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How to read this document

This document has two parts: Part | outlines the process of developing the WA Department of
Health Perinatal and Infant Mental Health Model of Care, including the context, evidence base,
rationale, and scope of the field of practice; Part Il outlines and details strategies which will
support the implementation of the Recommendations. It also provides a comprehensive Service
Guide which will assist with the planning of services and workforce training for mental health
work with parents and children at different stages of the journey from before pregnancy to the

child’s fourth birthday.
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Executive summary and recommendations

The aim of the Perinatal and Infant Mental Health Model of Care (the Model) is to provide a
comprehensive approach to optimise perinatal and infant/child mental health services for all
Western Australians. The Model describes evidence-based best practice and service delivery
across the perinatal and infant/child continuum of care. It addresses promotion and prevention
through to intervention and treatment for the pre-pregnancy, pregnancy, birth, postnatal, infant
and early childhood periods. It aims to ensure that services consider each member of the family
unit, and are respectful of the parent’s/caregiver’s own knowledge of their babies and children.

Across the Model there is a focus on integration across government, non-government and
private sector service providers, and an emphasis on the importance of continuity of care, and
equitable access to services. The Model supports a multidisciplinary approach with collaborative
decision-making and respectful relationships between consumers and health professionals.

Perinatal and infant mental health is a broad specialist area and as such, it is anticipated the
Model’s guiding principles will provide a framework for further development of more specific
models and pathways of recognised need and care.

The Model in itself is not intended to address funding solutions, however it is a foundational
document to support health services and agencies build future business cases to attract
funding.

The recommendations of the Model identify the key priorities to improve access to services
across the continuum of care. The Model recognises the diversity of the population in WA and
the need to be respectful of culture and ensure that services are flexible and responsive to the
unique needs of individuals, families and communities.

The Model identifies seven recommendations for implementation, with further detail on the
recommendations provided under the heading ‘Model of Care’, later in this document.

Recommendation 1: Consideration of the whole family

Ensure that the mental health needs of parents and their infants and young children are
considered simultaneously, and collaboratively, at all levels of service delivery.

Recommendation 2: Meeting the needs of vulnerable groups

Specifically recognise the needs of vulnerable groups in service planning and provision of
perinatal and infant/child mental health services.

Recommendation 3: Health promotion, iliness prevention and early intervention

Develop a comprehensive approach to perinatal and infant/child mental health promotion,
illness prevention, detection, and early intervention.

Recommendation 4: Treatment and management

Treatment and management for perinatal and infant/child mental health problems to be based
on best practice principles: including clear referral pathways, stepped care, and ongoing access
to support services.



Recommendation 5: Planning, integration and coordination of services

Perinatal and infant/child services work together to establish referral, care and treatment
pathways across agencies and the continuum of care to ensure a family’s experience of
services is seamless, equitable and inclusive.

Recommendation 6: Supporting the workforce

Consolidate perinatal and infant/child mental health service provision through the development
of a dedicated and competent workforce.

Recommendation 7: Supporting research and the development of a local evidence base

To aid the expansion of the local evidence base, encourage and support research as an integral
part of clinical programs and service development.

Figure 1: Perinatal and Infant Mental Health Conceptual Model
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Part I: Background to the Model of Care

1. Introduction

Throughout the 1990s, Western Australian (WA) initiatives led the way in increasing
understanding of the role of mental health in the perinatal period. The Childbirth Stress and
Depression project conducted at King Edward Memorial Hospital (KEMH) in 1995 revealed the
prevalence of mental health problems in the postnatal period. As a result, screening for
postnatal depression by child health nurses and general practitioners (GPs) commenced in the
latter half of the 1990s; and KEMH became the first maternity unit in Australia to screen women
during pregnancy.

At the same time epidemiological research identified that a growing number of young children in
WA have clinically significant mental health problems. In 1995 a West Australian study identified
that one in four children aged 4-17 years had significant mental health concerns.® In line with
international research significant epidemiological studies identified that precursors to mental
health islsléles in children and young people were evident in the antenatal and postnatal
periods.™

In response to increasing key stakeholder concerns, the State Perinatal Mental Health
Reference Group (SPMHRG) was established in 2003, and included representatives from
twenty five government, non-government, and private agencies, and interested health
professionals. As part of the State Mental Health Strategy 2003 — 2007, the SPMHRG provided
advice and guidance to the then newly established WA Perinatal Mental Health Unit (now
known as Women’s Health Clinical Support Programs - WHCSP) in relation to service
expansion projects, research and evaluation, health promotion, and education and training
initiatives across the State. Also in 2003, St John of God Healthcare (SJGHC) established and
subsequently expanded a perinatal and infant mental health service, currently known as
Raphael Services.

The list of organisations represented in the SPMHRG, are listed in Appendix 9.2.

2. Methodology

In August 2010, a SPMHRG strategic planning workshop identified the need for the
development of a perinatal and infant/child mental health model of care to address the needs of
Western Australian families into the future. The endorsed Perinatal and Infant Mental Health
Strategic Framework 20122 provided the foundation for development of the Model, supported by
a partnership between the WA Department of Health Women’s and Newborns Health Network
and the WHCSP as part of Women’s Health Clinical Care Unit at the Women and Newborn
Health Service.

In March 2012, under the leadership of Associate Professor Jonathan Rampono and Associate
Professor Caroline Zanetti, health professionals and SPMHRG members were invited to
participate in the core working group to develop the Model. A further invitation for expressions of
interest for participation in the working group was issued in June 2012, resulting in an expanded
membership.

A stakeholder consultation workshop was held in July 2012 with over 100 participants from a
range of health, social services, consumer advocacy and special interest groups. At the
workshop, information was collected in relation to current service provision and future


http://kemh.health.wa.gov.au/health_professionals/WHCSP/docs/PIMH_Strategic_Framework_2012.pdf
http://kemh.health.wa.gov.au/health_professionals/WHCSP/docs/PIMH_Strategic_Framework_2012.pdf

requirements. This information was used to inform the development of the Model. A similar
workshop with key rural stakeholders was held via videoconference.

Following the workshops four sub groups were convened to develop the proposed Model for
pre-pregnancy, pregnancy, birth, postnatal, infancy (0-2 years) and early childhood (2-4 years)
periods across the continuum of care including screening, early detection, early intervention,
treatment and management.

Further to this, two broad consultations were undertaken to ensure all key stakeholders and
interest groups had an opportunity to provide feedback prior to finalisation of the Model.

3. Scope and rationale

The following section provides the background and foundation on which the Model is built.

3.1. Definitions

For the purpose of this section key definitions are addressed. Further definitions can be found in
Appendix 9.3.

Perinatal mental health refers to the emotional and psychological health and wellbeing of a
parent during the period from conception to 12 months after a baby is born.

Infant mental health refers to “the capacity of children to experience, regulate, and express
emotions, form close and secure interpersonal relationships, and explore the environment and
to learn”.* This document refers to children aged from birth to four years, and will use the term

‘infant/child’ to emphasise the inclusion of babies and young children.

While these terms are able to be defined separately, perinatal and infant/child mental health are
interdependent. In addressing both perinatal and infant/child mental health, this Model seeks to
include understanding and integration of both fields. Consideration of the infant/child’s
capacities and what he/she brings to the relationship is coupled with understanding of parental
mental health and how it influences and contributes to the infant/child’s current and future
development and emotional well-being.

Perinatal mental health disorders refer to a range of mental health problems including
anxiety, depression and postnatal psychotic disorders, occurring during pregnancy and in the
first year after birth. While these mostly occur in mothers, fathers may also experience mental
health disorders during the perinatal period.

Perinatal and infant/child mental health service provision spans primary, secondary and
tertiary levels of service, and across diverse areas of service provision, encompassing: all
services for children aged 0-4years; maternity, child health and development services; mental
health services (both adult, child and adolescent); child protection and family support services;
public health; early years education and care; and early parenting services.

3.2. Focus of Concern

3.2.1. Mothers and mothers to be

The birth of a baby is a significant and life changing event for women and their families. It
signifies a time of great change, emotional upheaval and adjustment within a woman’s life. It
can create conditions of risk and heightened vulnerability, yet can also stimulate the
development of new ways of coping and greater levels of adaptation. For many women feelings



of stress and worry will resolve with time; however for some, pregnancy and parenthood will
trigger or worsen mental health problems, and there is considerable evidence that this has
serious implications for both individual sufferers, and the social fabric.

Mental iliness is predicted to be a greater burden of disease for women living in WA by 2016
than cancer.” ® During the perinatal period, onset and re-occurrence of mental illness is higher
than at any other time for women.” In addition, depression, anxiety disorders, suicide and self-
harm are the leading causes of morbidity for women during the childbearing years.> A 2012
report commissioned by beyondblue revealed untreated depression and anxiety associated with
the births of children, could cost Australia almost $500 million by the time those children reach
two years of age.?

It has been estimated that at least one in ten
pregnant women in Australia suffers from
depression and/or anxiety.® Severe and prolonged
maternal pregnancy stress has been associated
with higher rates of emotional and cognitive
problems in children.*?°

In addition, women with chronic or severe mental
illness are at increased risk of pregnancy and birth
complications such as threatened preterm labour,
pre-eclampsia, gestational diabetes and fetal
distress.'¢2?°

S -

It is now well established that postnatal depression (PND) can progress to a chronic mood
disorder or recur following subsequent pregnancies.*?* More recent research has reported that
almost 40% of women with a major depressive episode also have a co-morbid anxiety
disorder,?® and the prevalence of depressive symptoms in women 4 years postpartum may be
higher than at any time point in the first 12 months postpartum.

Mental illnesses other than depression and anxiety also occur in the postpartum period but are
less common. Bipolar disorder affects between 1 and 3 women in every 100 and puerperal
psychosis affects 1 or 2 in every 1000 birthing women.® The most common diagnoses for
postpartum women admitted to the Mother and Baby Unit at KEMH, are depressive and anxiety
disorders (31% and 21% respectively); however, bipolar affective disorder is the third most
prevalent diagnosis (16.4%) (unpublished data). Despite their low prevalence, severe mental
illnesses present a high risk for mothers, their babies and other children, thereby requiring a
substantial investment of specialised services. Patients with bipolar disorder may present with
psychotic symptoms, adding significant additional risk to maternal and infant/child outcomes.

