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14.1

Introduction

Each year in Leeds about 10,000 babies are born, for many women the birth will go
well and the mother and family can move on, but for some women, the transition to
motherhood can be very challenging, both physically and emotionally (Erskine 2014).

The Maternity Strategy for Leeds 2015-2020 (NHS 2015), recognises that for both
the health of the mother and to give the child ‘The best start in life’ (PHE 2016b),
there needs to be a concerted effort to reach out to all potential mothers (and
fathers) to improve their health from pre-conception through to motherhood. This
builds on the importance of the first 1001 critical days1 of life – from conception to 2
years – where the child is undergoing its most important growing phase and getting it
right here can have a lifetime of benefit for the child and even their offspring.

The Leeds strategy seeks to ensure that all women have personalised care and feel
respected and supported. This is important as for many women and men, this is the
most significant event in their life, and one where they can feel the most vulnerable.
The Leeds Women’s Voices study (Thomas and Warwick-Booth 2018), suggests
that some women felt the maternity service lacked an appreciation of the women’s
concerns:
“I understand they must see lots of… women coming and giving birth all the
time but you have to treat people like they’re human not like they’re- on a
conveyor belt of… birthing.”
Leeds has set up a reference mechanism to get continuous feedback on their
services through the Maternity Voices Partnership2. It’s also important to note that
the Care Quality Commission, which surveys users of services, found in their 2018
review of maternity services that Leeds Teaching Hospitals NHS Trust was doing
better than expected as compared to other Trusts3.

This section will outline the current health status of women with regard to their
maternal health and the challenges they face.
1

https://www.1001criticaldays.co.uk
https://www.mvpleeds.com
3 https://www.cqc.org.uk/sites/default/files/20190129_mat18_outliers.pdf
2

2

14.2

Pre-conception health

Pregnancy is one of the most physically and emotionally challenging times for the
mother, bringing great anatomical and physiological changes. As the body adapts to
cater for the developing embryo it requires substantial resources, which are best met
in a healthy mother (and father).

A series of studies are reported in the Lancet on the importance of preconception
health (Barker et al. 2018; Fleming et al. 2018; Stephenson et al. 2018). They report
the significant negative consequences of poor maternal and paternal health on their
offspring, with an increased risk of their children developing life-limiting and chronic
ill-health. The health of the mother and father also has an impact on their
grandchildren, as any health issues may be passed through to the eggs developing
in the ovaries of their daughter as well.

The health of the father has been previously overlooked as a key factor in a healthy
pregnancy, but it is now recognised as also being very important, to ensure their
sperm is optimal. The most significant health risks occur when the mother or father
are obese or underweight, has a poor diet that is low in macro and micronutrients, is
a smoker, has a high alcohol intake or substance abuse (Dean et al. 2014; Lassi et
al. 2014; King 2016; Hemsing et al. 2017).

Both the mother and the baby are also at increased risk if they have had a short
period between pregnancies, such that postpartum family planning (PPFP), or the
immediate implementation of contraception after delivery, is most important (RCOG
2015; FSRH 2017b). A study conducted in Edinburgh found that 1 in 13 women who
required an abortion or were giving birth were doing so within one year of their
previous pregnancy (Heller et al. 2016). The body needs time to recover from the
stress of pregnancy and it is advisable to have a two-year gap. The important of
PPFP is outlined by the RCOG (2015):
•

PPFP can save mothers’ lives – family planning can prevent more than onethird of maternal deaths. PPFP can also save babies’ lives – family planning
can prevent 1 in 10 deaths among babies if couples space their pregnancies
more than 2 years apart.
3

•

Closely spaced pregnancies within the first-year postpartum increase the risks
of preterm birth, low birthweight and small-for-gestational-age babies.

•

The risk of child mortality is highest for very short birth-to-pregnancy intervals
(i.e. less than 12 months).

•

The timing of the return of fertility after childbirth is variable and unpredictable
- women can get pregnant before the return of menstruation.

