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Perinatal mental health service development across the UK – many
achievements, growing challenges
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Abstract

Perinatal mental health service development had early beginnings in the UK, and there has been rapid expansion over the past decade. As
individual nations address need in their own jurisdictions, differences in service models and priorities have emerged. Innovative opportunities
for addressing maternal and infant mental health needs must be balanced against the demands brought about by societal change and the
COVID-19 pandemic. With such significant change, there is a unique opportunity for services and service planners to share good practice
and learn from others’ successes and challenges.
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In 2014, the Royal College of Psychiatrists’ Centre for Quality
Improvement (CCQI) launched the community arm of its
Perinatal Quality Network with the purpose of setting common
standards and an accreditation process for specialist services
throughout the UK. There were eight founder services. That num-
ber now stands at 55 and rising. This huge expansion in specialist
provision hides a growing divergence in how services are organised
across the four devolved national health services of the UK. Such
divergence risks losing the core ethos of what makes a good peri-
natal mental health service but also opens possibilities for new
innovations in care.

The UK has a long history of perinatal mental health service
provision. In 1988, Oates described the provision of ‘an integrated
community-orientated service for severe postnatal mental illness’,
introducing the principle of comprehensive services across the
inpatient and community spectrum (Oates 1988). That model
gradually spread throughout England and, more recently,
Scotland, Wales and Northern Ireland, largely driven by clinicians
with a desire to see better care. However, two specific factors
brought about a step change in the pace of development. These
were first, lessons on maternal suicide from the Confidential
Enquiries into Maternal Deaths and second, the voices of women
with lived experience, heard directly or through campaigning
organisations.

Drivers for service development

The UK Confidential Enquiries into Maternal Deaths (CEMD)
have reported on all deaths in relation to childbearing since the

1950s. From the early 1990s, deaths due to psychiatric causes
have been examined in detail. The Enquiries’ methodology
focuses on individual case reviews and makes recommendations
to improve patient care and service provision (Oates
2003). More recently, Ireland has become a partner in the
Enquiries.

In 2001, CEMD recommended that all women should have
access to a specialist perinatal mental health team (Oates
2001). By 2015, that was refined to suggest that teams should
have the capacity to case manage women with significant peri-
natal mental illness (Cantwell et al. 2015). But it is often the
clinical care lessons from the Enquiries that have been the pri-
mary driver of change, including the recognition that existing
general services were not easily adapted to provide care that
included preventative interventions for women at high risk
and close working relationships with maternity, health visiting
and child welfare professionals. The Enquiries’ lessons have
been widely disseminated and helped to create an expectation
of service provision across the UK.

There has always been a vocal, well-informed lived experience
voice within the perinatal ‘family’, contributing to service develop-
ment. In 2011, the establishment of the Maternal Mental Health
Alliance (MMHA) brought a range of third sector, professional
and service-user organisations together to campaign for service
improvement across the UK. MMHA embarked on a number of
campaigns to highlight women’s voices about their care experience
and to bring the ‘postcode lottery’ of service provision to the atten-
tion of health service providers and the public.

Both of these developments led to a recognition of the need for
investment in service development at governmental level. In 2016,
the UK government announced a programme of investment in
perinatal mental health services over the subsequent five years
in England. Similar financial commitments were made by the
devolved administrations in Wales (2016), Scotland (2019) and
Northern Ireland (2021).
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Agreed service models

An established model for inpatient and community perinatal men-
tal health services was described in the Royal College of
Psychiatrists’ 2015 report on the provision of services for child-
bearing women, updated in 2021 (RCPsych 2021). Many of its rec-
ommendations echo the accreditation standards of the CCQI
Perinatal Quality Network, thus ensuring a high degree of consis-
tency of service design, reflected in what was recommended in
individual nations’ documents guiding service development. In
addition, three of the four nations now have MBU facilities and
discussions are underway in Northern Ireland about how best to
deliver inpatient care.