Research has established that perinatal mental health conditions may involve significant and
complicated outcomes for entire families, including increases in marital disharmony or
divorce,?®! and interruptions to the development of secure and mutually satisfying mother-
infant attachment.3#3°

At the most severe end of the spectrum, it is important to acknowledge that maternal suicide
and filicide does occur® but is a relatively rare situation. Studies in Australia,** New Zealand
and the United Kingdom* identify mental illness as a leading cause of maternal death during
the postnatal period. In a Queensland report, suicide was listed as one of the most prominent
causes of maternal death in the period from 6 weeks to 12 months postpartum.*?

10


https://www.beyondblue.org.au/
http://www.kemh.health.wa.gov.au/services/mbu/index.htm

Monitoring the mental health of women antenatally and postnatally, through formal screening
protocols is fundamental to prevention and early intervention. Due to the multiple factors that
can impact on a mother’s emotional well-being during the perinatal period a range of services is
required to prevent and treat perinatal mental health disorders and mitigate the impact on the
infant/child, father and family system. These services need to be well-integrated to ensure
better access and effectiveness.

3.2.2. Fathers and fathers to be

The role of the father is pivotal as mothers are more likely to seek and receive support from
their partners than any other individual.** However, men are also more likely to be engaged with
services during the transition to parenthood than at other stages of life.*

When a new mother is distressed there is a
reasonable likelihood that the father may also be
suffering; in up to 50% of couples where the mother
is depressed, so is the father.* In fact, if either
partner is depressed, the other is also more likely to
be depressed.*®*" Infants and children within the
family may also suffer as a result of one or both
parent’'s compromised mental health. Although
there is limited research investigating the impact of
paternal mental illness on child outcomes, there is
some evidence to suggest that depressed fathers of
infants are at higher risk of demonstrating sub-
optimal parenting.*®

3.2.3. Infants and young children

For infants/young child to grow and thrive, the relationship between the parents/caregivers and
their children is of primary importance. The human baby is one of the most defenceless of all
offspring in the animal world. The role of the parent is intense and long term. In creating a
positive future there must be investment in the most important part of our social capital — our
children. The best way to invest in our children is via support of those who will become parents.
The health of an individual and their families is a function of their individual and collective
characteristics and the external environment in which they live. A focus on a healthy community
is vital to support parents and their relationships with their children.

There are multiple environmental and biological risk factors that can jeopardise the course of
healthy development in early childhood. The psychological and social development of babies
and very young children is highly sensitive to factors within their social environment, particularly
the quality of emotional and physical care they receive. The quality of the attachment
relationship between parents and children is a critical mediator of infant mental health.*® Thus,
assessing infant mental health needs should commence in pregnancy and continue into
childhood. Not all infant-parent relationship difficulties can be identified by the presence of a
maternal mental health disorder, and there is evidence that infant/child and maternal factors
have a reciprocal role in precipitating and perpetuating problems in the parent-infant
relationship.>®

Longitudinal research has shown that negative cognitive, neuropsychological, physiological,
social and emotional effects of disruption to parental attachment persist into childhood and
adolescence.*® *> Moreover, research indicates links from maternal to child depression and
from early-onset to adolescent and adult depression.®* %% °5%8 studies also show that
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interventions early in life can address risk factors more effectively, and reduce symptoms more
easily, to improve outcomes for children and reduce adverse impact on development.

In 2008 the Western Australian Longitudinal (Raine) Study of children from pregnancy to the
age of five, reported that 11.5% of children aged two years had externalising or internalising
behaviour problems. At the age of five years, 20% of the children had clinically significant
behavioural problems. More than 6% of the children had clinically significant mental health
problems at both ages.? In Australia, large scale national and state population studies report
between 11% and 15% of children aged 4 to 13 years and between 14% and 17% of young
people aged 14 to 18 years have mental health problems.? %

Persistent problems in the parent-infant relationship have the potential to interfere with the
mental health of both parent and child, and to have implications for the long term wellbeing of
families and communities across generations.®?

Thus, supporting perinatal, infant and early childhood mental health is a crucial component of
service provision across all sectors that come into contact with young families.

3.2.4. Families

Perinatal mental health disorders and risk factors such as experiences of trauma, substance
misuse and domestic violence impact on every member of the family. Accordingly, effective
care and treatment of mental health issues in the perinatal period needs to address the multiple
risk factors associated with this period and be family-centric, offering a multi-systemic approach
to assessment, intervention and treatment that includes the mother, father, infant/child and
family unit.

A family-centric approach is well aligned with recovery-orientated mental health practice, which
takes a holistic approach to wellbeing that builds on individual strengths and emphasises hope,
social inclusion, community participation, personal goal setting and self-management.®®

3.2.5. Vulnerable groups and communities

Women and families have different experiences, needs and issues in the perinatal period. The
World Health Organisation (2012) considers individual attributes and behaviours; social and
economic circumstances, as well as environmental factors, contribute toward or determine
mental health and wellbeing. Some families, particularly during the perinatal period, are
vulnerable due to the presence of known risk factors which can have immediate and/or lasting
impacts.

As outlined in the_beyondblue clinical guidelines, women from some socio-cultural groups are at
increased risk of developing perinatal mental health disorders including®:

Aboriginal and Torres Strait Islander families®*

Culturally and linguistically diverse families (CaLD)®

Rural and remote families®

Teen parents®’

Women who have resettled in Australia under a refugee program®

In addition, other vulnerable groups in need of recognition and tailored support include, but are
not limited to:

e Parents with a mental illness,®®

substance use

chronic iliness, physical and/or intellectual disability or

12
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e Families experiencing adversity, including social isolation, poverty and other
psychosocial stressors”

o Families with a history of trauma and/or abuse”*

o Families where there is domestic violence’

e Infants or young children with chronic illness or physical and/or intellectual disability,
including vulnerability stemming from preterm birth”®

¢ Infants and young children under the care of Department of Child Protection and Family
Support and their parents and other caregivers’

e Incarcerated parents’

¢ Families who have experienced previous pregnancy or postpartum complications,
including loss and premature birth as well as families who have struggled to conceive

e Families with diversit)7/ of family structure including sole parents, same-sex and
transgender parents,’’ adoptive parents, foster families, grand-families and families in
which one parent regularly works away from home”®

The impact of the vast and varied geography of WA plays a role in increasing the vulnerability of
many families, by affecting access to services, particularly for remote communities. Issues of
stigma in accessing mental health services are often compounded in small isolated
communities.

The broader social determinants of health and spectrum of disadvantage (i.e. relationships,
housing, poverty, low education, lack of support and discrimination) can compound the
vulnerability to perinatal mental health issues.”

Families with complex needs have personal vulnerabilities coupled with multiple stressors in
their current life or past history. They are frequently made more vulnerable by a co-existing
history of trauma, so trauma-informed models of service delivery are important at every point of
contact. As a group they require more intense support and intervention from a number of
services over a longer duration of time to ensure the most optimal outcomes for the family in the
perinatal period.”

In particular, many Aboriginal families and
communities experience poor health outcomes and
higher exposure to multiple risk factors®’. This must be
understood in the context of a long history of racism,
dispossession, marginalisation, poverty and
separation of children from their parents. In
comparison to non-Aboriginal women, Aboriginal
women experience increased rates of family and
domestic violence®, harmful alcohol use,** alcohol
and drug related problems, smoking during
pregnancy®® and poorer maternal and infant health
outcomes.

All of these family groups are an important focus of the
Model. As such, recommendation 2 of the Model
relates specifically to population groups at higher risk
of mental health problems in the perinatal period and
infancy.

13



3.3. Risk and protective factors

There are many psychosocial factors that can protect or alternatively increase a parent’s and
infant's/child’s risk for developing a mental health disorder. A summary table of risk and
protective factors for mothers and their infants is included in Appendix 9.5. Some specific risk
factors are outlined below:

3.3.1. Experience of trauma

During pregnancy and the early perinatal period, unforseen traumatic events may occur,
including unexpected medical procedures, severe pain or threat of death. Such events have an
impact on how a woman experiences the birth and postnatal period and can be associated with
mental health problems, including acute and post-traumatic stress disorders.?* ® Traumatic loss
due to miscarriage, stillbirth and termination of pregnancy or early neonatal death plays a role in
how women experience future pregnancies. Having a preterm infant places parents at higher
risk of developing post-traumatic stress disorder, up to one year after the infant’s birth.%®

Childhood maltreatment or the experience of other trauma prior to parenthood increases the
potential of significant mental health problems for mothers in the perinatal period. Furthermore,
those with a trauma history are more likely to experience future traumatic events.®” For women
with a history of sexual trauma, routine antenatal care procedures, the birthing process and
breastfeeding can trigger post-traumatic stress symptoms which, in turn can create negative
impacts on the mother-infant relationship.’* 8% 88

3.3.2. Drug and alcohol misuse

The negative impacts of substance use on the mother’s physical and emotional well-being and
the health of the fetus, neonate and infant is well documented.®® Drug and alcohol misuse have
the potential to compromise the functioning of the family unit.

For infants and children there is higher risk of developing mental health disturbances if parents
have a long term mental iliness and other related disorders including substance abuse.™

Frequently drug and alcohol misuse may co-occur with mental iliness, family and domestic
violence and experience of trauma and hence there may be exposure of the family to multiple
levels of harm °*. Furthermore, infants and children born to parents who misuse drugs and other
substances have higher risks of developmental disorders, mental health difficulties and
substance use problems themselves.

3.3.3. Family and domestic violence

Domestic violence may occur in the perinatal period and be precipitated by the additional stress
of the pregnancy as well as the anticipated imminent change that the birth of a baby will bring
for the family.?® °2 Pregnancy is a period of heightened risk for women for the onset of domestic
violence within intimate relationships. An Australian study indicated that up to 20% of women
were abused for the first time during pregnancy.®® Women experiencing domestic violence in
pregnancy have a threefold risk of postnatal depression.®*

Exposure to family and domestic violence for infants/children not only poses greater physical
risk, but an increased probability of development delay as well as disruption to the attachment
relationship.®

3.3.4. Parents with personality disorder

Parents with personality disorder constitute a vulnerable group whose needs are not widely
recognised. They may have direct experience with many of the factors mentioned above.
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Personality disorder is often associated with attachment trauma and/or abuse during infancy
and childhood. The experience of pregnancy, childbirth and parenting a baby or young child can
lead to the re-experiencing of emotional pain related to past events that a parent with
personality difficulties may struggle to manage. This can compromise her/his functioning in core
parenting tasks, with the potential to lead to unregulated emotions and behaviours in the infant,
and potential repetition of trauma across generations.*

3.3.5. Parents with eating disorders

Although women with eating disorders have an increased rate of infertility, many do become
pregnant. Women’s concerns with body image can be lessened by the expectation of weight
gain during pregnancy, however for some women, the changes in bodyweight and shape can
be very challenging. Most studies have reported decreased symptomatology of eating disorders
during pregnancy, particularly in non-clinical populations. Onset of eating disorders during
pregnancy is rare, other than binge eating disorder. A significant proportion of women may have
continuing symptoms or relapse postpartum.?” *® This may disrupt maternal adjustment
resulting in an increased risk of postpartum depression, interfere with breastfeeding, have
potential impacts on family feeding patterns® and family functioning as a whole.

