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Abstract

Objectives: To outline characteristics of patients with anxiety diagnoses attending a Specialist Perinatal Mental Health Service (SPMHS) in
Ireland, the mental health care received by those patients, mental health and obstetric outcomes for those patients, and immediate neonatal
outcomes for their babies.

Methods: A retrospective chart review was conducted of patients with antenatal anxiety diagnoses who attended the SPMHS in University
Maternity Hospital Limerick, from initiation of the service to the end of its first year.

Results:Data were collected on 100 patients, 81 with a mental health diagnosis prior to attending the SPMHS, 32 with prior engagement with
psychiatry, and 23 with a previous perinatal diagnosis. The mean age of patients was 32.4 (19–47, std 6.158). Beyond initial assessment, the
Mental HealthMidwife was involved in the care of 61% of patients, more than any other specialty including psychiatry. Twenty-seven patients
had psychiatric medication either started or altered by the SPMHS. The most common reason for eventual discharge was that patients were
well. Two patients presented in mental-health-related crisis to emergency services and one patient was admitted to an acute psychiatric ward.

Conclusions: Patients attending the SPMHS for anxiety spanned a broad spectrum of demographics and diagnoses and received varied set of
interventions. A significant proportion of patients had a primary diagnosis of Pregnancy-related anxiety. TheMental HealthMidwife played a
key role in management of these patients. Though rates of mental health crises and admissions were low, the absence of a Mother and Baby
Unit in Ireland was highlighted.
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Introduction

In recent years, Specialist Perinatal Mental Health Services
(SPMHS) have been established in Ireland to address the specific
needs of women and their partners during the perinatal period; a
time of heightened stress and increased incidence of mental health
problems. Perinatal anxiety disorders are common (Regier et al.
1990; Rubinchik et al. 2005) and may be more frequent than anxi-
ety disorders outside the perinatal period (Seng et al. 2010;
Henderson & Redshaw 2013; Russell et al. 2013; Wrigley et al.
2017). A systematic review and meta-analysis in 2017 reported
prevalence of antenatal or postnatal anxiety disorders at 15.2%
(Dennis et al. 2017). Anxiety disorders could be pre-existing or
occur de novo during the pregnancy.

In 2016, anxiety-related diagnoses were the most common (342
of 558) type of mental illness diagnoses noted at discharge from
Irish hospitals where the admission type was ‘Maternity’

(Wrigley et al. 2017). In the same year, 62,736 mothers delivered
(Health Service Executive, 2017) their babies in Ireland, giving a
rate of approximately nine mental health admissions per 1000
mothers delivered. It is worth noting that the Royal College of
Psychiatrists recommend, when required, for postpartum mothers
to be admitted together with their infant to a specialized Mother-
and-Baby Unit (MBU) (Royal College of Psychiatrists, 2015).
Ireland does not currently have such a unit and this is a major limi-
tation of the service in this country.

Anxiety specifically related to pregnancy is not specified as an
ICD or DSM psychiatric disorder, though tokophobia (pathologi-
cal fear of pregnancy and childbirth) could be assessed for under
criteria for a Specific Phobia in either classification. Nonetheless,
higher levels of antenatal anxiety has been related to adverse out-
comes (O’Connor et al. 2002; Gosselin et al. 2016), including an
increased risk of postpartum depression (Schetter & Tanner,
2012; Wrigley et al. 2017; Grigoriadis et al. 2019), adverse out-
comes for children (Schetter & Tanner, 2012; Dennis et al. 2017;
Wrigley et al. 2017), and various obstetric outcomes such as
increased rates of Cesarean section (Zhang et al. 2013; Hure
et al. 2017), increased risk for preterm birth, variation in birth
weight, and earlier gestational age (Rubinchik et al. 2005;
Schetter & Tanner, 2012; Ding et al. 2014; Kaitz et al. 2014,
2015; Wrigley et al. 2017; Grigoriadis et al. 2018).
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University Maternity Hospital Limerick’s (UMHL) is the fifth
largest maternity hospital in Ireland and facilitated 4,152 births
in 2019 (Health Service Executive, 2019). Its SPMHS was estab-
lished in April 2018 as one of the first of its kind in Ireland.
Antenatal referrals are received from obstetric teams, community
mental health teams and General Practitioners.

