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CHAPTER 11
Deaths from psychiatric causes

For this Report, the concept of psychiatric death has been broadened to include not only
deaths from suicide but also includes deaths from substance misuse, physical illness,
accidents and other misfortunes which, in the opinion of the assessors, would not have
occurred in the absence of a psychiatric disorder. However, as the characteristics of the
deaths and lessons to be learned from these different groups of women are dissimilar,
the Editorial Board took the decision to split this chapter into two parts:

11A, which relates to lessons to be drawn from maternal deaths from suicide and
other psychiatric causes; and the second, new section,

11B, on lessons to be learned from deaths associated with drug and/or alcohol
misuse.

This distinction has also been made because the problems and needs of women with
substance misuse were distinctively different to those of women with psychiatric illness
and because neither group was best served by including them under one generic title,
‘Psychiatric disorder’.

For statistical purposes, the actual numbers of deaths from all psychiatric causes will
continue to be counted under one overall category for psychiatric causes of death.

Although a psychiatrist has been a member of the Enquiry Board and a central assessor
for the last three triennia, CEMACH will be introducing a network of Regional Psychiatric
Assessors for 2003-2005, to reflect the importance of the lessons to be learned from
these deaths.
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CHAPTER 11A
Deaths from suicide and other psychiatric causes

MARGARET OATES on behalf of the Editorial Board

Guidelines for the management of women who are atrisk of a relapse or recurrence
of a serious mental illness following delivery should be in place in every Trust
providing maternity services.

A specialist perinatal mental health team with the knowledge, skills and experi-
ence to provide care for women at risk of or suffering from serious postpartum
mental illness should be available to every woman.

Women who require psychiatric admission following childbirth should be ad-
mitted to a specialist mother and baby unit, together with their infant. In areas
where this service is not available then admission to the nearest unit should take
place.

Sufficient regional psychiatric mother-and-baby units should be developed to meet
the needs of the population.

Systematic enquiries about previous psychiatric history, its severity, care received
and clinical presentation should be routinely made at the antenatal booking visit.

General practitioners should ensure that all relevant information concerning a
woman’s current or previous psychiatric history is included in referral letters to
the booking clinic.

The term ‘postnatal depression” or ‘PND’ should not be used as a generic term for
all types of psychiatric disorder. Details of previous illness should be sought and
recorded in line with the recommendations above.

Women who have a past history of serious psychiatric disorder, postpartum or
non-postpartum, should be assessed by a psychiatrist in the antenatal period. A
management plan regarding the high risk of recurrence following delivery should
be agreed with the woman, her maternity team and GP and placed in her handheld
records.

Women who have suffered from serious mental illness either following childbirth
or at others times should be counselled about the possible recurrence of that illness
following further pregnancies.
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The Royal Colleges of Psychiatry, Obstetrics and Gynaecology, General Practice
and Midwives should ensure that perinatal psychiatry is included in their curricula
and requirements for continuing professional development.

Local training must be put into place before routine screening for serious mental
illness is implemented.

Obstetricians and midwives should be aware of the laws and issues that relate to
child protection and when and to whom to refer if concerned.

Psychiatric disorder associated with childbirth is common, both new episodes specif-
ically related to childbirth and recurrences of pre-existing conditions. Ten percent of
new mothers are likely to develop a depressive illness,! of whom between one-third
and one-half will be suffering from a severe depressive illness.>? Two percent of deliv-
ered women will see a psychiatrist during the first year after delivery. Four per thousand
will be admitted to a psychiatric hospital, of which two per thousand will suffer from a
puerperal psychosis.

The majority of women who develop postnatal mental health problems will suffer from
mild depressive illnesses, often with accompanying anxiety. Such illnesses are equally
prevalent in pregnancy. However, there is little evidence that mild depression is any
more common during pregnancy or the postpartum period than at other times.!