4. Screening, early intervention and management of
mental health disorders

Evidence for screening, detection, early intervention, treatment and service provision has been
established in some areas, and remains under development in others. Wherever possible,
information is based on evidence, but where evidence is lacking, it is informed by expert
consensus.

4.1. Screening

Depending on the screening tool utilised, various levels of training and attainment of
competence will be required, in addition to the availability of further assessment and treatment
In response to screening outcomes.

4.1.1. Screening for anxiety and depression in parents

Detection of symptoms of depression or anxiety in the perinatal period enables suitable follow
up, thus improving outcomes for parents. This requires an approach that recognises that
distress may develop into depression and/or anxiety, and symptoms may escalate over the
perinatal period.®

Screening allows for the identification of people who already have mental health problems, and
people with increased risk during the perinatal period. The Edinburgh Postnatal Depression
Scale (EPDS)? is regarded as the gold standard for screening women with perinatal depressive
symptoms, and has been validated for use in pregnancy as well as postnatally.*® *** The EPDS
has been translated into many different languages, but translations in themselves do not
necessarily take cultural issues into account, and thus its acceptability and validity cannot be
assumed for every individual. The Kimberley Mums Mood Scale has recently been validated for
use within the Aboriginal communities in the Kimberley region. Efforts are currently underway
to identify and validate scales that can be used with the Aboriginal population more widely and
includes Aboriginal fathers (Kalyakool Moort — Always Family).
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Identification of risk in early pregnancy allows for appropriate intervention to prevent or minimise
the development of a mental health disorder during this period of increased vulnerability.
Furthermore, appropriate treatment of a diagnosed mental health disorder during pregnancy
offers the opportunity to positively impact on the wellbeing of the father and unborn fetus and
importantly on the developing mother-infant relationship after birth.**?

There is currently no specific screening instrument for anxiety that is recommended for use
during pregnancy, but there are several currently being developed. The subscale of the EPDS
Questions 3, 4, and 5 relating to anxiety symptoms has been used in some settings as an
indicator of significant anxiety. A new screening tool developed in Western Australia, the
Perinatal Anxiety Screening Scale (PASS)'*® has promising psychometric properties; it
successfully identified 68% of pregnant and postpartum women with a diagnosed anxiety
disorder, whereas the EPDS, using the anxiety subscale only,'** detected 36%. The
applicability of this and other screening tools to specific target populations in Australia is being
evaluated on an ongoing basis.

Screening tools have not systematically been developed for fathers, however some studies
have used the EPDS with different cut-offs showing promising results.*®®

4.1.2. Psychosocial screening

Psychosocial screening encompasses the evaluation of both current and longstanding
psychological, and socio-cultural risk factors impacting on women during the perinatal period.*®
There are protocols and tools available (for example, PRAM*®") which involve use of the EPDS
and a psychosocial tool such as the Antenatal Risk Questionnaire (ANRQ) or Postnatal Risk
Questionnaire (PNRQ), or the ALPHA.*®® While the practice of psychosocial screening was
endorsed, no one tool or protocol was recommended in the beyondblue clinical quidelines.’

4.1.3. Parent-infant relationship

Screening for problems in the parent-infant relationship
needs to be undertaken separately and in addition to
parental mental health screening. Parent-infant
relationship problems can have significant adverse long-
term effects on infant development,'®* %° and are
associated with maternal depression® and other mental
health problems

There are few brief screening tools for measuring the
parent-infant relationship. The Mother Object Relations
Scale (MORS-SF) is a 14 item maternal self-report
questionnaire validated for use with infants aged 8 weeks
to 4 years.'° ! Other tools are also available, such as
the Mother-to-Infant Bonding Scale,**? an 8-item scale,
and the Postpartum Bonding Questionnaire (PBQ),*** an
84-item questionnaire with good psychometric properties.

These instruments are freely available, but may need validation with specific Australian
populations. Administration of such instruments does require the clinician to have appropriate
training in the use of the scale, as well as some background knowledge of infant mental health
and experience in talking with parents on the subject of problems within the parent-infant
relationship.
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Observational tools are also available, but these always require training before administration
and scoring, and often require greater resources than are usually available in primary care.

For uses beyond screening, such as for the measurement of pathology or to assist in program
evaluation, other tools are available to provide standardised measurement of interaction, and a
review of these can be found in a review by Carter and colleagues.***

4.1.4. Infant and young child

Screening for infant mental health problems separate to the parent-infant relationship occurs
mainly at the clinical level, in situations where an infant does not demonstrate typical social
responses for his or her age, or has significant feeding, sleeping and settling problems,
including excessive crying. Once again, this level of screening requires training and the
attainment of competence, as well as the availability of further assessment and treatment as
required.

Some validated instruments are available for measuring infant mental health, such as the Ages
& Stages Questionnaire Social & Emotional Scales (ASQ-SE),*** but require purchase of a
license, and training for application.

4.2. Early intervention and management

Prior to any intervention, it is important that a comprehensive mental health assessment is
undertaken.

4.2.1. Preconception

The National Institute for Health and Clinical Excellence (NICE) guidelines 2014°° recommend
that all women during the childbearing years who have current or past mental health difficulties
be given the opportunity to discuss the use of contraception and pregnancy planning, together
with how a mental health problem and its treatment could potentially affect the woman, the fetus
and baby as well as impact on parenting. Information needs to be imparted in a culturally
sensitive manner. %

Preconception counselling is a particular prevention strategy that involves providing health
information to women (and their partners as appropriate), who suffer from specific chronic
conditions, with the intention of promoting optimal health and informed choice around
pregnancy.*'® Preconception counselling has been shown to impact on health behaviours and is
recommended for a number of chronic disorders.*’

Justification for preconception counselling for women with severe mental iliness, particularly
bipolar disorder and schizophrenia, and with a history of postpartum psychosis includes the
following:

e The perinatal period is a time of high risk for women with severe mental disorders with
increased risk of relapse, particularly in women who stop taking maintenance
medications prior to, or during, pregnancy**®

¢ Women with these difficulties have increased risk of pregnancy complications as well as
the potential for congenital abnormalities and adverse neurodevelopmental outcomes for
the baby, independent of any risk associated with psychotropic medication® **°

e There are also longer term concerns with respect to the women’s functioning and
capacity to parent if she remains unwell.

Preconception counselling requires an individualized bio-psychosocial assessment and involves
a detailed discussion, ideally accompanied by written information, with the woman (and her
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partner, family or carer if she agrees) which encompasses treatment and prevention options, all
potential outcomes for the woman and her unborn child, through pregnancy and beyond, and
considers the risks of treatment and of no treatment for each individual and the family as a
whole.

4.2.2. Psychological and psychosocial interventions

There is good evidence for a range of interventions to treat mental health problems in the
perinatal period. Most studies focus on effective treatments for maternal depression
experienced during pregnancy*?® ** and after childbirth,*** however, perinatal anxiety disorders
have recently received increased research attention and there is initial evidence to support
specific interventions to treat antenatal*** *?* and postnatal anxiety.'*® More serious conditions,
such as bipolar disorder and postpartum psychosis have also been studied; although as
pharmacological treatment is consistently indicated as the most effective intervention for these
disorders,*?® 2" research on complementary psychological and social approaches is scarce.

Psychological interventions differ in their therapeutic orientations. Cognitive Behavioural
Therapy (CBT) appears as the most widely used approach for treating both depression and
anxiety'?* 124125 in the perinatal period. A recent review has suggested that Interpersonal
Therapy (IPT), with its explicit focus on role transitions and interpersonal conflicts, is also
beneficial for depressed pregnant women and new mothers, who usually experience significant
changes in their social roles and relationships during the transition to motherhood.*?® 28
Similarly, evidence supports the efficacy of psychodynamic interventions in treating postnatal
women who present with depression.*# In the field of perinatal anxiety, mindfulness-based

interventions and mindfulness-based cognitive therapy show promising results.*?3 2°

Psychosocial interventions also appear to be effective in reducing symptoms of maternal
depression, with evidence supporting the provision of social support*° and the use of non-
directive counselling.*?? Interestingly, interventions such as antenatal and postnatal classes, do
not appear to be effective in the prevention of mental health symptoms after childbirth.*3*
However, a recent study targeting first time parents has demonstrated promising results from a
psycho-education program for preventing postnatal common mental disorders*3,

Intervention, treatment and support for mental health disorders during the antenatal period has
the potential to prevent the escalation of existing problems and can reduce the negative impact
on the family and developing parent-infant relationship. In a rapidly changing field with
incorporation of new therapy approaches, a strong evidence base is yet to be demonstrated.

There are a range of infant mental health preventative interventions
and treatments that demonstrate effectiveness in increasing
attachment security, reducing symptoms of trauma in children of
families where there is marital violence and decreasing insecure
attachment behaviours in vulnerable families.**® Clinical research
has provided empirical evidence for a range of interventions
including,** Watch, Wait and Wonder,'* Circle of Security,*3®
Interactional Guidance and Parent/Infant or Parent/Child
Psychotherapy.™’

There is strong evidence supporting the effectiveness of a
sustained home visiting model of intervention with families during
the perinatal period,*® to promote healthy parent-child functioning
particularly for vulnerable families experiencing multiple
stressors.™*




Minding the Baby (MTB) is an intensive interdisciplinary mentalisation-based home visiting
intervention for first time mothers. It is a good example of an evidence-based model of service
delivery that is resulting in positive health and attachment/parenting outcomes for families who
experience significant poverty and multiple environmental stressors.**

The impact of maternal trauma during the perinatal period highlights the ‘need for preventative
strategies and early intervention for at risk families’.®* Recognising and responding to trauma
signs and symptoms during pregnancy and early post-partum period (for example whilst infants
are in the neonatal intensive care unit) can result in the mother receiving effective intervention
and treatment and can indirectly improve the likelihood of positive outcomes for infants, children
and families. Direct benefits have been demonstrated by programs lessening the level of stress
and trauma experienced by premature and sick infants’” **! — hence programs should target the
needs of both parents and infants, either directly, or through the formation of strong working
relationships between services.