In Leeds the teenage pregnancy midwives are pioneering the delivery of postnatal
contraception based on the guidelines of the Faculty of Sexual and Reproductive
Healthcare (FSRH 2017). The Leeds Sexual Health Service have also started doing
in-reach clinics on the postnatal wards to improve rapid access to contraception
post-natally. There are also plans in Leeds of a trial of offering coil insertion at
elective caesarean section.

From a biological perspective the most critical time are the weeks around
conception, which is the time the embryo is most sensitive to environmental factors
such as the availability of a good diet, and the effect of smoking, alcohol, drugs and
other teratogens (Stephenson et al., 2018). The 6 or more months prior to
conception are therefore seen as an opportunity to make specific preparations for a
pregnancy, such as losing (or gaining) weight, cutting back on alcohol, ceasing
smoking etc. (for both the female and male). The benefits of having a longer-term
public health perspective from adolescence onwards, is that healthy behaviours are
in place prior to conception, even if pregnancy is not anticipated or planned for.
Younger women from the deprived areas of Leeds are more likely to be smokers at
the point of conception and throughout their pregnancy (Erskine 2014). They also
have a greater chance of being overweight at conception (25% with a BMI >30,
compared to 20% in the not deprived areas), and underweight (4% BMI < 18.5,
compared to 2.7% in the not deprived). This is important, as once the pregnancy has
started lifestyle interventions for obese women unfortunately have little effect on
lowering the prevalence of gestational diabetes, or lowering the prevalence of
caesarean delivery, large for gestational age fetus, or birth weight (Oteng-Ntim et al.
2015).
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A study from America (Squiers et al. 2013) found that women who were planning a
baby had a very different perception of pre-conception care than those who were not
considering parenthood. They also found that the women saw it more as a way of
creating a healthy baby, rather than avoiding an unhealthy birth outcome. They
advocated a different approach to health promotion depending on segmenting the
audience on their plans over the following 2 years using a social marketing
approach. There is also a worry that trying to get all women (and men) to change
their lives on the basis of a hypothetical baby that they may or may not want could
be counter-productive for many and may increase intransigence to change
(Thompson et al. 2017).

For those women who are planning a pregnancy there is greater receptivity to the
need for health changes and it is a good opportunity for parents to be advised on
delaying stopping contraception until health improvements have occurred.

There are studies underway to try and find the best approach to provide preconceptual care, including the mHealth programme ‘Smarter Pregnancy’ (van Dijk et
al. 2017).

14.3

Pregnancy support

Across England there have been a recent decline in conception rates across all
ages, except in the over 40’s (ONS 2018l) (Figure 1). Across Leeds the rate of
teenage conceptions was 28 per 1,000 women aged 15-17 years in March 2017, as
compared to a national rate of 18.5 for England and 21.3 for Yorkshire and the
Humber as a whole (ONS 2018m). The numbers of teenage pregnancies in Leeds
have been falling, from 631 in 2000 to 330 in 2016.

The reasons for an increased number of women conceiving at ages 30 and over
include increased participation in higher education, increased female participation in
the labour force, increased importance of a career, the rising opportunity costs of
childbearing, labour market uncertainty and housing factors (ONS 2018l).
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Figure 1 Relative changes in age-specific conception rates, displaying change from a 1990 base through to 2016,
England & Wales,

Booking in for antenatal services is an important opportunity to receive support and
guidance for the pregnancy, safe delivery and care of the infant. Mothers in deprived
areas of Leeds are less likely to attend clinic after 10 completed weeks since
conception (with 76.4% of not deprived women attending within 10 weeks of
conception, compared with 68.2% in deprived areas) (Figure 2). Although this has
been improving, the gap between the deprived and those not deprived has stayed
about the same.
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Figure 2 Percentage of mothers attending within 10 weeks of conception by deprivation status and year, Leeds
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Underage pregnant girls are also in need of support:
‘[teenage pregnancy] creates feelings of uncertainty and insecurity that
generate anxiety, insomnia, intense feelings of ambivalence and confusion, as
well as certain symptoms of depression, feelings of sadness, suicidal thoughts
and irritability’ (Trandafir et al. 2016).