As each nation’s services evolve, differing emphasis has led to
subtle alterations in the model of care. England has proposed the
expansion of community specialist provision for up to two years
after delivery, the provision of four new MBUs in areas previously
sparsely covered, the development of maternity psychology ser-
vices and improved access to help for fathers (NHSE 2019). In
Scotland, different models of community provision have been
recommended to take into account rural and low birth number
populations, the need to increase inpatient provision, the develop-
ment of maternity psychological therapies services and the integra-
tion of parent–infant provision and peer support workers within
specialist services (PMHN Scotland 2019). Wales has prioritised
the expansion of community services and has developed a new
mother and baby unit (National Assembly for Wales 2017).

In Northern Ireland, a review was conducted by the RQIA in
2017, which involved visits to each health and social care (HSC)
trust. It recommended adaptations to general adult wards, to allow
for children visiting, in the absence of dedicated MBU facilities, the
development of a model of specialist community provision in each
HSC trust and exploration of the need for MBU provision. More
recently, there has been specific investment in community services
with multidisciplinary teams recommended to include psychiatry,
clinical psychology, mental health nursing, nursery nursing, occu-
pational therapy, social work, specialist midwifery, specialist health
visiting, special interest obstetrician, parent–infant therapy and
peer support.

Innovations in service design and delivery

Peer support workers

Alongside the movement for true co-production between
professionals and patients, there has been a steady expansion of
peer support, provided by people with lived experience, within spe-
cialist inpatient and community settings. Peer support workers are
now recommended as core members of MBU and community
teams and are included in CCQI standards, and guidance provided
about core roles (McPin Foundation 2019; PMHN Scotland 2020).
There is no single model of peer support provision and approaches
may include direct employment by the NHS clinical service or con-
tractual arrangements with third sector organisations, but it is
important that peer support workers are appropriately remuner-
ated for their expertise. Challenges remain to ensure that peer
workers have adequate support and supervision in a mental health
setting, that they are truly seen as equal members of the team and
that their own mental health needs are respected.

Parent–infant therapists

While the importance of sustaining the mother–infant relationship
and promoting infant development has long been recognised as a

core function of perinatal mental health services, in practice, much
of specialist team training and function has focussed on the man-
agement of maternal mental disorder. The development of a small
number of exemplar services, coupled with the wider recognition
of the importance of the early years’ environment, led to a re-evalu-
ation of the need for greater inclusion of parent–infant interven-
tions in specialist services. England, Northern Ireland and
Scotland now include parent–infant therapists as recommended
core members of MBU and community teams.

Maternity psychological services

Providing liaison to maternity units has always been a core func-
tion of specialist services, but it has tended to focus onwomenwith,
or at risk of, the range of disorders typically presenting to secon-
dary care mental health services. There has been a gap in provision
for women experiencing more common mental health difficulties
in a maternity setting. These would include those with birth
trauma, pregnancy or neonatal loss and parents adjusting to sig-
nificant obstetric or neonatal complications.

In response to this need, Scotland recommended the develop-
ment of Maternity and Neonatal Psychological Interventions
(MNPI) Services, based in larger maternity units, staffed by psy-
chologists and perinatal mental health midwives (PMHN
Scotland 2019). A similar initiative in England, termed Maternal
Mental Health Services, is in the process of piloting models of care
(NHSE 2019).

Continuity up to 2 years

NHS England’s Long Term Plan has proposed that community
perinatal mental health services should extend their remit to the
end of the second postnatal year (NHSE 2019). It remains unclear
at present whether this change in criteria would be for all new refer-
rals to services or only for those already in the care of or previously
known to the specialist team.

Challenges for service delivery

Remote and rural provision

There is a particular challenge for areas with low or very dispersed
birth population numbers in ensuring they have access to specialist
care. In dispersed populations, travelling time can be a significant
barrier to face to face contact. The pandemic has provided an unex-
pected response in the rapid adoption of digital technologies.
While useful, there can be problems in making thorough clinical
assessments online, particularly in a perinatal setting. Guidance
has been developed around these particular challenges (TEC
Scotland 2020).