For preterm infants and their families there are a range of intervention studies that have
demonstrated effective outcomes across various domains such as the Newborn Individualised
Developmental Care Assessment Program,*** Creating Opportunities for Empowerment'*?,
Infant Health and Development Program*** and the Avon Premature Infant Project.** All of
these intervention models have demonstrated improvements in infant outcomes, mother-infant

interactions, parenting and maternal mental health.

There are few intervention and treatment models that focus simultaneously on the mental health
of both parent and infants or small children. Research demonstrates that improving quality of
the mother-infant interactions can simultaneously reduce mother’s symptoms of mental health
disorder.'*® This finding leads to an important consideration in intervention and treatment
planning for families in the perinatal and infant/child period to ensure that women with an
identified perinatal mental health disorder also receive intervention and/or treatment to support
the developing parent-child attachment relationship either as part of, or in addition to their
mental health treatment. Simultaneous focus on the mental health of both parents and
infants/small children is in the best interests of all individuals within the family.

4.2.3. Psycho-pharmacological interventions

No psychotropic medication in Australia is marketed as safe for women who are pregnant and
breastfeeding. The following outlines the evidence base and general principles for prescribing
psychotropic medication to women in the perinatal period, and emphasizes the importance of
consideration of the effects on the fetus, infant and young child.

Pregnancy

Unfortunately, few high quality studies exist on the effectiveness or safety of pharmacological
treatments in pregnancy.'*”**® This is not surprising given that pregnant or breastfeeding
women are usually routinely excluded from randomized clinical trials.**° Valuable data, although
not without limitations, can be obtained from an increasingly available number of observational
studies including from national birth registries, administrative databases, case control studies,
prospective comparative cohort studies and meta analyses. The prescribing clinician needs to
keep up-to-date of the frequent developments in the medical literature. Decisions to prescribe
medication during pregnancy rely heavily on the evidence base for pharmacological treatment
of mental health disorders in non-pregnant women™>® **! but with careful consideration of the
key principles of assessment, facilitation of informed consent, and medication prescribing
specific to the perinatal period. In addition, non-medication treatment options should be
considered.**?
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The decision to use psychotropic medication during pregnancy may be difficult for the woman
and her partner, and for the prescribing clinician. However for some women with a perinatal
mental illness, treatment with medication will be an important therapeutic option.

It is important that the woman and her partner are as fully involved as possible in the decision
making process.>

A comprehensive mental health assessment is essential to this process, and needs to include
information from collateral sources. This assessment will help the clinician and the woman (and
partner) to consider the potential course of her illness during the perinatal period, as well as any
particular risks for her and the fetus in respect to the recommended treatment.

As most medications cross the placenta (Stephens et al, 2009) and available data with respect
to all the potential risks of medication during pregnancy is incomplete, it is important that the
prescribing clinician provides the woman and her partner with information and assistance in
weighing up the known risks and benefits of taking, or not taking, medication both for the
woman and the fetus.™*

Prescribing during pregnancy is guided by key principles, as outlined for example in the
Maudsley Prescribing Guidelines in Psychiatry**® and includes:

e Choose medications with lower risk profiles for the mother and the fetus

e Use lowest effective dose needed to achieve therapeutic response

e Where possible prescribe as few drugs as possible

e Carefully monitor the woman during pregnancy, consider the pharmacokinetic profile of
the drug during pregnancy and titrate dose as indicated according to clinical status and
stage of pregnancy

e Monitor the infant for adaptation difficulties after birth

e Consider drugs the mother previously found beneficial first

A multidisciplinary approach across the perinatal period is important, with the woman and her
partner/support person, GP, obstetrician, psychiatrist, neonatologist, midwife, psychologist and
any other involved professionals collaborating actively in developing a perinatal mental health
plan. Given the challenges involved in prescribing psychotropic medication in a field of clinical
research that is constantly subject to update, it is recommended that the prescriber consults the
current literature, and considers referral to, or consultation with a perinatal psychiatrist.

Breastfeeding

There are many physical and psychological benefits of
breastfeeding for the mother and infant.*®® Unfortunately, but
understandably, there is limited controlled or systematic research
addressing the safety of psychotropic medication in breastfed
infants™®’, particularly any long term effects. However, for many
psychotropic medications (notable exceptions being lithium)
infant exposure is generally less than 10% of the maternal daily
intake, and there are few reports of adverse effects in exposed
infants.™® Therefore, as in prescribing during pregnancy, it is
important to consider the risk benefits for the mother and the
infant of continuing to breastfeed in a mother who is taking
psychotropic medication.
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Breastfeeding is a potentially emotionally charged issue for many parents, and for many
clinicians, and it is important that prescribers hold awareness of the many factors influencing
mothers’ choices and experiences around breastfeeding.

General principles of prescribing are outlined in evidence-based guidelines such as the
Maudsley Prescribing Guidelines™> and the NICE guidelines®® and include:

Use the lowest effective dose

Avoid using multiple medications wherever possible

Monitor the infant for any specific known adverse effects of the drug

If possible, time the feeds to avoid peak drug levels in breast milk

Note that preterm infants and infants with renal, hepatic, cardiac or neurological
impairment are at higher risk from drug exposure

Keep up-to-date with recent developments in the breastfeeding literature

e Consider the relative benefits of breastfeeding or formula feeding for each mother and
infant, in consultation with the mother and partner

Non psychotic disorders

These are the commonest mental health disorders during the perinatal period and include
depressive and anxiety disorders, PTSD, eating disorders and personality disorders. Although
these disorders are commonly of mild to moderate severity, some women experience enduring
and severe symptoms with the potential for significant impacts on parenting function, transition
to parenting and the relationship with their baby.

Psychological and social interventions are essential for the treatment of non-psychotic mental
health disorders. However, when medication is required the mainstay of treatment is
antidepressants. Antidepressants are effective treatments for depression, particularly for severe
cases, however, for the reasons outlined above no formal trials have been done for perinatal
disorders other than during the postnatal period. A Cochrane review* looking at the data from
three studies comparing SSRIs (selective serotonin reuptake inhibitors) with placebo reported
significantly higher response and remission rates for participants taking SSRI however these
studies were small and underpowered.'® It has been shown that some patients with major
depression who ceased antidepressant treatment during pregnancy (particularly those with
more previous episodes, longer length of iliness and an episode in the six months prior to
conception) showed significantly higher rates of relapse compared to those who remained on
their preconception dose of medication throughout the pregnancy (68% vs 26%).*0% 162

In the light of these findings, it is recommended that if a woman is taking psychotropic
medication and discovers she is pregnant, that she does not abruptly cease medication but
rather seek advice from her prescriber as to the recommended course of action®®3.

Psychotic disorders

These include schizophrenia, bipolar disorder, postpartum psychosis (including chronic
disorders preceding pregnancy, and new onset disorders following childbirth), and psychotic
episodes secondary to substance abuse.

The first three months postpartum represent the highest risk period (20 — 30 times) in a
woman’s life of requiring hospitalisation for psychosis.?® In particular, women with bipolar
disorder, schizoaffective disorders or previous postpartum psychosis are at 30 — 50% risk of
psychosis if unmedicated.*®* **® Bergink et al (2012)'®° evaluated the relapse rates of 41 women
with bipolar disorder and 29 women with a history of postpartum psychosis during pregnancy
and the postpartum period. The outcomes of this study have led them to propose different
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treatment algorithms for women in each group, advising prophylaxis during pregnancy with
bipolar disorder to maintain mood stability and minimize the high risk of postpartum relapse.

Postpartum psychosis is a psychiatric emergency with rapid symptom and risk progression.
There are associated increased risks of maternal suicide and infanticide. Women with
postpartum psychosis always need intensive psychiatric care, ideally by specialist perinatal
psychiatric services or within a Mother Baby Unit. Given the severity of symptoms, medication is
required in the acute stage of treatment.

Pharmacological treatment choices will be guided by the principles outlined above, recognizing
the significant risks to the woman and her fetus/infant that might occur without adequate
treatment.

A prospective study'®® looked at the effects of mood stabiliser cessation during pregnancy and
found that those women who ceased their mood stabiliser were more than twice as likely to
relapse during pregnancy, and they remained unwell for five times longer than those who
continued their medication. In addition, the risk after relapse was increased up to eight fold in
the first month post-partum. For pregnant women with bipolar disorder there is some evidence
that continuing lithium in pregnancy may reduce relapse*® ' and that for women who do
discontinue lithium during pregnancy, there is some evidential support for recommencing lithium
immediately after birth.*?® ‘" Furthermore, Bergink et al (2012)*°° in their description of a
peripartum prevention programme designed to reduce the incidence and severity of relapse in
women with a history of bipolar disorder and/or postpartum psychosis, provided further
evidence that lithium is an effective postpartum prophylactic agent.

Other mood stabilisers have been used in pregnancy and
postpartum, with varying levels of efficacy, side effects for
the mother, and potential effects on the developing fetus or
infant. These include atypical antipsychotic medications,
such as quetiapine or olanzapine, sodium valproate, and
lamotrigine. It is beyond the scope of this document to
specifically recommend any particular medication — these
choices should be based on the principles above, involving
awareness of the current evidence, consultation with the
woman (and her partner or other support person wherever
possible) and also with a perinatal psychiatrist. Recent
guidelines recommend that sodium valproate should be
avoided for the treatment of mental illness during the
childbearing years, because of the potential for teratogenic
and neurodevelopmental effects on the fetus, should the
woman become pregnant.®®

There have been no randomized trials of treatment interventions for postpartum psychosis, and
sample sizes in treatment studies have been small.*?” However, lithium, antipsychotic
medications and electroconvulsive therapy (ECT) have all been reported to be associated with
successful outcomes.*?” Psychological and social interventions (including Child Protection
Service involvement) can be important aspects of clinical management.**®

Most importantly, women who have a history of psychotic illness, or who become psychotic
during pregnancy or following childbirth, require the care of a multidisciplinary team, including a
psychiatrist, and their care needs to be coordinated across the various services involved with
the family, with the aim of collaboratively developing a comprehensive plan for all aspects of the
mother and baby’s care throughout pregnancy and beyond.
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5. Current service provision in Western Australia

There are a number of services and programs in WA which directly address issues of mental
health and well-being across the continuum of care throughout the perinatal and infant/child
period. A general outline of programs and where they are positioned across the continuum of
care is provided below, along with a brief discussion of the implications for providing a broadly
adequate level of service for improving the outcomes for families during the perinatal period
through prevention, early identification and treatment of perinatal and infant/child mental health
problems.