To date, there has been little description of patients with anxiety
diagnoses attending a SPMHS in Ireland, their management and
their mental health, obstetric, and neonatal outcomes.

The objectives of this study were to (1) outline characteristics
of patients with anxiety diagnoses attending an SPMHS in
Ireland, (2) describe the care received by those patients within
the SPMHS, (3) describe mental health and obstetric outcomes
for those patients, and (4) immediate neonatal outcomes for their
babies.

Methods

We performed a retrospective chart review of patients attending
the UMHL SPMHS. Data were collected between 15th April
2019 and 30th April 2019. All patients with an anxiety diagnosis
documented antenatally in their mental health notes from the
commencement of the service to the close of data collection (span-
ning approximately 1 year) were included. Clinical diagnoses were
made, in all cases, by a consultant psychiatrist (MMM) or following
discussion with the consultant psychiatrist. Individuals without an
anxiety diagnosis, and individuals diagnosed postnatally were
excluded.

Data were collected from SPMHS patient charts and obstetric
charts on demographics, obstetric and mental health history, men-
tal health assessment, diagnosis and management, and mental
health, obstetric, and immediate neonatal outcomes. The diagnosis
was taken directly from patient notes. This was typically an ICD-10
or DSM-V diagnosis, except for the diagnosis of Pregnancy-related
anxiety, which reflects the ethos of Irish SPMHS of assisting those
in the perinatal period with non-criteria-meeting difficulties.

Outcomes were categorized as (1) mental health, (2) obstetric,
and (3) neonatal. Mental health outcomes were (a) crisis contacts
post SPMHS assessment, and (b) psychiatric admissions post
SPMHS assessment. Obstetric outcomes were: (a) miscarriage or
stillbirth, (b) major obstetric events (eclampsia, uterine rupture,
peripartum hysterectomy, PE), (c) rate of instrumental delivery,
(d) rate of induction of labor, and (e) rate of Cesarean section.
Neonatal outcomes were: (a) premature delivery, (b) low birth
weight, (c) the requirement for admission to the Neonatal
Intensive Care Unit (NICU).

Fisher’s Exact Test (2-tailed) was used to assess all outcomes for
associations based on gravidity, prior contact with psychiatric ser-
vices, and whether or not a person was taking psychiatric medica-
tion during their pregnancy. Fisher’s Exact Test was chosen over
Chi-squared, as it was specifically designed for smaller samples,
and would therefore provide a more accurate p-value in this case.
p< 0.05 was used to define statistical significance. All data were
analyzed in SPSS version 26.

Results

One hundred of 634 (15.8%) individuals referred to the SPMHS
had either an anxiety diagnosis in isolation or a diagnosis of
Mixed anxiety and depressive disorder.Mental health and obstetric
data were collected on these 100 patients. Delivery data was
unavailable for one patient due to the patient delivering their baby

in another center. Not all demographic data were documented in
the clinical notes.

The mean age of patients was 32.4 (19–47, std 6.158). The
median gestational age at initial SPMHS assessment was 20 (7–
41, IQR 15) weeks. The majority (79%) of pregnancies were
planned. The majority of patients were working (65%), and the
majority of patients were either married or cohabiting (80%).
Thirty-four (34%) individuals were pregnant for the first time.
The median number of previous pregnancies was 1 (0–7, IQR
2). Pregnancy achieved via in vitro fertilization was identified in
two cases. Twenty-eight individuals (28%) had had at least one pre-
vious miscarriage. Previous pregnancy-related trauma was identi-
fied in 37/100 (37%). The demographic characteristics of patients
is summarised in Table 1.