Around 7 out of every 10 pregnant women will experience some form of sickness
during their pregnancy, which usually passes at around the 14th week, however there
are some that have continual sickness throughout their pregnancy. This is known as
hyperemesis gravidarum and can result in hospitalisation and a very negative quality
of life (NHS 2016h). It has been estimated to affect up to 1 in 100 women, and with
10,000 pregnancies a year in Leeds relates to 100 women across the City.

14.4

Birth choices and support during labour

The National Maternity Review (National Maternity Review 2016) made a
recommendation that all women should be given the choice as to what support they
needed during their birth and where they would prefer to give birth, based on a full
discussion on the risks and benefits associated with each option. NICE, guidance for
intrapartum care for healthy women and babies (NICE 2014) advocates:
•

Advise low-risk multiparous women that planning to give birth at home or in a
midwifery-led unit (freestanding or alongside) is particularly suitable for them
because the rate of interventions is lower and the outcome for the baby is no
different compared with an obstetric unit.

•

Advise low-risk nulliparous women that planning to give birth in a midwiferyled unit (freestanding or alongside) is particularly suitable for them because
the rate of interventions is lower and the outcome for the baby is no different
compared with an obstetric unit. Explain that if they plan birth at home there is
a small increase in the risk of an adverse outcome for the baby. (p5)
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Voluntary Action Leeds (VAL 2018) undertook an engagement exercise to explore
the influencing factors in regard to choice of birthplace and the perceptions of
information preferences in regard to birthing choice. The study comprised a survey
and interviews and their main findings were:
•

Hospital birth was commonly framed as the default option for families, with
some participants indicating that homebirth was not an option for them.

•

Choice of birth place was perceived to be informed by a number of factors,
with advice from medical professionals, advice from family members and
peers, and past experiences the most often cited, however concerns about
risk and safety appeared to underpin much of the discussion.

•

Awareness of homebirth across the engagement was variable. There
appeared to be inconsistent provision of information around homebirth, with
some participants stating that they had received little or no information about
homebirth from health professionals.

•

‘Advice given by health care professionals’ and ‘positive or negative stories
about types of birthing’ were seen as key mechanisms for influencing opinion
change.

•

Groups with different cultural and religious backgrounds may present with
additional information and support needs which need to be recognised.

The review of birthing choices in Leeds undertaken by Bennett (2017), found that
Leeds was below the national average of homebirths, with 0.7% of all births in
February 2017 and declining. Since that review there has been a communications
campaign across Leeds to support home births alongside the development of a
model of care to increase awareness of options4. There is also now a dedicated
team ‘Leeds Loves Homebirths’ that are promoting the benefits of homebirths in
Leeds and supporting those women who wish to make that choice5. This has
resulted in a steady increase in homebirths to 3.1% in December 2018, with the aim
of reaching 5% by the end of 2021.

4

http://www.leedsth.nhs.uk/a-z-of-services/leeds-maternity-care/what-we-do/care-during-yourbirth/having-your-baby-at-home/
5 https://www.facebook.com/leedsloveshomebirths/

8

14.5

Child removal into care

In 2014 there were 103 children under 1 year of age removed from their parental
home into care, with Leeds having amongst the highest percentage of repeat care
proceedings (national average 29%, Leeds 37%) (Leeds City Council 2017e). Since
2014 there has been a reduction in the number of babies taken into care, but this is
still above the national average.
A study conducted at Lancaster University (Broadhurst et al. 2017) into vulnerable
birth mothers found that there was a pattern of repeated care proceedings for some
women. This has a profoundly negative effect on both the mother and the child, with
the grief leading to mental health difficulties and a greater likelihood of further
negative life events. In their study, many of the women were already very vulnerable,
with 40% having been in care, often aged 10 years or older, and had experienced
multiple placements. They were mostly under the age of 20 years, and the
pregnancies were unplanned. These women have the most complex lives; the study
found that that 66% of recurrent mothers had experienced neglect in their childhood,
67% emotional abuse, 52% physical abuse, and 53% sexual abuse, with an ACE6
score of 4 or more.