5.1. Universal services and primary care

Throughout the perinatal and infant/child period, health promotion and iliness prevention
programs aim to optimise physical and mental health across the population spectrum from
those who are healthy to those with or at-risk of diagnosed mental health issues. Universal
services are based on principles of primary health care to meet the needs of women, children
and families at multiple contact points.

5.1.1. Mental health promotion

Media campaigns, such as the beyondblue “Just Speak Up” campaign increase community
knowledge of mental health issues in the perinatal period and encourage women to seek
help.'® Likewise, the “Act Belong Commit” campaigns promote positive emotional wellbeing by
encouraging families in the perinatal period to become active in their local community. The
WHCSP has actively partnered with both these campaigns and worked to encourage
community participation in events that promote the “Just Speak Up” and “Act-Belong-Commit”
messages during Postnatal Depression Awareness Week each year.

School-based programs that promote preventative mental health amongst children and youth,
including programs that focus on relationships and sexual health, are also available locally, and
in some instances, are included in the school curriculum. Promoting infant/child mental health
and emotional wellbeing ideally commences in pregnancy. There are resources available that
provide education and information about the importance of the developing attachment
relationship between a caregiver and their child (for example: Getting to Know You:
Recognising Infant Communication and Social Interaction).!”® These resources are not readily
available to all parents and are yet to be included in any national media campaigns or health
promotion strategies.

It is difficult to measure the true impact of health
promotion campaigns, as they generally have
multiple goals, such as providing information,
encouraging engagement, and diminishing social
stigma for parents affected by perinatal mental
illness. In addition, the changes within the
attitudes of specific individuals might be quite
subtle, or awareness may be raised of the
prevalence and importance of perinatal and
infant/child mental health in general, without an
individual recognising its personal relevance.
Hence, such programs should be an important
adjunct, rather than the mainstay of primary
intervention.
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5.1.2. lliness detection and early identification

Included in this section is the provision of universal depression and anxiety screening protocols
utilising the EPDS? for perinatal women by midwives, GPs and Child Health Nurses. Most
policies, including the beyondblue clinical guidelines, recommend that women are offered
screening at least once in the antenatal and the postnatal period with the EPDS and a
psychosocial assessment tool. Other than this important intervention, screening is not routine
across the public and private health sectors, nor is it routine across the perinatal period, in part
because not all services have established good working referral protocols. As previously stated,
the acceptability and efficacy of screening using the EPDS for women from diverse cultural
groups, including Aboriginal and CaLD groups, has not been fully established.

5.1.3. Primary care service providers

GPs are one of the main primary health care providers for women and their families. Services
include education, screening, assessment, treatment, and referral to specialist services when
needed, throughout the perinatal and infant/child period. GPs have contact with most families
during the pregnancy and postnatal period, which means they play a crucial role in identifying
mothers who are at risk or suffering a perinatal mental health disorder and often provide an
ongoing link between the parent and other services and supports.

Midwives and practice nurses may identify
mothers who are struggling emotionally very
early in the perinatal period, and play an
important role in ensuring that mothers are
connected with appropriate supports.

Similarly, child health nurses, who see families at
regular points throughout the early years, and
often provide an important relationship for
mothers, can identify those at risk through the
universal postnatal screening program, and can
facilitate referral. Child health nurses provide
further support for mothers who are receiving
treatment, while monitoring the social, emotional,
and physical development of babies and small
children.

Primary care providers are placed in a unique position because of the nature and regularity with
which they see women and young children during the perinatal period. Sensitive and supportive
care, particularly if delivered consistently from the same professionals, allows trusting
relationships to develop, enhancing the potential for families to engage around their mental
health needs.

Parent support groups are available through child health services*”* and the local community.
They focus on prevention and early intervention, including recognising and addressing the
importance of child-caregiver attachment and infant/child mental health. These services can
help mothers provide sensitive and responsive care, and develop healthy relationships with their
babies. Unfortunately, not all mothers are able to access local support groups, as they are not
routinely offered to mothers having a second or third baby, or available in rural and remote
areas, additionally some women (for a variety of reasons) do not find benefit in the particular
group they join. Groups for fathers exist sporadically, and sometimes struggle to recruit
participants. However, there is substantial evidence for the importance of social relationships for
promoting and supporting mental health (beyondblue clinical guidelines),® so the provision of
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parent support groups is a critical aspect of perinatal and infant mental health care. Research,
clinical audits and reports would be of benefit in establishing the best ways to ensure group
programs meet the needs of parents and their babies and small children.

5.1.4. Services for Aboriginal families

Aboriginal people experience higher levels of morbidity and mortality from mental illness,
psychological distress, self-harm and suicide than other Australians.®® The importance of
supporting the mental health of Aboriginal parents and their young children is well-recognised.

However, Aboriginal women are less likely to access mental health services during the perinatal
period. It is widely acknowledged that a culturally sensitive approach is required. Services for
Aboriginal families exist within the Government and non-Government sector, although not all
focus on perinatal and infant mental health specifically.

Working with Aboriginal women and their families in a mental health context requires an
understanding of the historical factors that have contributed to ongoing disparities for Aboriginal
people in regards to health and mental health. It is important that those working with Aboriginal
families appreciate the impact of intergenerational trauma and particularly the historical trauma
associated with the removal of Aboriginal children from their parents.

Aboriginal families may utilise medical services such as Aboriginal Community Controlled
Health Services for primary health care or a GP within their community. To promote early
uptake of general antenatal care, specialised programs such as Boodjarri Yorgas or Aboriginal
Maternity Group Practices’’?, enable early intervention across a range of issues, including
referral and support for mental health. These early intervention programs may include an
Aboriginal ‘grandmother’ as part of the health care team as an additional support for social and
emotional wellbeing.

A current research project, Kalyakool Moort — Always Family, is examining screening practices
for depression and anxiety among Aboriginal women and men during pregnancy and after their
baby is born, with the aim of developing a screening process and tool that can be used
confidently with mothers and fathers.

5.1.5. Services for culturally and linguistically diverse and vulnerable communities

Traditional and cultural barriers influence how CaLD families seek and receive services
addressing mental health needs of mother, father and child during the perinatal and infant/child
period.

There are some service providers in the metropolitan area
providing perinatal and infant/child mental health care and
support services for CaLD families. The services focus on the
provision of education, support and specialist mental health
care for vulnerable women and their families.

As awareness of services appropriate to the needs of CaLD
parents and children during the perinatal period is often lacking
in both the parents themselves, and in other service providers,
a variety of identification and treatment approaches may be of
benefit.
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5.2. Targeted services and secondary care

Families presenting with mild to moderate mental health concerns in the pregnancy and
postpartum period can benefit from a range of support services and interventions that address
their concerns and may prevent the onset of a more serious mental health disorder. Selective
preventions targeting groups that have been identified as ‘at risk’ are also important and can be
delivered in a variety of settings (health, education, mental health, social services).

5.2.1. Parent-child attachment

There has been limited availability of targeted services focusing on parent-child attachment.
Some programs are available through Child Development Services, Department for Local
Government and Communities, Department of Child Protection and Family Support, and Child
and Adolescent Mental Health Services. These services offer interventions that aim to promote
secure attachment in children with identified developmental vulnerabilities or who show signs of
insecure and disorganised attachment. Interventions focus on the mother-infant/child dyad and
family system, and are targeted at high-risk families.

The State Government Department of Education, as lead agency, has recently established a
number of Child and Parent Centres for vulnerable communities across WA. These community
centres are intended to improve access to a range of early learning, parenting, child and
maternal health and wellbeing programs and services that provide support to families with
young children (birth to eight years) with a focus on children from birth to four years of age. The
Child and Parent Centres are on public school sites in low socio economic communities.*”

Additionally, Child and Adolescent Community Health services may provide support and early
management strategies prior to referral for children with identified developmental problems.

Across sectors, there is a small but increasing number of services offering parent-child
relationship based attachment interventions aimed at providing psycho-education and
sometimes psychotherapy for parents experiencing difficulties in the parent-infant/child
relationship.

5.2.2. Women'’s support services

Other non-government services located mainly in the metropolitan area provide complementary
support programs for women and their families considered at-risk as well as those with perinatal
mental health problems. In particular the women’s health services offer a range of perinatal
mental health programs, including women’s support groups, therapy groups for postnatal
depression, counselling and information resources, as well as supported mother and baby
groups. One community-based women’s health service provides a targeted rural in-reach
program that offers perinatal mental health counselling via videoconferencing, in partnership
with local community resource centres.

5.3. Specialist services and tertiary care

Specialist services provide treatment for established mental health disorders in the perinatal
and infant/child period and are concerned with resolution of symptoms and distress in the
mother, infant/child and father. These services are typically a multidisciplinary team of nurses,
psychiatrists, psychologists and allied health professionals. Throughout the State, moderate to
severe perinatal mental health disturbances are mostly assessed by GPs, or through local
Mental Health Services. Some services have a specific perinatal and infant mental health focus
however the scope of services is variable. Presently, only a small number of practitioners exist
in the private or public sectors, who are able to offer specialised assessment and/or intensive
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support for parent-infant/child relationship difficulties, and people living in rural and remote
areas may find it particularly difficult to access such services.

5.3.1. Consultation liaison

Perinatal and infant consultation and liaison services currently exist in a variety of hospitals
across both the public and private sectors. However, their reach is variable, and dependent on
referrers’ knowledge of their availability and local funding models.

At some tertiary maternity hospitals, specialist psychiatric and psychological services provide
assessment, treatment and management for women diagnosed with perinatal mental health
disorders. Some consultation liaison services also operate within the Neonatal Intensive Care
Unit (NICU), but this is not universal.

The perinatal consultation liaison service at King Edward Memorial Hospital (KEMH) is a
specialized tertiary service providing mental health advice and care to patients of the hospital,
including via antenatal clinics for women with at risk pregnancies. These services include:

e Childbirth and Mental lllness (CAMI) Antenatal (Pregnancy) Clinic for women with serious
mental illness (SMI) including schizophrenia, bipolar affective disorder and/or a history of
postpartum psychosis

Women and Newborn Drug and Alcohol Service (WANDAS)

Adolescent Clinic

Perinatal Loss Service

Special Care Nursery

The CAMI Antenatal clinic and Department of Psychological Medicine Preconception
Counselling Service for women with SMI are state-wide services, with capacity for video link
consultations for women in rural areas.