Eighty-one (81%) patients had a psychiatric diagnosis prior to
attending the SPMHS, and 23 (23%) had a previous perinatal psy-
chiatric diagnosis. Sixty (60%) had previously taken psychotropic
medication. Thirteen (13%) had a history of either self-harm or at
least one attempted suicide. Thirty-two (32%) patients had prior
engagement with psychiatry. Seven (7%) had a previous psychiatric
admission. Nine (9%) had a history of abuse of alcohol or drugs but
were not using while pregnant, and three (3%) admitted to actively
using during this pregnancy.

The most common diagnoses were Generalised Anxiety
Disorder (29%), Pregnancy-related anxiety (19%), and Mixed
anxiety and depressive disorder (15%). Ten (10%) had Reaction
to severe stress and adjustment disorders, 5% had Panic disorder,
5% had a Specific phobia including Agoraphobia or Social phobia,
and 9% had another anxiety disorder.

Care received from the SPMHS

Following initial assessment, despite an anxiety diagnosis, three
patients (3%) were identified as not requiring further follow-up.
These were patients with long-standing, well-controlled condi-
tions, and had been referred following routine screening at their
obstetric booking visit.

Regarding interventions following assessment, the Mental
Health Midwife was involved in the care of 61/100 (61%) patients,
a psychiatrist (Consultant or Registrar) was involved in 42/100
(42%), and nine patients engaged with psychology. Forty referrals
were made to other services, including Medical Social Work,
Bereavement Counselling, Addiction Services, Hypnobirthing,
and supportive groups.

Twenty-seven patients (27%) had psychiatric medication either
started or changed by the SPMHS.

The most common reason (43.6%) for discharge from the
SPMHS was that patients were well. Nineteen (19%) patients were
discharged due to either refusing further care or for not attending
for subsequent appointments.

Patient outcomes are summarised in Table 2.

Mental health outcomes

Following their initial assessment with the SPMHS, two patients
(2%) presented in mental health-related crisis to emergency ser-
vices, and one patient (1%) was admitted to an acute psychiatric
ward during the same perinatal period.

Obstetric outcomes

Six (6%) mothers had a stillbirth or miscarriage in the pregnancy
during which they were seen by the SPMHS. The rates of
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instrumental delivery and induction of labor were 13% and 31%,
respectively, with higher rates for nulliparas than for multiparas
women. Forty-five (45%) patients had a Cesarean section.

Neonatal outcomes

Ten of the 99 patients (10%) for whom delivery data was available
delivered a premature (prior to 37 weeks gestation) live baby. Five
(5%) delivered babies were considered to have low birth weight

(< 2500 g). No babies were of very low birthweight (<1500 g).
Twenty-six (26%) required admission to the NICU.

Analysis

None of the outcomes were significantly impacted by gravidity,
prior contact with psychiatric services, or whether or not a person
was taking psychiatric medication during their pregnancy (see
Table 2).

Discussion

A significant proportion (19%) of patients in this study had a pri-
mary diagnosis of Pregnancy-related anxiety. This diagnosis was
included, as noted in the methods section above, due to its rel-
evance to an SPMHS, a diagnosis that would not necessarily be
considered appropriate for a General Adult Community Mental
Health Team. These patients received a varied set of interventions,
often specific to the context of pregnancy.

Notably, the Mental Health Midwife was involved in the care of
more patients than any other teammember, including the psychia-
trists. This is likely reflective of a number of factors: (1) the will-
ingness of the SPMHS to assist patients with difficulties of lower
severity than would normally be managed by a CMHT, (2) the sig-
nificant role that pregnancy and expected delivery played in
patients’ anxiety, (3) that the Mental Health Midwife on this team
had Masters training in Cognitive Behavioural Therapy, which is
likely to be appropriate for individuals with anxiety disorders and
for patients with the inherent additional consideration of the
potential impact of medication on their child.