The Department of Education independent evaluation (McCracken et al. 2017) into
the services offered by Pause7, an organisation that works with vulnerable women at
risk of having their children removed at birth, found good results, but the initiative has
strict criteria to follow for women and families to be accepted onto the programme,
including mandatory use of long-acting reversible contraception. In Leeds, a new
service called ‘Futures’ is being developed to work with young women and men who
have experienced the removal of a baby (Leeds City Council 2017e). This service is
based on the Leeds Practice Model (Leeds City Council 2017f), and is focused onto
providing intensive support to those most vulnerable. This initiative is closely linked

6

ACE - Adverse childhood experiences score is based on (a) physical abuse, (b) sexual abuse, (c)
removal from a single-parent household, (d) exposure to community violence, (e) number of caregiver
transitions, and (f) number of school transitions.
7

https://www.pause.org.uk
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with the Broadhurst study at Lancaster to help find the most effective way of helping
vulnerable birth mothers.

14.6

Maternal death

A maternal death is defined internationally as a death of a woman during, or up to six
weeks (42 days), after the end of pregnancy (whether the pregnancy ended by
termination, miscarriage or a birth, or was an ectopic pregnancy) through causes
associated with, or exacerbated by, pregnancy (World Health Organisation 2010).
Across England the number of women who die during their pregnancy or as a result
of childbirth has fallen over the decades, but still 42 women died in 2016 (ONS
2018h). Of the 973 maternal deaths in the UK that occurred between 2009 and 2013,
over 90% occurred post-delivery (Davies 2015). In Leeds there were less than 5
deaths between 2013 and 2015, so thankfully it is rare, but devastating for all
concerned (NHS Digital 2018e).

Nationally two thirds of mothers died from medical and mental health problems in
pregnancy and one third from direct complications of pregnancy such as bleeding.
Three quarters of women who died had medical or mental health problems before
they became pregnant. Women with pre-existing medical and mental health
problems need pre-pregnancy advice and joint specialist and maternity care. Sepsis
and the Flu are important causes of maternal death with the advice that the Flu
vaccination can save the lives of both mother and child (Knight et al. 2014).
14.7

Miscarriage and stillbirth

Losing a baby8 is both physically and emotionally traumatic and is a time of great
need for the mother and her partner (Wonch Hill et al. 2017; Cullen et al. 2018). The
wider family and friends can also be greatly affected by the loss (Murphy and Jones

8

Miscarriage is classed as a death before 24 weeks, after this time a death is classed as a stillbirth
(delivered after 24 weeks, but showing no signs of life) or a neonatal death (NND) (born alive, but
died before 28 completed days after birth) (Draper et al. 2018).
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2014). Helping the family through this difficult time is very important (Bakhbakhi et al.
2017).

Across England and Wales there were 3,112 stillbirths in 2016, with the numbers
falling each year (ONS 2016f). In Leeds (Draper et al. 2018) there were 4.08
stillbirths per 1,000 births, 1.78 neonatal deaths per 1,000 live births and 5.85 deaths
per 1,000 births in the extended perinatal period in 2016. In 2018, there were 122
deaths before 24 weeks, 41 later than 24 weeks, with 19 neonatal deaths.

When there has been a diagnosis of threatened miscarriage, there is an increased
risk of antenatal depression in both the women and her partner (Zhu et al. 2018a),
which can have an impact through into subsequent pregnancies and require
additional monitoring and support (Lee et al. 2017).

Women who have had a miscarriage or stillbirth can have a range of after effects,
including pain, bleeding, hormonal imbalances and psychological trauma (Cullen et
al. 2018). Relationships can break down and longer-term mental ill-health can occur
(Heazell et al. 2016; Murphy and Cacciatore 2017). Nationally there is an agreed
pathway of support available for women and their partner who have experienced a
miscarriage, stillbirth, neonatal death, or sudden infant death (NBCP 2018b). There
is a multi-disciplinary multi-organisational group taking this work forward in Leeds.
Leeds has a specially designated Bereavement Midwife9, who can offer immediate
and long term support to those affected by a miscarriage or stillbirth. The Maternity
Strategy for Leeds also recognises that all staff should have training in the support of
women experiencing a stillbirth or perinatal death (NHS 2015). In addition there is a
bereavement support service for women from ethnic minorities provided by Haamla
(Leeds Maternity Care 2018). In Leeds there is also the Stillbirth and Neonatal Death
Society (SANDS) group that offers support to both parents (SANDS 2018), and a
dedicated service offered by MindWell for parents who have lost a baby or young

