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6. CHILDREN, YOUNG PEOPLE AND THEIR FAMILIES  

 

6.8 Perinatal Mental Health  

 
Perinatal Mental Health disorders are those which occur during pregnancy and up to one 

year after birth. They include both conditions with their first onset during this period and 

pre-existing conditions that may relapse or recur during pregnancy or the post-partum 

year. Mental health problems are no less common in pregnancy than at other times in a 

woman’s life and for some conditions there is an increased risk during pregnancy and 

postnatally. 

 

 

6.8.1. The importance of perinatal mental health   

 

Perinatal mental health problems affect up to 20% of women. They can cause short-term 

problems including difficulties with attachment and caring for the baby, and in severe 

cases the risk of harm to the baby, or suicide, which is one of the leading causes of death 

for mothers during pregnancy and the year after birth1. If left untreated they can have 

significant and long lasting effects on the woman, her baby and her family.  One in two of 

all cases of perinatal depression go undetected in routine care and of those detected, 

many do not receive the evidence-based treatment they need2.  

 

Postnatal depression has also been reported to be associated with depression in fathers 

and with high rates of family breakdown3.  Depression in mothers appears to increase the 

risk of poor birth and child outcomes including higher rates of spontaneous abortion, low 

birth weight babies, developmental delay, retarded physical growth, and physical 

illnesses such as chronic diarrhoeal illness 4,5,6,7. There is also evidence that children 

born to depressed mothers do less well educationally, experience higher levels of 

behavioural problems and are more likely to develop psychological problems in later 

life8,9,10. Prolonged, severe postnatal depression has been linked with higher rates of 

divorce, less strong bonding with the infant and reduced emotional adjustment and 

cognitive development among children 11,12.  

 

Research2 based on surveys of around 1,500 women and more than 2,000 health 

professionals found that depression alone can affect one in seven women, and that many 

women did not discuss their feelings for fear that their baby might be taken away (figure 

1). Economic modelling of the costs of maternal perinatal mental health problems, 

including the adverse effects of maternal mental illness on the child as well as the 

mother, was published by the London School of Economics and the Centre for Mental 

Health in 201413. This estimated the long-term societal cost of perinatal depression, 

anxiety and psychosis to be about £8.1 billion for each one-year cohort of births in the 

UK13.  Of this total, the estimated cost to the NHS is around £1.2 billion.  
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Figure 1 Infographic showing the impact of perinatal mental health 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Source: Boots Family Trust Alliance    

 
 

Key risk factors14 for perinatal mental health problems include:   

• Vulnerability: a history of early emotional trauma such as separation from their 

mother at an early age or poor mother–infant interaction; a history of depressive 

disorder (especially a previous episode of postnatal depression) or other mental 

illness; having a familial history of mental illness.  

• Material, social and emotional deprivation:  Social and emotional isolation 

(especially the absence of a close confidant); marital discord; recent adverse life 

events and on-going difficulties; unwanted pregnancy; low educational attainment, 

unemployment, and poverty are associated with perinatal mental ill-health.  Single 

mothers have an increased risk, associated with a lack of emotional support and 

socioeconomic disadvantage. High levels of morbidity due to perinatal mental ill-

health are seen among some Black and Minority Ethnic group women who also 

experience high levels of lone parenthood. 
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6.8.2. Information on perinatal mental health in Buckinghamshire 

 

There are no local data on the actual prevalence of perinatal mental health problems in 

Buckinghamshire. However prevalence estimates based on research studies can be 

used to estimate the impact and determine necessary service provision locally.  Some of 

these are summarised in the JCPMH Guidance for commissioners of perinatal mental 

health services (2012)15.    

  

The most common perinatal mental health problem is postnatal depression, with rates 

ranging between 13% in the first few weeks to 20% of women in the first year after the 

birth of their child16. The incidence and prevalence of mild to moderate depression and 

anxiety (100-150 per 1000) are broadly similar during pregnancy and the postpartum 

period.  However, there is an increased incidence of severe non-psychotic depressive 

illness (30 per 1000) in the early weeks following delivery. These conditions may initially 

present as anxiety and depression in the first two to six weeks following childbirth and 

can deteriorate rapidly17,18,19. Post-traumatic stress disorder is estimated to occur in 

approximately 3% of maternities (pregnancy resulting in a birth) and 6% of women 

following emergency caesarean section. Women admitted to high dependency or 

intensive care units and those suffering pregnancy losses are at increased risk20. Women 

previously abused, with sick infants in neonatal units and those with very serious medical 

disorders are at risk of perinatal mental illness.  