5.3.2. Specialist drug and alcohol services

The Women and Newborn Drug and Alcohol Service (WANDAS), is a tertiary state-wide service
providing specialist clinical services and professional support to care for pregnant women with
drug and alcohol dependence. The midwifery-led multidisciplinary team includes doctors, social
workers, dieticians, drug and alcohol specialist midwife and mental health professionals. As well
as being provided with woman centred pregnancy care, women are able to access strategies to
reduce or stop using drugs/substances, obtain referrals to support services, obtain advice and
classes on parenting skills and receive mental health support and treatment if required.

5.3.3. Mother and baby units

There are two Mother and Baby Units (MBU) in WA. The Mother and Baby Units at KEMH and
Fiona Stanley Hospital (FSH) are both authorised inpatient treatment centres for acute
psychiatric conditions in the postnatal period. KEMH MBU is also able to admit women during
pregnancy. Both are state-wide services providing a total of 16 inpatient beds.

There are currently no private Mother and Baby Units. Some private psychiatric hospitals will
admit mothers with their babies, however they are limited in the specific interventions that can
be offered.
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5.3.4. Specialist Aboriginal Mental Health Services

The metropolitan (Wungen Kartup) and rural Specialist Aboriginal Mental Health Service
(SAMHS) models of care adopt a life course approach to Aboriginal families at risk, with one of
the focus areas being the perinatal and early childhood period. The Wungen Kartup
metropolitan service collaborates with both the Department of Psychological Medicine at KEMH
with respect to mental health needs of Aboriginal women during the perinatal period, and
Princess Margaret Hospital for the mental health needs of infants/young children and their
families.

The Mental Health Act 2014 Charter of Mental Health Care Principles recognises the value of
traditional Aboriginal healing practices in the treatment of mental, social and emotional
problems. It is expected that future planning by all health agencies will facilitate improved
mental health service delivery for Aboriginal families inclusive of partnerships with rural and
metropolitan SAMHSs.

5.3.5. Child and Adolescent Mental Health Service

The Child and Adolescent Mental Health Service (CAMHS) provide mental health programs to
infants and their families experiencing significant mental health issues across the acute
(hospital), and community settings.

Within Princess Margaret Hospital infants with
medical conditions and their families may receive
mental health interventions provided by CAMHS
clinicians within the Paediatric Consultation
Liaison team.

In community CAMHS, due to high demand on
services, priority is given to adolescents with
high risk presentations. However, infants and
their parents also receive mental health
interventions, and CAMHS clinicians offer
specialist consultation to other agencies offering
psychosocial interventions (e.g. Child
Development Services). When parental mental
health issues are present, CAMHS clinicians
work in partnership with other agencies (e.g.
adult mental health, obstetric-psychiatry
services, Department of Child Protection and
Family Services).

The recent reform of adopting the Choice and
Partnership Approach (CAPA) has increased
access to community CAMHS services for infants
and their families.™ Over the last three years
there has been a steady increase in the number
of 0 — 5 year young children accessing CAMHS
since the implementation of CAPA (Psychiatric
Services On-Line Information System (PSOLIS)
unpublished data).
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http://www.mentalhealth.wa.gov.au/Libraries/pdf_docs/Fact_sheet_MHA_2014_-_Charter.sflb.ashx

5.3.6. Adult mental health services

Adult mental health services provide mental health care for people experiencing mental illness,
and tend to focus on those with severe or acute mental iliness. Individual mental health services
vary in their capacity to assess and manage perinatal and infant mental health disorders. They
frequently work collaboratively with local community services, including GPs, private clinical
psychologists and women’s health centres, and also with specialist perinatal services such as
KEMH CAMI Antenatal clinic.

Summary

It is beyond the scope of this document to mention by name, or provide detail of every WA
service that aims to provide for the mental health needs of families during the perinatal period.
Although there is clearly a broad range of services and treatments available, they tend to be
limited in the populations they can reach, and they all essentially rely on support from other
related services. Families, particularly those with significant or complex levels of problem,
benefit substantially when collaborative support can be provided.

A gap in service provision exists, in that there are no specialist perinatal and infant/child mental
health teams or integrated service delivery models within the WA public sector. This is one of
the core difficulties in perinatal and infant mental health also faced by other services across
Australia and internationally.

Although services have considered best practice in developing their programs and clinical
interventions, there is a notable lack of local research evidence that could support services to
expand, and to inform direction of clinical work and further service development, and this is
further hindered by the lack of availability of relevant databases.
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6. Enabling factors

Enabling factors are critical to the success of the Model and include a trained and skilled
workforce; research and evaluation; systems that support information sharing through
communication/technology; and quality and safety.

6.1. Workforce

Best practice perinatal and infant/child mental health service delivery is contingent upon a
workforce that is well informed, well prepared and appropriately resourced. To promote positive
mental wellbeing in infants/children, their caregivers and families, it is important to build capacity
for health professionals to work in a family centred way through:

e A competent and resourced workforce
e Education and training
e Clinical and reflective supervision

The “Training Matrix Framework of Perinatal Depression and Related Disorders” developed by
beyondblue provides guidance on various skill levels required for those working with women
during the perinatal period.

The WA Mental Health Commission through the Australian Association for Infant Mental Health
(WA Branch) Inc. "> commissioned a report on long term workforce requirements and work
based competency training for health professionals. The report investigates competence
frameworks, training models and reflective supervision. There are a number of competence
frameworks available within the public domain, many of which were described in the report.

There are limited opportunities for perinatal and infant/child mental health education and
training. Child and Adolescent Mental Health Service is currently developing infant parent
mental health training to build workforce capacity. Tertiary programs are available in other
States and Territories and are also currently being developed locally for the WA market. Other
agencies provide a number of seminars/workshops; however, training has been uncoordinated
and developed in a piecemeal fashion.

6.2. Research

Translation of research into practice requires a sound health professional knowledge base and
competency.

beyondblue has been a leader in research and evaluation across the perinatal period and has a
clearinghouse of evidence-based practice on their website which is widely recognised and used
by health professionals and mental health practitioners to inform practice.

Over the last decade new research, particularly in the infant/child mental health field has
identified factors that contribute to the mental health of infants and young children and the
connections between maternal health and positive fetal/infant outcomes.

There are currently a number of different Western Australian agencies involved in research into
perinatal and infant/child mental health, but as noted above, there is little published to establish
treatment models as best practice for the WA environment. A limitation to research is the
paucity of dedicated perinatal and infant mental health databases across the public and private
sectors, and the lack of formal data linkage processes. It is anticipated that there will be many
positive developments over the next few years.
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https://www.beyondblue.org.au/resources/health-professionals/perinatal-mental-health/perinatal-training-matrix
https://www.beyondblue.org.au/
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https://www.beyondblue.org.au/about-us/research-projects

6.3. Information communication and technology

There is a need to develop information and communication technology to enable multi-
disciplinary care planning and service provision, supported by evidence-based guidelines and
patient pathways. The technology needs to be integrated across WA Department of Health
hospital and community settings, to facilitate appropriate exchange within and between
government and non-government service providers, as well as private and primary care
providers who are external to WA Department of Health. This would enable the provision of
seamless high quality care through effective communication. The WA Health Information and
Communication Technology Strategy 2015 — 2018%® provides guidance for health staff with
particular key attention on matters of privacy.

Telehealth/Tele Mental Health is an effective way of providing assessment, consultation and
treatment for individuals and families living in remote areas, as well as being a means of
providing professional development and upskilling. This is an area being considered within the
Mental Health Services 10yr plan®’” but could be further developed across the public and
private sectors.

6.4. Quality and safety

Within WA Department of Health, safe and high quality care is governed by a number of
standards, policies, guidelines and frameworks to ensure that all people within the health
system receive the best possible care.

All services that provide care are required to meet or exceed standards and these standards
and practices are governed, informed and guided by a range of documents. These include, but
are not necessarily limited to:

Mental Health Act 2014 *"® and Charter of Mental Health Care Principles'’®

National Mental Health Policy 2008 1™

Roadmap for National Mental Health Reform 2012 - 2022

Australian Council on Healthcare Standards (EQuIPNational) 201

National Standards for Mental Health Services 2010 8!

The Fourth National Mental Health Plan: An Agenda for collaborative government action

in mental health 2009-2014 82

National Safety and Quality Health Service Standards 2012 183

e The review of the admission or referral to and the discharge of public mental health
facilities and services in Western Australia (Stokes Report) 20128

e Admission, Readmission, Discharge and Transfer Policy for WA Department of Health
Services, July 201218

e Mandatory Reporting of Notifiable Incidents to the Chief Psychiatrist OD 0635/15 *8°

1
380

6.5. Experiences of care

Health professionals need an understanding of the patient journey to enable an empathic
response to women, infants and families in their care. Consumers have supplied some small
insights to their experiences of care:

“l know what | know through my profession yet this is something so different. Nothing prepared
me for the depression, yet now | am learning how to take care of my emotions alongside my
children’s emotions.”

“I dread to think what would have happened if | did not make that first call.”
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http://ww2.health.wa.gov.au/~/media/Files/Corporate/Reports%20and%20publications/PDF/ICT-strategy-2015-2018.ashx
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http://www.health.gov.au/internet/publications/publishing.nsf/Content/mental-pubs-f-plan09-toc
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http://www.health.wa.gov.au/publications/review/main_documents/mental_health_review_2012.pdf
http://www.health.wa.gov.au/circularsnew/attachments/718.pdf
http://www.health.wa.gov.au/circularsnew/attachments/718.pdf
http://www.health.wa.gov.au/CircularsNew/pdfs/13269.pdf

“When | share in a safe place with others who nod and listen, |
now think | may actually be normal. This is my normal. It’s been
a long time since | thought | am normal, | thought | was a
monster.”

“I felt like the worst mum in the world, yet | knew other mums
understood as we shared our pain and our hopes.”

“l feel like | have a support team around me and my family, the
support from each service is relevant for a specific part of my
life. Together this helps me to feel okay as a whole.”

“It helped me to have one person to talk to who understood and
did not judge me.”

“I could not have survived retelling my story to strangers over
and over again.”