9

http://www.leedsth.nhs.uk/a-z-of-services/leeds-maternity-care/what-we-do/bereavement-support/
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child10, which also lists other organisations offering support and guidance to those
affected by miscarriage and stillbirth.
The bereavement project has recently had an engagement event to seek the views
of all those involved in the support of women and their partners following a death
(Butters 2018), with the feedback from the day being used to help develop the
service.
It is worth noting that a baby’s death after 24 weeks allows the parents to have
maternity, paternity or shared parental leave and pay to help get over the loss, if the
death occurs before the 24th week any time off is classed as sick leave. However, it
is important that women know that sick leave for a miscarriage may be protected in
the same way as sick leave for a pregnancy-related illness, such that you are not
limited in how much you can take and it must be recorded as such and does not
count towards your overall sickness record (Working Families 2017). However, if a
baby is below 24 weeks but takes a breath (NND) then the family will need to
register the birth and death and should be entitled to the same maternity/paternity
leave and benefits as those that have a stillbirth.

14.8

Breastfeeding

It is internationally recognised that there is a benefit to breastfeeding, including better
infant health, better long term maternal health (including increased protection against
breast and ovarian cancer), and improved relationship building with the child (Victora
et al. 2016; Unicef 2019). The WHO and UNICEF recommend11:
•

Early initiation of breastfeeding within 1 hour of birth;

•

Exclusive breastfeeding for the first 6 months of life; and

•

Introduction of nutritionally-adequate and safe complementary (solid) foods at
6 months together with continued breastfeeding up to 2 years of age or
beyond.12

10

https://www.mindwell-leeds.org.uk/myself/feeling-unwell/i-am-pregnant-or-a-new-parent/i-have-losta-baby-or-young-child
11 https://www.who.int/en/news-room/fact-sheets/detail/infant-and-young-child-feeding
12 There is a useful video relating to this at:

https://www.unicef.org.uk/babyfriendly/about/call-to-action/
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Despite these advantages there is a recent acceptance by the Royal College of
Midwives (RCM 2018) that ‘the decision of whether or not to breastfeed is a woman’s
choice and must be respected’. Women who are not able to breastfeed can
experience higher levels of stress and anxiety and face unhelpful stigma (Fallon et
al. 2018; Símonardóttir and Gíslason 2018). UNICEF offer guidance on how best to
promote and deliver responsive bottle feeding, and set out the importance of this
approach if bottle-feeding is chosen as a method in terms of attachment and infant
mental health13.

Across Leeds 73% of new mothers initiate breast feeding but this depends on
locality, with this dropping to 65.5% in the more deprived areas of the city (the lowest
rates of initiation of 40.6% within White British mothers) and rising to 86.2% in the
most affluent areas of the city. (The same is seen for maintenance of breast
feeding14, which stands at 48.5% across the city and below 40% in the deprived
areas in the first quarter of 2018, as compared to over 60% in the not deprived areas
-only 19.1% of White British mothers from the most deprived areas are still
breastfeeding at this time point (Figure 3), which is a pattern reflected nationally
(Simpson et al. 2019).
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https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2018/02/Infant-formula-andresponsive-bottle-feeding.pdf
14 Which is defined as still breast feeding at 6 to 8 weeks
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Women’s Health Matters in Leeds ran a study exploring young, white, working-class
mothers views on breastfeeding (WHM 2010). The study found that they needed
targeted personal support to help them both initiate breastfeeding and also to
continue. They found issues relating to the women’s confidence in asking for
information and support, and their ability to understand current advice and guidance.