 

Table 1 shows estimates of the number of women in Buckinghamshire by CCG localities, 

who are likely to suffer from perinatal mental health conditions. This is estimated using 

the number of live births in Buckinghamshire and reported national prevalence of 

perinatal mental illness21,17,22. These estimates suggest that between 1,825 -2,988 

women are likely to suffer from some form of perinatal mental health problem annually in 

Buckinghamshire (Chiltern CCG: 1,128–1,846 and Aylesbury Vale CCG: 697–1,142). An 

estimated 198 women each year in Buckinghamshire are likely to suffer from serious 

perinatal mental problems (postpartum psychosis, chronic serious mental illness, severe 

depressive illness).   

  

The prevalence of depression ascertained by the 13-item Edinburgh Postnatal 

Depression Scale (EPDS), using a cut-off score for 'caseness' of 13 or more in an 

unselected postnatal sample, was 9.0% in fathers at six weeks postpartum, and 5.4% in 

fathers at six months postpartum23.  A large population-based study found the prevalence 

of postpartum depressed mood among fathers to be 4%24.  Using a pragmatic estimate of 

5%, the estimated annual number of fathers suffering from postnatal depression could be 

around 291 in Buckinghamshire; around 111 in Aylesbury Vale CCG and 180 in Chiltern 

CCG. By CCG locality, the estimates would be 71 in AV Central, 65 in Wycombe, 41 in 

Wooburn Green, 38 in Southern, 36 in Amersham & Chesham, 23 in AV North and 17 in 

AV South.  
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Table 1 Estimated annual number of women suffering from various perinatal mental problems in Buckinghamshire by 

CCG locality based on births, 2013  
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Number of total 
births, 2013^ 

- 5,812 1,415 466 341 2,222 715 751 816 1,308 3,590 

Postpartum 
Psychosis 

2 12 3 1 1 4 1 2 2 3 7 

Chronic serious 
mental illness 

2 12 3 1 1 4 1 2 2 3 7 

Severe depressive 
illness 

30 174 42 14 10 67 21 23 24 39 108 

Post-traumatic 
stress disorder 

30 174 42 14 10 67 21 23 24 39 108 

Mild-mod depressive 
illness & anxiety 

states 

100 - 
150 

581 - 
872 

141 - 
212 

47 - 70 34 - 51 
222 -  
333 

72 - 107 75 - 113 82 - 122 
131 - 
196 

359 - 
539 

Adjustment 
disorders & distress 

150 - 
300 

872 - 
1,744 

212 - 
425 

70 - 140 51 - 102 
333 -  
667 

107 - 
215 

113 - 
225 

122 - 
245 

196 - 
392 

539 –  
1,077 

Total severe illness 
(PP, CSMI, SDI) 

- 198 48 16 12 75 23 27 28 45 122 

Total - 
1,825 -  

2,988 

443 - 

727 

147 - 

240 

107 - 

175 

697 - 

1,142 

223 - 

366 

238 - 

388 

256 - 

419 

411 - 

672 

1,128 - 

1,846 
^source: ONS, Public Health Birthfiles 2014; ǂbased on a series of references within the JCPMH Guidance for Commissioners 201215 

Note: Numbers may not add up due to rounding.  
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6.8.2.1 Hospital Admissions 

Figure 2 shows maternity related hospital admissions where a mental health diagnostic 

code (ICD10: F00-F99) was recorded in any field for patients registered with a 

Buckinghamshire GP. There were more than 600 maternity related hospital admissions 

where there was also a mental health diagnosis each year in the three years 2012/13–

2014/15. These women are admitted for reasons other than giving birth and not primarily 

for a mental health problem in pregnancy, for which the number of admissions is very 

small. Therefore, these admissions provide an indicator of the burden of mental health 

problems in pregnancy.  

 

 

Figure 2 Total number of maternity related admissions (ICD10: O00-O99) with 

mention of Mental ill-health in any diagnosis position (ICD10: F00-F99), 

Buckinghamshire, 2012/13 – 2014/15 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                    

Source: SUS data from the admitted patient care (APC) dataset, CSCSU 
(note: admitted not primarily for a mental health problem in pregnancy) 

 

 

6.8.3. Information on perinatal mental health in different population groups 

 

Figure 3 shows the above data on maternity admissions (ICD10: O00-O99) with mention 

of a mental ill-health diagnostic code (ICD10: F00-F99) as a rate per 1000 births by 

deprivation quintile in Buckinghamshire. Over the last 3 years, the rate of admissions in 

the most deprived quintile (DQ5) was significantly higher than in less deprived quintiles, 

and the rate in the least deprived quintile (DQ1) was significantly lower than in more 

deprived quintiles. It should be noted that as hospital admissions data is based on GP 

registered population and ONS births data is based on resident population some caution 



6 
 

is required in interpreting these findings, but the differences between these populations 

are unlikely to account for the differences found between Deprivation Quintiles. 