7. Horizon scanning

As with any body of work committed to a formal document, the Model is a reflection of the time
in which it was created. In recognising the time-limited nature of the Model, it is therefore
important to acknowledge the potential for change due to developments in technology, changes
in workforce, pharmacological advancements and changes in disease profiles, to name but a
few.

The issue of mental health in general is complex and challenging, but is also gaining ground in
terms of political recognition at both a State and Federal level. It is important that perinatal and
infant/child mental health is included and highlighted within broader strategies, and that past
achievements made through intensive strategies such as the National Perinatal Depression
Initiative are incorporated into ongoing work and built upon in the future.

With the opening of WA’s second Mother Baby Unit at Fiona Stanley Hospital in February 2015,
as well as the implementation of The Western Australian Mental Health, Alcohol and other Drug
Services Plan 2015-2025,*"" the perinatal and infant/child mental health service landscape in
WA will necessarily change.

The Model articulates the need to build on current services as well as acknowledging prevention
and promotion as integral to the State’s Mental Health Plan.*”’

In addition, emerging research will continue to add to the body of evidence supporting best
practice in perinatal and infant/child mental health care. As a result, consideration will need to
be given to reviewing the Model into the future, and examining its recommendations and key
strategies to ensure ongoing work remains relevant and supported.

8. Implementation and evaluation

Following publication a working group will be required to plan and drive the implementation of
the Model in conjunction with service providers, consumers and stakeholders.

It is envisaged that the implementation group will continue to support the guiding principles of
the Model and be a driving force behind the ongoing improvement of perinatal and infant/child
mental health services in WA.
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The responsibilities of the implementation group will include, but not be limited to, the following:

e Qutcomes — providing a mechanism by which the Model's recommendations and key
strategies are acted upon, establishing key performance indicators for the
implementation of the Model.

e Accountability — establishing clear areas of responsibility for both funding and service
provision.

e Evaluation — taking a lead in ensuring performance against established key
performance indicators, as well as being responsible for the review and update of the
Model into the future, maintaining an emphasis on quality improvement and best
practice.
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o Gosnells Women’s Health
o South Coastal Women’s Health
o Women’s and Family Health Service

9.3. Glossary

Term Definition

Attachment An enduring affective (emotional) relationship with a particular

relationship preferred individual who provides most of the primary caregiving,
usually the mother, and from whom the infant seeks security and
comfort. Attachment patterns have been identified as secure,
insecure/avoidant, insecure/ambivalent and disorganised. %’

Birth Pertaining to the period of labour and birth (also referred to as the
‘intrapartum’ period).

Carer “A carer is someone who, without receiving a payment for the

provision of care, apart from Carer’'s Payment or Carer’s Allowance,

provides care and support for a family member or friend who has a

disability, is frail, aged or who has a mental or chronic illness”. %8

Clinical/Reflective
supervision

“Clinical supervision is a professional activity involving a practice-
focused relationship between a designated supervisor and
supervisee ... to maintain and promote standards of care by
developing theoretical knowledge and skill.” **°

“Reflective supervision is a tool for supportive effective work with
very young children and their families ... enabling clinicians to
contemplate what they are experiencing and share personal
responses to their work.”**°

Competency

“Competencies are a combination of skills, knowledge, attitudes,
values and abilities that underpin effective and /or superior
performance in a profession/ occupational area.”***

Continuity of care

The care team maintains contact with patients, monitors their
progress, and facilitates access to needed services. Includes two
core elements, care over time and the focus on individual patients.

Continuum of care

The delivery of services by different providers in a coherent, logical,
and timely fashion

Early detection

Refers to the early identification of a state of ill health or poor
wellbeing so that effective and timely interventions are implemented.
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Early intervention

Early intervention is often aimed at those identified at risk of
developing a mental or physical illness to reduce the severity of
further deterioration in health.

Fetus

The period from approximately the 9™ week after fertilisation until
birth.

Foster carer

Individual or couple registered by the Department for Child Protection
to provide care to children and young people who are in the CEQO’s
care.

lliness prevention

Activity undertaken to affect the trajectory from a pathway of iliness
towards health. Includes primary, secondary and tertiary prevention.

Primary — prior to any disease states occurring, €.g. immunisation,
Act Belong Commit;

Secondary — disease is present but signs or symptoms may not be
evident or recognised, e.g. screening mammography, EPDS
screening;

Tertiary — disease or disorder having already been diagnosed and
treated, with further activities undertaken to stop re-occurrence of
disorder or reduce the impact of the disease on health, e.g. diabetes
management, psychotherapy, medication management).

Infant and early
childhood mental
health

Refers to ‘the young child’s capacity to experience, regulate, and
express emotions; form close and secure interpersonal relationships;
and explore the environment and learn’.*

Mental health
promotion

Health promotion is the process of enabling people to increase
control over, and to improve, their health.*?

Mental health promotion involves actions to create living conditions
and environments that support mental health and allow people to
adopt and maintain healthy lifestyles. These include a range of
actions to increase the chances of more people experiencing better
mental health®?

Mental health
workforce training and
development

Series of activities and learning modalities to up-skill and further
develop the health workforce to enable an effective and integrated
response to the health needs of the population.

Perinatal

The period from conception to 12 months after the birth of a baby.

Perinatal depression
and/or anxiety

Mood disorders that occur during pregnancy and/or the postnatal
period.

Perinatal mental
health

The emotional and psychological state of a parent during the period
from conception to 12 months after a baby is born.
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Pre-conception

The period preceding conception and pregnancy (‘pre-pregnancy’ in
this document).

Pregnancy The period from conception to the commencement of labour.
Psychotropic Medication used to treat mental health problems.
medication

Traumatic birth

A negative perception of the labour/birth, which may be influenced by
experiences of severe pain, powerlessness, lack of control, and a
lack of communication and care from staff'*

Postnatal

The period immediately following the birth to 12 months after the
birth.

Postpartum psychosis
(also called puerperal
or postnatal
psychosis)

A severe low prevalence psychotic disorder generally occurring in
the first few weeks after the birth of a baby.

Treatment

Refers to medical, psychiatric, psychological or nursing activity
undertaken to correct a state of physical or mental illness, disorder or
disease through a therapeutic intervention such as medication.

Severe mental illness

Mental disorders causing significant acute or chronic impairment
including, but not limited to, schizophrenia, psychosis, bipolar mood
disorder, schizoaffective disorder and postpartum psychosis

Socio-cultural groups

Refers to communities within the broader population that identify with
specific cultural and/or social group orientation. In particular,
Aboriginal communities, groups entering Australia on humanitarian
grounds (refugees), migrant populations, groups with specific needs
such as disability, premature infants and their carers, those with
multiple risk factors for mental health disorders. People may belong
to more than one socio-cultural group simultaneously — for example a
teenage Aboriginal mother with a premature infant.

Substantive Equality

Involves achieving equitable outcomes as well as equal opportunity.
It takes into account the effects of discrimination. It recognises that
rights, entitlements, opportunities and access are not equally
distributed throughout society.

Substantive equality recognises that equal or the same application of
rules to equal groups can have unequal results. Where service
delivery agencies cater to the dominant, majority group, then people
who are different may miss out on essential services. Hence, it is
necessary to treat people differently because people have different
needs.'®
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9.4.

Key documents

The Perinatal and Infant Mental Health Model of Care and Service Delivery is informed by the
following key frameworks, plans and reports:

Mental Health Act 2014 1

Perinatal and Infant Mental Health Strategic Framework 20123

Report of the Inquiry into the Mental Health and Wellbeing of Children and Young People
in WA Commissioner for Children and Young People, April 2011 1

Mental Health 2020: Making it personal and everybody’s business, Mental Health
Commission 2012 ¥’

beyondblue Perinatal Mental Health ©®°

beyondblue Clinical Practice Guidelines for Depression and Related Disorders °
Framework for the National Perinatal Depression Initiative 2008/2009 — 2012/2013 1%
Perth Charter for the Promotion of Mental Health and Wellbeing, 20121%°

National Maternity Services Plan 2010 2%

Improzginq Maternity services: Working Across Western Australia- A Policy Framework
2007

Western Australian Women’s Health Strateqy 2013 — 2017 2°? and Setting the scene
National Aboriginal and Torres Strait Islander Women’s Health Strategqy 2010%%
National Mental Health Policy 2008"°

Roadmap for National Mental Health Reform 2012 - 2022

National Standards for Mental Health Services 20102

The Fourth National Mental Health Plan: An Agenda for collaborative government action
in mental health 2009-2014"%

Trauma — Informed Treatment Guide for Working with Women with Alcohol and Other
Drug Issues 2011%%

Michigan Association for Infant Mental Health Competency Guidelines and Endorsement
Process (2009) 2%

Australian Association for Infant Mental Health Competency Guidelines 2015

National Safety and Quality Health Service Standards 2011 83

The review of the admission or referral to and the discharge of public mental health
facilities and services in Western Australia (Stokes Report) 2012 184

Admission, Readmission, Discharge and Transfer Policy for WA Department of Health
Services, July 2012 18

'2I'g§5\/1\47estern Australian Mental Health, Alcohol and other Drug Services Plan 2015-
Aboriginal and Torres Strait Islander Health Performance Framework 2014 Report &
WA Aboriginal Health and Wellbeing Framework 2015-2030 2’
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http://www.healthnetworks.health.wa.gov.au/modelsofcare/docs/Improving_Matenrity_Services_Framework.pdf
http://www.healthnetworks.health.wa.gov.au/modelsofcare/docs/Improving_Matenrity_Services_Framework.pdf
http://www.kemh.health.wa.gov.au/health_professionals/WHCSP/docs/WAWomen'sHealthStrategy_Final.pdf
http://www.kemh.health.wa.gov.au/health_professionals/WHCSP/docs/WAWomen'sHealthStrategy_SettingtheScene.pdf
http://eprints.qut.edu.au/32256/1/FINAL_National_Aboriginal_and_Torres_Strait_Islander_Women's_Strategy_May_2010.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-pubs-n-pol08
http://www.coag.gov.au/sites/default/files/The%20Roadmap%20for%20National%20Mental%20Health%20Reform%202012-2022.pdf.pdf
http://www.health.gov.au/internet/main/publishing.nsf/content/CFA833CB8C1AA178CA257BF0001E7520/$File/servst10v2.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/9A5A0E8BDFC55D3BCA257BF0001C1B1C/$File/plan09v2.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/9A5A0E8BDFC55D3BCA257BF0001C1B1C/$File/plan09v2.pdf
http://www.healthinfonet.ecu.edu.au/key-resources/promotion-resources?lid=24559
http://www.healthinfonet.ecu.edu.au/key-resources/promotion-resources?lid=24559
http://mi-aimh.org/for-imh-professionals/endorsement/
http://mi-aimh.org/for-imh-professionals/endorsement/
http://www.aaimhi.org/branches/wa/competency-guidelines/
http://www.safetyandquality.gov.au/wp-content/uploads/2011/09/NSQHS-Standards-Sept-2012.pdf
http://www.health.wa.gov.au/publications/review/main_documents/mental_health_review_2012.pdf
http://www.health.wa.gov.au/publications/review/main_documents/mental_health_review_2012.pdf
http://www.health.wa.gov.au/circularsnew/attachments/718.pdf
http://www.health.wa.gov.au/circularsnew/attachments/718.pdf
http://www.mentalhealth.wa.gov.au/Libraries/Audio/0581_mental_health_plan_print_V16.sflb.ashx
http://www.mentalhealth.wa.gov.au/Libraries/Audio/0581_mental_health_plan_print_V16.sflb.ashx
https://www.dpmc.gov.au/sites/default/files/publications/Aboriginal_and_Torres_Strait_Islander_HPF_2014%20-%20edited%2016%20June2015.pdf
http://ww2.health.wa.gov.au/~/media/Files/Corporate/general%20documents/Aboriginal%20health/PDF/12853_WA_Aboriginal_Health_and_Wellbeing_Framework.ashx