The Leeds Breastfeeding Plan 2016-2021 (Best Start Strategy Group 2016)
recognises the importance of breast feeding, and there has been a national push for
mothers to breast feed. The intention is to support mothers and fathers, such that
breast feeding can be initiated and continued, with a reduction in the gap between
the deprived and non-deprived areas of Leeds for breast feeding rates. This plan is
seeing an increase in the number of businesses and venues across Leeds signing
up to be Breastfeeding friendly15, with support for breast feeding mothers to return to
work.

Leeds runs a breast feeding peer support service, which operates to give local
women a forum for meeting other mothers who are breastfeeding (Leeds City
Council and NHS Leeds 2018). These run in different localities across the city and
on different days, so support is available all week if needed.

A trial, conducted in Sheffield and surrounding areas, of giving breastfeeding
mothers vouchers was found to be successful in motivating those mothers who
wished to breast feed until 6 months. For those mothers who were not in favour of
breastfeeding the initiative did not increase up-take. There was, however a feeling
amongst the women that this scheme could raise awareness of breastfeeding and
encourage its normalisation (Johnson et al. 2018).

14.9

Long term physical effects of pregnancy and childbirth

Pregnancy and childbirth can exert a significant toll on a woman’s body, which can
affect their health and wellbeing well after the child has grown up. This was raised in
the Women’s Voices study (Thomas and Warwick-Booth 2018):

15

https://familyinformation.leeds.gov.uk/professionals/breastfeeding-friendly
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“I had three kids you know I- my anatomy is not what it was before I had them,
and I- it’s only when you- only maybe takes one or two women, to start
speaking openly about, what’s going on down there, you know for other
people to go “oh actually you know for ten years I’ve had this but I didn’t
wanna mention it…”

Many of the problem’s women experience post pregnancy, including prolapse and
incontinence can be reduced through greater pelvic floor education, including
support for exercises and a more proactive approach to protecting the pelvic floor
during the birth. The Leeds Teaching Hospitals have an aim to reduce Obstetric Anal
Sphincter Injuries (OASI) by 50% within one year through ensuring all practitioners
have undertaken the PEACHES16 and episiotomy training and there is an ambition
within the NHS long-term plan to improve access to postnatal physiotherapy, which
should contribute to improved care in this area. The Women’s Institute (TheWI 2018)
is campaigning to ensure women have greater awareness of what is normal and
what can be improved through treatment and access to specialist practitioners.

In Leeds there is campaign being launched soon in relation to pelvic floor exercises
and healthy food and nutrition during pregnancy in Leeds in conjunction with ‘Best
Beginnings’17, which also links to the Baby Buddy App and Express Magazine18.

14.9.1 Haemorrhoids, anal fissures and constipation
It Is estimated that 2/3rds of pregnant women will have some form of anal symptoms
during their pregnancy and as a result of childbirth, including haemorrhoids, anal
fissures and constipation. They are a common cause of pain and discomfort during
pregnancy, and for some women they do not resolve so can be a continuing case of
distress (Poskus et al. 2014; Åhlund et al. 2018; Ferdinande et al. 2018). There is a

PEACHES: Position (birthing position can have an impact on stress to the perineum)
Extra midwife (present at birth), Assess the perineum (throughout), Communication
Hands-on technique, Episiotomy if required, Slowly
16

17
18

https://www.bestbeginnings.org.uk/news/embedding-with-leeds-maternity-care
https://familyinformation.leeds.gov.uk/families/baby-buddy
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national organisation (MASIC19) now working to reduce damage to the anal sphincter
and to support affected women.

14.9.2 Urinary and bowel leakage / incontinence

It is estimated over 5 million women over the age of 20 years are affected by stress
urinary incontinence, overactivity of the bladder (+/- urgency urinary incontinence) or
voiding dysfunction with resultant overflow incontinence, mostly as a result of
childbirth (Davies 2015).