.   

Figure 3 Trend in maternity-related admissions (ICD10: O00-O99) with mention of 

Mental ill-health in any diagnosis position (ICD10: F00-F99), Buckinghamshire, 

2012/13–2014/15, rate/1000 births by deprivation quintile 

 
Source: hospital admission data as figure 2. Births data by deprivation quintile: ONS Birth files.  
Note: hospital admissions data is based on GP registered population while ONS Births data is based on 
resident population.   
Deprivation quintile (DQ) 5= most deprived quintile.   Deprivation quintile (DQ) 1 = least deprived quintile 

 

 

6.8.4. Demand 

 

Based on national estimates of prevalence, between 1,825 -2,988 women and 291 men 

are estimated to suffer from perinatal mental ill-health annually in Buckinghamshire. Of 

the women, almost 200 are likely to suffer from a severe mental health disorder, including 

around 12 with postpartum psychosis and another 12 with other serious and complex 

disorders requiring access to Specialist Mother and Baby Units each year25. These 

numbers could increase in the future because of possible increases in the 

Buckinghamshire population associated with housing developments and inward 

migration. increase in pregnancies / births in the last two years after a drop and other 

factors.  If these problems are not prevented, identified and managed effectively, they will 

also lead to increased demands on public services due to the long-term impact of mental 

health problems on women, children, families and wider society.   
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6.8.5 Horizon scanning 

 

Recent national reports have highlighted serious deficiencies in perinatal mental health 

services in many parts of England. The CMO recently identified barriers to better 

outcomes in perinatal mental health which must be overcome if outcomes are to improve 

in the future (figure 4)26.  The barriers identified in this report are grouped broadly under 

personal factors, those relating to access to services, and those relating to the services 

themselves. Local Government, local health commissioners and providers, providers of 

services for families, and partner agencies should ensure that all women across 

Buckinghamshire, who are at risk of or experience perinatal mental health problems are 

identified early and receive the care they and their families need, wherever and whenever 

they need it.   

 
Figure 4 Prevalence and costs of perinatal mental illness, and barriers to better 

outcomes  

 
Source: CMO annual report, 2014 
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6.8.6. Conclusions 

 

Around one in five women develop mental ill-health during pregnancy or within a year 

after birth. This can cause short-term problems including difficulties with attachment and 

caring for the baby, and can also have significant and long lasting effects on the woman, 

her baby and her family.  It is known that many women with perinatal mental health 

problems do not receive the care and treatment they need. The long-term societal cost of 

perinatal depression, anxiety and psychosis for each one-year cohort of births in the UK 

are estimated to be about £8.1 billion. 

 

There are no data on the prevalence of perinatal mental health problems in 

Buckinghamshire but it is estimated that between around (rounded to the nearest 100s) 

1,800-3000 women and 300 men suffer from perinatal mental ill-health annually. Of the 

women, around 12 are likely to suffer from postpartum psychosis and another 12 women 

from other serious and complex disorders requiring access to Specialist Mother and Baby 

Units each year.  

 

A number of factors increase women’s vulnerability to perinatal mental health problems 

including social isolation, a lack of emotional support and socioeconomic disadvantage. 

Rates of hospital admission during pregnancy where a mental health problem was also 

identified were significantly higher among women from the most deprived socioeconomic 

quintile of the population in Buckinghamshire compared to the rest of the population.  

 

A number of recent reports have highlighted serious deficiencies in perinatal mental 

health services in many parts of England. The CMO’s annual report in 2014 identified a 

number of barriers which will need to be overcome to improve outcomes in perinatal 

mental health, including limited availability of and access to services, and improvements 

needed within services in recognising and understanding when women have problems, 

and in the provision of appropriate treatment and care. Effective prevention, early 

identification and appropriate management of perinatal mental health problems could 

have a positive impact on the lives of thousands of families in Buckinghamshire, and 

could improve the health, wellbeing and achievement of children across the county. 

 
Ravi Balakrishnan 

Public Health Consultant 

June 2016 

 

April Brett 

Public Health Principal 

June 2016  
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