The incidences of crisis presentations (2%) and mental health
admissions (1%) to hospital were low, though consistent with the
national figure noted in the introduction of nine admissions per
1,000 (0.9%) mothers delivered in 2016. It could also be considered
that the inclusion of patients with Pregnancy-related anxiety as a sig-
nificant proportion of the sample potentially reduced the likelihood
of crises and admissions. Even low rates of crisis presentations and
admissions, however, further highlight the lack of an MBU in
Ireland as a gold-standard option of care for perinatal mothers suf-
fering with mental illness.

The pattern of obstetric outcome findings in this study largely align
with those of hospital-wide statistics and national statistics for 2018.

The rate of Cesarean section in the patients in this study is
higher than for hospital-wide (Health Service Executive, 2018)
and national (Health Service Executive et al. 2019) statistics, both
for nulliparas (43% v. 38.5%, 35.6%) andmultiparas (47% v. 35.3%,
32.6%) women. This aligns with previous findings that rates of
Cesarean section can be higher in mothers with anxiety (Zhang
et al. 2013; Hure et al. 2017). It is feasible that this may reflect steps
taken to reduce anxiety by reducing unpredictability, or a more
paternalistic stance being taken by Obstetricians with individuals
with anxiety, either of which could result in a higher rate of elective
Cesarean section. A higher rate of elective Cesarean section in nul-
liparas womenwould also be in keeping with the rate of instrumen-
tal deliveries in nulliparas SPMHS patients (18%) being lower than
both the hospital-wide (33.6%) and national (28.7%) rates.

Also, a history of obstetric difficulties can increase anxiety in
current pregnancies (Melender, 2002; Couto et al. 2009;
Blackmore et al. 2011; Gong et al. 2013; Chen et al. 2016;
Shapiro et al. 2017; Alqahtani et al. 2018), and so the obstetric his-
tory that predisposes patients to Cesarian section may also make it
more likely that they attend the SPMHS.

Table 1. Demographic data

Variable n (%)

Relationship status

Married or cohabiting 80 (80)

Single, divorced or separated 16 (16)

Data not available 4 (4)

Education level

Secondary school pre-Leaving Certificate 5 (5)

Leaving Certificate completed 10 (10)

Degree/Masters/PhD 28 (28)

Other 3rd level/trades/apprenticeships 23 (23)

Current student 2 (2)

Data not available 32 (32)

Employment

Employee 55 (55)

Self-employed 4 (4)

Unemployed 19 (19)

Current student 2 (2)

Disability allowance or Sick Leave 3 (3)

Data not available 17 (17)

Number of previous pregnancies

0 34 (34)

1 32 (32)

2 13

3 10

4 9

>4 2

Pregnancy

Planned 79 (79)

Unplanned 21 (21)

Previous perinatal mental health diagnosis

Yes 23 (23)

No 77 (77)

Any previous psychiatry engagement

Yes 32 (32)

No 68 (68)

Alcohol or drug misuse

Previous history 9 (9)

Actively misusing 3 (3)

No history 88 (88)
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Limitations

The lack of a control group in this study and the small sample size
are significant limitations. Future studies could compare groups
with anxiety to cohorts with other mental illnesses or to individuals
not attending an SPMHS.

It should be noted, too, that when comparing outcomes for
these patients with hospital-wide and national data, the authors
were forced to use data from overlapping, but not completely align-
ing time periods. However, we proceeded with the comparison as it
provided an important and relevant comparison.

Conclusions

This study highlights how varied the presentation of anxiety is in
the perinatal period and the largely positive prognosis. A signifi-
cant proportion of patients with anxiety attending the SPMHS
had primarily Pregnancy-related anxiety. The SPMHS provides
a wide range of interventions to patients with anxiety. The
Mental Health Midwife was involved with more of these patients
than any other specialty. The low rate of inpatient mental health
admissions in this group is in keeping with national figures.
This reinforces that the bulk of perinatal mental health can be
handled in the community, but also may reflect the lack of an
MBU in Ireland.
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