In contrast, the risk of developing a severe mental illness, either a severe depressive
illness or a puerperal psychosis, is substantially elevated, particularly in the first 3 months
postpartum. The relative risk of suffering from a severe depressive illness following
childbirth is 5, of seeing a psychiatrist 7 and of being admitted with a psychosis in the
first three months following childbirth 324. The relative risk of suffering from a new
onset serious psychiatric disorder in pregnancy is lower than at other times.* However,
it should not be forgotten that the prevalence of all psychiatric disorders including
substance misuse, schizophrenia and obsessional compulsive disorders is the same at
conception as in the nonpregnant female population.

While psychosocial factors are undoubtedly in the ascendancy as etiological factors in
the mild to moderate postnatal depressive illnesses,* it has been thought that biological
factors (genetic and neuroendocrine) are the most important etiological factors in the
severe postpartum onset conditions. It is known that a family history of bipolar disorder
increases the risk of a woman developing such an illness after childbirth.” Women
who have had a previous episode of non-postpartum serious mental illness are at an
increased risk of developing a postpartum-onset illness, a risk estimated at between 1 in 2
and 1 in 36 and women who have had a previous manic episode either postpartum or
non-postpartum are at particularly elevated risk of recurrence following childbirth, a
risk estimated at 1 in 2.° The last Report’ revealed that one-half of the women who died
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from suicide had a previous history of serious mental illness, one-quarter related to their
last childbirth.

The serious mental illnesses following childbirth tend to have an early and rapid onset,
with the illness often developing very quickly over a period of 24—-48 hours. Fifty percent
of these illnesses have presented by day 7 and 90% by 3 months postpartum.* This,
together with the distinctive symptoms® and the special needs of women and their
infants at this time has led to national and international acceptance of the need for
special services for perinatal psychiatric disorder.? It is also generally recommended in
the United Kingdom that, if such women require admission to hospital, they should be
admitted together with their infant to a specialised mother-and-baby unit. The finding of
the last Report that none of the women who died as a consequence of severe postnatal
mental illness had been admitted to a mother-and-baby unit underpins the importance
of this Health Service strategy.

Despite the frequency of maternal psychiatric disorder in general and the increased
risk of serious postnatal psychiatric disorder in particular, suicide is a rare event during
pregnancy and the postpartum period. Until recently it had been thought that pregnancy
and the postpartum period exerted ‘a protective effect’ on suicide and that the maternal
suicide rate was lower than would be expected.'®"" The last Report found that overall
maternal suicide was more common than previously thought and was in fact the leading
cause of maternal death. Four times as many suicides occurred following delivery than
in pregnancy itself.

As shown in Chapter 20, the rate of suicides in women who have given birth up to
1 year after delivery is less than that for the nonpregnant population of the same age.
This ‘protective effect of pregnancy’ is even more striking among pregnant women, who
have the lowest suicide rate of all.

Of great importance to the findings of this Enquiry is the risk of recurrence posed by
childbirth to women who have a past history of severe mental illness, postpartum or at
other times. The recommendations made in the last two Reports that women should be
asked in the antenatal clinic about a previous history of psychiatric illness is strengthened
in this Report, which once again emphasises not only the identification of risk but also
its psychiatric management.

Over the last 50 years, suicides have been reported to the Confidential Enquiries into
Maternal Deaths. However, it is only in the last three Enquiries covering the triennia
1993-96, 1997-99 and this current Enquiry for 2000-02 that they have been separately
analysed and described. The concept of psychiatric death has been broadened to include
not only suicide but also deaths from substance misuse, physical illness, accidents
and other misfortunes which would not have occurred in the absence of a psychiatric
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disorder. It is also only in the last three triennia that a psychiatrist has been a member
of the Enquiry and a central assessor.