For very low birth, remote and rural areas, guidance has been
provided in the recent Royal College of Psychiatrists’ report on ser-
vice provision (RCPsych 2021) which suggested that service mod-
els should include enhanced skills for mental health professionals
in generic teams accompanied by regional links to specialist peri-
natal mental health teams who can provide additional supervision
and support in clinical decision making. Remote, rural and island
populations have also been addressed in the model of service pro-
vision underway in Scotland (PMHN Scotland 2019). Three mod-
els of community specialist team are described – stand-alone for
large population areas, dispersed (a small core team with additional
dispersed staff, with dedication time, embedded in existing com-
munity mental health teams) for low population areas and regional
(additional training for generic staff with links specialist teams in
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larger centres) for very low birth and island areas. Implementation
is ongoing with evaluation built into the national programme.

Widening existing access in relation to sex and gender

Families may be constituted in many different ways. Services are
increasingly likely to be challenged to provide a clinical response
to parents and their infants who have not been included in mother
and baby care previously. These include not only fathers who are
the sole primary carer of their infant or who are in same sex rela-
tionships, and who develop significant mental illness, but also
transsexual men who are pregnant or postnatal.

Widening access in this regard increases demand on services
and, for MBUs in particular, challenges the traditional model of
delivering care. It also requires reflection on our use of inclusive
language to describe the services we provide.

Services for substance misuse

The needs of pregnant and postnatal women with substance mis-
use, and their infants, have often been overlooked in the develop-
ment of perinatal mental health provision. Women with substance
misuse are at greater risk of suicide and deaths by accidental over-
dose in the perinatal period, and vulnerability increases in the con-
text of child protection proceedings (Oates & Cantwell 2011).
Their infants are more likely to be removed into care and, for alco-
hol misuse in particular, to experience developmental difficulties.
Yet, there is no one accepted model of care to address need and
limited models of preventative interventions.

While traditional perinatal mental health care might not be
adaptable to this group, we have a clear duty to assist in the devel-
opment of suitable care. There are some signs that this conversa-
tion has begun.

Maintaining existing access

With rapid expansion comes the risk that the core roles of perinatal
mental health services are lost. In the face of increasing demand,
there may be a tendency to narrow the definition of perinatal men-
tal illness to those conditions that show a clear association with
pregnancy or the postnatal state (e.g., postpartum psychosis, newly
arising depressive disorders). This fundamentally misunderstands
the critical role of specialist services in assessment and treatment
given the modifying effects of pregnancy and parenting on the
course of pre-existing mental illness, the need for a distinctive
response in terms of liaison with maternity, primary care and child
welfare colleagues, pharmacological management in pregnancy
and breastfeeding and the need for interventions tailored at
addressing the parent–infant relationship and infant development.

As the landscape of other services alters, there is also a need for
close liaison between teams whomay have joint care of women and
their infants at this time, such as early intervention in psychosis
services, home treatment teams and mental health assessment
centres. Perinatal mental health services need to make the case
for continued involvement, in many circumstances as the lead care
coordinating service.

COVID-19

The COVID-19 pandemic has increased the demand for mental
health care, and the perinatal period is a time of particular vulner-
ability (Papworth et al. 2021). Women have been isolated from the
family and social supports usually expected during pregnancy and

early parenting. Infants have had less opportunity to engage with
extended family and peers. Maternity and mental health care have
been altered, with reduced face to face contact and almost complete
cessation of group interventions.

Paradoxically, the increased use of telemedicine has improved
access for some women and families but comes at a price of
restricting ability to make comprehensive assessments of women
at high risk or in vulnerable social circumstances. Guidance is
available to help services recognise and overcome these limitations
in clinical encounters (TEC Scotland 2020). As we come out of the
acute phase of the pandemic, we need to not only hold on to the
changes in ways of working that have benefitted our patients but
also recognise that demand, and the pattern of that demand may
remain altered from what we had encountered before. Services
should be responsive to change, but must prioritise clinical need
rather than, from an often very vulnerable position, patients are
forced to adapt to our unchallenged models of care.
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