14.9.3 Pelvic organ prolapse

Pelvic organ prolapse is the downward descent of the female pelvic organs (vagina,
uterus, bladder, and/or rectum) into or through the vagina, and is thought to affect
about one in 12 women living in the UK (Barber 2016). Although this is mostly as a
result of pregnancy the effects are often not seen until after the menopause and can
often occur alongside other pelvic floor problems such as incontinence.
“Prolapse and incontinence affect women’s sex lives and relationships and
cost the health service and individuals millions of pounds each year in pads,
catheters, medication and other treatments … This is morbidity, not mortality,
but the number of women affected is enormous. Because these subjects are
still taboo, greater public awareness is needed to empower women to access
self-help resources and treatment pathways” (p15) (Davies 2015)

There is currently an investigation into the use of a surgical mesh that has been
widely used as a treatment for incontinence and prolapse of the uterus. The mesh
has been found to cause excruciating pain and long term health problems and has
been the cause of fatalities as a result of sepsis. It is estimated that over 100,000
women have had the mesh fitted, with around 10% very badly affected. This has
been debated in Parliament (House of Commons 2018) and there is now a

19

https://masic.org.uk/
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suspension of its routine use. It is not known how many women are affected in
Leeds.

The preferred approach to management is through a better awareness of pelvic floor
strengthening before pregnancy and pelvic floor muscle training both during and
after pregnancy, which has a positive effect on all pelvic floor conditions (MoossdorffSteinhauser et al. 2015; Barber 2016; Hagen et al. 2017).

14.10 Perinatal mental health

During pregnancy and in the first year after birth, women can experience a range of
mental health problems. These problems are collectively termed ‘perinatal mental
illnesses’, and are estimated to affect between 10 - 20% of all women in the perinatal
period (Hogg, 2013).

It is estimated that nationally, perinatal depression, anxiety and psychosis cost £8.1
billion for each one year cohort of births – with nearly 72% of this cost related to the
adverse impact upon the child (Bauer et al. 2014). Perinatal mental illness remains a
significant cause of maternal death (Draper et al. 2018). Perinatal mental illness can
also have important and far-reaching affects on babies and children, with the causal
pathways that lead to poor outcomes not straightforward, involving both direct and
indirect factors (Hogg, 2013).

Whilst there has been a significant focus upon post-natal depression, there is
increasing recognition that the whole of the perinatal period is a time during which
women may experience a range of mental health disorders. Rates of anxiety
disorders in the postpartum period have been shown to be at least as prevalent as
depression (Hogg 2013; Fairbrother et al. 2016). There is also a risk of posttraumatic stress disorder in women (and men) associated with birth, especially if the
birth has been traumatic (James 2015; Zerach and Magal 2017). However, in
practice, the range and prevalence of anxiety disorders (including generalised
anxiety disorder, obsessive-compulsive disorder, panic disorder, phobias, posttraumatic stress disorder and social anxiety disorder) and depression are under-
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recognised throughout pregnancy and the postnatal period, with many women and
men not receiving treatment (NICE, 2014).

Risk factors for antenatal anxiety and depression include: a lack of partner or of
social support; history of abuse or of domestic violence; personal history of mental
illness; un-planned or unwanted pregnancy; adverse events in life and high
perceived stress, present/past-pregnancy complications and pregnancy loss (Biaggi
et al. 2016).

Risks of both ante and postnatal depression are higher in women who are obese
(Steinig et al. 2017), in younger women (Reid and Meadows-Oliver 2007; Hogg
2013), in women who have pre-existing mental health disorders such as bipolar
disorder, and in those who have experienced a previous perinatal psychosis or postpartum depressive episode (Di Florio et al. 2018). Postnatal depression in particular
has been shown to have far-reaching and long lasting effects on both mothers and
their children (Myers and Johns 2018)
Men are now recognised as ‘at risk’ of postnatal depression (Smith et al. 2013;
Tuszyńska-Bogucka and Nawra 2014; Edward et al. 2015; Zerach and Magal 2017).
This has implications not only for men, but for women and families. Men and same
sex partners are vital to the wellbeing of mothers in the perinatal period-functioning
as both protective and risk factors for maternal and infant wellbeing (Biaggi et al.
2016).

There are a wide range of interventions that are designed to reduce the risk or
impact of perinatal mental illness. These include peer support, community-based
interventions, talking therapies (such as those provided by IAPT) and intensive
psychiatric/psychological treatment delivered both in the community and via inpatient settings by perinatal mental health services and Mother and Baby Units.