Suicide research over the last 40 years has consistently shown that suicide rates based
on coroners’ verdicts alone are underestimated. The record-linkage study by the Office
for National Statistics (ONS) conducted at the end of the last Report and repeated for
this, clearly demonstrated that around half of all maternal suicides had not been re-
ported to this Enquiry. This is because these women died once they had lost contact
with maternal health services, whose professionals are well used to reporting all cases
of maternal death of which they are aware. To date, psychiatrists, community mental
health nurses, general practitioners and others have not been sufficiently aware of the
need to report such cases, and some women will have died out of contact with any ser-
vices at all. Such under-reporting is likely always to have been true, making it difficult
to compare the rates of suicide in the current Enquiries (and other psychiatric causes of
deaths) with those over the last 50 years. Maternal suicide and postnatal mental illness
have not been seen in the past as the direct consequence of the effects of childbirth.
While the reporting of early suicide may be improving, those occurring after 42 days,
particularly later in the postpartum year, are still under reported. Advice to patholo-
gists, coroners and regional assessors will hopefully improve this situation in future
Enquiries.

Chapter 11 in the previous Report described 42 psychiatric deaths; 68% of those deaths
were due to suicide, which was the leading cause of Indirect death and the second
leading cause of maternal death overall. However, when the additional cases discovered
by the ONS linkage study were added, suicide emerged as the leading cause of maternal
death. Other important findings to emerge from the 1997-99 Report were that the great
majority of women who committed suicide died violently, very few dying from an
overdose of prescribed medication. This, together with the fact that the majority of
suicides were over 30 years of age and from comfortable social circumstances, suggested
that the profile of women at risk of suicide at this time might be different to that of other
women and men. A further important finding was that half of the suicides had a previous
psychiatric history. Had their risk of recurrence been recognised and managed then the
outcome might have been different. These findings informed the recommendations of
the previous Report and included the recommendations that all women should be asked
about a previous history of serious mental illness at booking and that management plans
should be put in place for those women at high risk of recurrence following delivery.
These and other recommendations have now been widely implemented in maternity
Trusts throughout the United Kingdom'? and have been incorporated into the NICE
guidelines for antenatal care,' the Scottish National Maternity Framework (National
Service Framework),'* the Women’s Mental Health Strategy,'> and the Children and
Maternity National Service Framework for England.'®

An important cause of maternal death revealed in the last Report was overdosing of
illicit drugs, mainly heroin. Those women suffering from substance misuse who com-
mitted suicide by other methods were counted as suicides. However, for most of the
‘accidental” overdoses it is difficult to know whether the overdose was intentional. It
was clear from the last Report that many of these women had difficulties engaging
with Substance Misuse Services and that few of those services were well integrated
with maternity care. In this Report, the deaths from substance misuse that occurred in
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pregnancy and in the first 42 days following delivery are counted in this chapter. All the
deaths from substance misuse including the Late deaths are described in further detail in
Chapter 11B.

As in the previous Report, the number of cases of suicide and other deaths associated
with psychiatric causes were under-reported to the Enquiry. By using the numbers of
cases of suicide actually reported to the Enquiry it appears to be the second leading
cause of maternal death after cardiac disease. However, as shown in Figure 11.1, the
ONS record linkage study, described more fully in Chapter 1, has identified additional
deaths in England and Wales not reported to the Enquiry shows that suicide was in
fact the leading cause of Indirect or Late Indirect maternal death over the whole year
following delivery. Figure 1TA.1 shows the number of deaths due to drugs and substance
misuse, violence, accidents and misadventure that were also unreported. It is likely that
a number of these also include cases of suicide.

As in the last Report, the majority of women who committed suicide after childbirth
but within 1 year after delivery were not known to the Enquiry. This is mainly because
they were out of contact with the maternity services by the time they died and their
deaths were not coded as due to maternal causes on the death certificate. The ONS
record linkage study identified around 50 women in England and Wales who were
known to have died of suicide or whose deaths were recorded under an open ver-
dict. Only 18 suicides were known to the Enquiry, including cases from Scotland and

[ Cases known to CEMACH, up to 42 days

[0 New cases from linkage, up to 42 days
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Figure 11A.1 Number of maternal deaths idenitifdied by ONS record linkage from psychiatric, accidental,
violent of unascertained causes; England and Wales 2000-02

















































































