migse of
punctuation.

We suggest instead:

WLy @2t @S GKS g2YFYy |
LI NIYSNE FFYAf& 2NJ O

NCT welcomes the new recommendation to
O2yaARSNI 6KS AYLI O
with her partner, family or carer. We would
recommend including a further point to
acknowledge potentiag® O NB NJ 6 dzNR
appropriate support for those caring for wome
with any mental illness during the perinatal
period.

NCT is pleased to see this included in the key
priorities for implementation (see also
comment number 1). Greéer emphasis and
expansion of this point would also cover our
comments 5 and 6 on joint working.
1.3.181.3.27 Treatment decisions, advice anc
monitoring for women with a mental health
problem (NICE p189)

Antipsychotic Medication:

We would suggest inclusion of the following
within this section of the guidance:

5SSt 2LISNRa wSa
Please respond to each comment

Thank you this hebeen corrected.

Thank you for your comment, the scope of thi

| guideline was to consider the role of the famil

carers and peers in the treatment and guapt

of women with mental health problems but no
the needs of infants, other children and
partners.

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

Thank you for your comment. Please see the
revised NICE recommendation 1.4.4 and 1.4.
which has been amended to provide clearer
guidance on taking psychotropic medication
and breastfeeding.
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Order

Stakeholder
No

National Childbirth 28
Trust

National Childbirth 29
Trust

Document

NICE

Full

Section
No

1.3.18

Page
No

25

62

Comments
Please insert each new comment in a new ro

When considering prescribing antidepressant
which would necessitate cessation of
breastfeeding, physicians should be aware th
many mothers with depression report thatig
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 th
risk-benefits of recommending antidepressant
drugs that would require cessation of
breastfeeding.

ReferenceJones W. Breastfeeding and
Medication. Routledge 2013.

1.3.181.3.27 When considering the risk
benefits of mental health medication for
women considering breastfeeding, we sugges
adding a comment to this section to also
consider the direct effect of breastfeeding on .
woman'semotional state from the actionfo
oxytocin.

For example: With nursing (breastfeeding),
blood pressure decreases, and the level of th
stress hormone cortisol in the blood drops.' K.
Moberg 2003 'The Oxytocin factor' p97

We understand that only minimal changes ha
been made to this important chapter. It would
be helpful to make this explicit, and provide tl
RFGS 6KSy GKSY WA dzN.

5SSt 2LISNRa wSa
Please respond to each comment

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

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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Order

Stakeholder
No

National Chdbirth 30
Trust

National Childbirth 31
Trust

Document

NICE

NICE

Section
No

1.3

131

Page
No

18

18

Comments 5S@St 2LISNRa wSa
Please insert each new comment in a new ro Please respond to each comment
services for pregnant and postnatal women
currently provided by PCTs asdcondary care
YSyilrt KSFfGK aSNBAO
also point 48 under research
recommendations).
Overall the balanced approach taken in this | Thank you.
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) supp is also good. The emphasis
on availability of psychological treatment both
as an alternative and as an adjunct to
medication is valued.
NCT feels there needs to be greater clarity | Thank you for your comment. The GDG did n
regardingwhat? O dzf (i dzNJ £ f @ NI feel the evidence in the qualitative review was
on mental health would be. For example, how strong enough to make suehclaim and
should midwives and health visitors, who are | amending the recommendation would be
not specialists in mental health, discuss their | misleading.
needs with women who have no words for
mental iliness in their first language?

See eference- Wittkowski , Zumla ,
Glendenning & Fox (2011). The experience ¢
postnatal depression in South Asian mothers
living in Great Britain: a qualitative study,
Journal of Reproductive and Infant Psycholog
29:5, 480492

¢CKS AyedzyOahlByl o2 dAvA
is a curious phrasewe presume this means
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