NICE guidance recommends screening for current and previous mental health
disorders at the first maternity booking appointment (NICE, 2014). For treatment of
anxiety and depression NICE recommends facilitated self-help or talking therapies.
Cognitive Behavioural Therapy has the strongest evidence base for the prevention
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and treatment of mild perinatal anxiety and depression (Easter et al. 2015).
However, web-based interventions show promise in reducing depressive symptoms
(Lee et al. 2016) and Mindfulness Based Interventions (MBI) have been shown to
lead to significant reductions in perinatal anxiety, and moderate, if less consistent
efficacy in reducing depressive symptoms in the perinatal period (Shi and MacBeth
2017).

For women with more serious or complex mental health disorders, intensive,
structured psychological therapy (including talking therapies) is recommended,
alongside management with medications (NICE, 2014).

Community based and/or peer interventions can also provide significant support for
women and families. A randomised control trial of offering lay support to women with
a social risk of poor psychological health through pregnancy (Kenyon et al. 2016b),
found that in women with two or more risk factors their mental health was
significantly better than the control. It also resulted in improved mother-to-infant
bonding.

Public Health England(PHE 2018e) has produced the following estimates of
numbers of women in Leeds who may experience different types of mental health
disorders in the perinatal period, over the course of one year (Table 1). The analysis
applies population estimates of mental health disorders to the local birth rate in
Leeds. Women may have more than one illness, so may be counted twice.
Table 1 Public Health England Perinatal Mental Health Population Estimates: Leeds (2016)

Estimated number of women with postpartum psychosis
Estimated number of women with chronic SMI
Estimated number of women with severe depressive illness
Estimated number of women with mild-moderate depressive
illness and anxiety (lower estimate)
Estimated number of women with mild-moderate depressive
illness and anxiety (upper estimate)
Estimated number of women with PTSD
Estimated number of women with adjustment disorders and
distress (lower estimate)
Estimated number of women with adjustment disorders and
distress (upper estimate)

20
20
290
955
1,430
290
1,430
2,860
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It is possible that these nationally derived estimates for perinatal mental ill health
underestimate levels of need in Leeds as they are not adjusted for deprivation
(Erskine 2017).

Local and national data regarding mental health service use and perinatal mental
health is limited. In part, this is due to the fact that within IAPT, there is no current
national mandate to record whether a woman is pregnant or is accessing the service
in the 12 months postpartum. Recording in Primary Care records is also inconsistent.
Work is ongoing to ‘link up’ the national mental health service data set (which
records acute care episodes) and the maternity data set.

14.11 Maternal and child nutrition

Having the right nutrition before and through pregnancy and during early life can
have a marked impact on the health and wellbeing of both mother and child.

The Leeds Maternal and Child Nutrition Health Needs Assessment (Moores 2016)
notes that there has been a general trend in healthier diets and more awareness of
the need for supplements for women before and during pregnancy. However, it also
recognises that some groups of women are still at risk of low intakes of the
micronutrients necessary for a healthy baby. It is mostly young mothers that are
most at risk of having diets below the recommended intakes of iron, fibre, oily fish,
red meats, folic acid, calcium, Vitamins A and D and higher than recommended
intakes of sugar, fat and alcohol.

Those women of childbearing age who are an unhealthy weight (both underweight
and overweight) were found to be at risk of having below recommended intakes of
dietary fibre, oily fish, fruit and vegetables, low level supplement use of folic acid and
Vitamin D.

The health needs assessment calls for a greater role out of the Health Eating
Nutrition for the Really Young (HENRY) training programme to all those groups and
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individuals who work with vulnerable families to help improve early life development.
This is being offered in Leeds as part of Public Health priority based training20 .

A study on infant feeding in the Gypsy and Traveller community in Bristol (Condon
and Salmon 2015) found that it was important to work carefully with the community
to ensure culturally sensitive health promotion was provided. In Leeds, Haamla
(Leeds Maternity Care 2018) provides a weekly drop-in clinic at the Cottingley
Springs site and there is a specialist maternity pathway for Gypsy and Traveller
women (Erskine 2014).
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