9.5. Summary Table: Factors affecting perinatal and infant mental health

The table below summarises some of the factors that health professionals need to consider
during the assessment phase, keeping in mind the changing circumstances for many families.
Recognised risk and protective factors of perinatal mental health disorders have been
summarised in Cox, Holden and Sagovksky,?? Sroufe,* Milgrom’ and O’Hara®*® as noted in

the tables.

Risk factors for maternal mental health problems

Individual

Family

Social determinants

¢ Past history or existing
mental health problem

e Premature cessation of
psychotropic medications

e History of insecure or
disorganised attachment
to own caregivers

History of trauma or abuse

Always being a worrier

Poor reflective functioning

High levels of stress

Stressful life events

Pregnancy related and
baby health problems

e Perinatal loss
e Genetic predisposition

¢ Disability

¢ Family history of mental health
problems, particularly in the
perinatal period

¢ Family history of drug and
alcohol misuse

e Family and domestic violence
¢ Relationship conflict/breakdown

¢ Lack of emotional and practical
family support

e Trans generational trauma
background, for example
parents with history of abuse

e Experiences of
disadvantage,
discrimination or
marginalisation

e Poor or inadequate
housing

e Poverty
e Limited education

e Lack of community
support

e Geographical isolation/
lack of access to services
and transport

e Lack of accessible
healthcare

Protective factors for infant/child mental health

Infant/child

Parenting/Family

Social determinants

e Good physical health

e Secure attachment with
primary caregiver

¢ Availability of other
attachment figures
including in day care or
when hospitalised

e Sensitive medical and
nursing care

e Nurturing, loving caregiver able
to offer sensitively attuned
responses to infant’s/child’s
needs

e Provision of consistent long term
caregivers (especially for
children in care)

e Parents with history of secure
attachment to own caregivers in
childhood

e Safe community

e Well-supported day care
facilities

¢ Availability of social
support for parents at
times of particular
vulnerability such as the
transition to parenthood
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Infant/child

Parenting/Family

Social determinants

Good parental reflective capacity

Risk factors for infant/child mental health problems

Infant/child

Parenting/Family

Social determinants

e Developmental factors
such as perinatal brain
injury, malnutrition,
genetic vulnerabilities,
chronic iliness or
disability.

e Poor “goodness of fit”
with caregivers due to
temperamental
differences

e Exposure to frightening
relationship experiences
without adequate repair

e Other traumatic
experiences (fire,
famine, war)

Parental depression, anxiety or
other mental illness

High levels of parental stress
with low levels of support

Parents with history of insecure
or disorganised attachment to
own caregivers

Low level of parental reflective
function

Harsh or rigid discipline practices

Inadequate supervision and
physical neglect

Marital relationship
conflict/breakdown

Parental substance misuse

Unresolved parental trauma,
including domestic violence,
childhood abuse, bereavement,
or other trauma

Separations from or loss of
primary caregivers

e Lack of available,
accessible and
appropriate services

e Community and cultural

disadvantage,
discrimination or
marginalisation

e Poor or inadequate
housing

e Poverty
e Limited education

e Lack of community
support
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Part II: Model of Care

“The right care, at the right time, by the right team, and in the right place” (Model of Care
Overview and Guidelines 2007; WA Health Strategy and Networks)

Perinatal and infant mental health is a broad specialist area and as such, it is anticipated the
Model’s guiding principles will provide a framework for further development of more specific
models and pathways of recognised need and care.

The Model of Care is structured in three Sections: Section 1 states the Purpose and Guiding
Principles; Section 2 outlines the Recommendations with broad strategies for fulfilling them; and
Section 3 provides a Service Guide.

Services desiring to provide for the mental health needs of parents during the perinatal period,
and for that of babies and very young children, can use the Service Guide to shape their
programs and service design. The Service Guide provides the key skills requirements, potential
service providers and the service components across the continuum of care. These are set out
in tables according to the stages: pre-pregnancy, pregnancy/ birth, postnatal, infant 0-2 years of
age and early childhood 2-4 years of age.

The Model in itself is not intended to address funding requirements, however it is a foundational
document to support health services and agencies build future business cases.

Section 1

1.1 Purpose

The Model aims to define evidence-based best practice and service delivery across the
continuum of care in the perinatal and infant/child period. There is a focus on integration across
government, non-government and the private sector service providers. The Model supports a
multidisciplinary approach with collaborative decision-making between consumers and health
professionals, including providing services in ways that are respectful of families’ knowledge of
their own babies and children.

This Model is consistent with the Perinatal and Infant Mental Health Strategic Framework 20123
and builds upon the notion of family-centric care highlighted in the Framework. In addition, the
development of the Model has been informed by a range of key international, national and state
frameworks, plans and reports relating to best-practice in the delivery of perinatal and
infant/child mental health services (see Part 1 Background to the Model of Care).

More specifically, as depicted in figure one below, the Model provides a foundation on which to
plan and deliver evidence-based, best practice services across the continuum of care, ranging
from prevention to treatment and management in the pre-pregnancy, pregnancy/ birth, postnatal
and infant/child periods. Just as the broader community values good physical health and
wellbeing, the Model recognises that equal emphasis on emotional health of pregnant women,
mothers, fathers, partners, babies, and children is integral to a well-functioning society. This
Model reflects the importance of a consistent infant-caregiver relationship, whether that
caregiver be the child’s mother, father, or another person providing care for the baby or small
child.
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As agreed by the core working group the Model reflects a continuum of services spanning
across universal services (prevention and health promotion), targeted services (intervention
addressing identified risks factors), secondary level services (preventative intervention
addressing early manifestations, and moderating the progression of perinatal and infant mental
health problems) and tertiary level services (expert intensive treatment for the resolution of
identified mental health disorders).?® The target of intervention and/or treatment can be a range
of variables including maternal mental health concerns/disorders, infant/child social and
emotional disturbance, the attachment relationship between children and their parents,
parenting behaviours and family functioning.

The Model also recognises the need to create an environment that supports participation by
consumers and carers in decision-making and managing their own health. Access to peer
support workers who bring lived-experience of perinatal mental health issues is therefore an
important component of the healing journey.

Building on the knowledge, best practice, service delivery models and capacity of existing
programs, the principles outlined within this Model can be used to address the existing gaps in
service provision.

1.2 Guiding principles

Perinatal and Infant mental health is a broad specialist area and as such, it is anticipated the
Model’s guiding principles will provide a framework for further development of more specific
models and pathways of recognised need and care.

The Model is based upon the strategic guiding principles set out in The Perinatal and Infant
Mental Health Strategic Framework 2012.3

e Promotion of emotional health and wellbeing of women, their infants/children and
families.

Embracing diversity within the population and communities of WA.

Substantive equality and access to services that are timely and responsive.
Partnerships and collaboration in the provision of care and services.
Consumer-centred services that recognise the needs of infants and young children and
that seek to optimise the child-caregiver attachment relationship.

e Accountability within a clearly identified safety and quality framework.
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Figure 1. Conceptual model of care
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Section 2

2.1 Recommendations

The recommendations for the provision of care and the delivery of perinatal and
infant/child mental health services are presented in the following subsections below.

Consideration of the whole family

Meeting the needs of vulnerable groups

Health promotion, illness prevention, detection, and early intervention
Treatment and management

Planning, integration and coordination of services

Building and supporting the workforce

Supporting research and the development of a local evidence base

Nook~wNE

Each section includes recommendations, a summary of key issues, and specific strategies to
inform policy development and improve service delivery. It is inevitable, and to some extent
desirable, that some overlap will occur within the suggested strategies across the
recommendations.

In the following recommendations, the term ‘parents’ is used loosely to include foster parents
and other extended family members caring for infants and young children.

2.1.1 Consideration of the whole family

Recommendation 1

Ensure that the mental health needs of parents and their infants and young children
are considered simultaneously, and collaboratively, at all levels of service delivery.

Mental disorder in one family member can affect the wellbeing of others in the family. Because
a well-functioning family environment supports recovery, the needs of parents and
infants/children in the perinatal and early childhood period are best met by integrated services
that provide coordinated care and consider the needs of, and include, every family member.

Strategies:

a) Service policies to reflect a consumer-focused and family-centred approach that
considers the mental health needs of all members of the family.

b) Services devise clear care pathways, both internal and external, that support the needs
of families with whom they engage.

c) Engage consumers and carers in a timely and meaningful way in the development and
improvement of service delivery.

d) Involve the woman, and if she agrees, her partner, family and carer, in all decisions
about her care and the care of her baby.

e) All levels of service demonstrate focus on supporting healthy family relationships.
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f)
9)

h)

2.1.2

Make purposeful efforts to involve fathers or partners who experience difficulty accessing
services.

Encourage the provision of creche facilities for women attending services specifically
aimed at maternal mental health needs.

Encourage services to include programs which can flexibly involve infants and small
children alongside their parents or other caregivers.

Meeting the needs of vulnerable groups

Recommendation 2

Specifically recognise the needs of vulnerable groups in service planning and
provision of perinatal and infant/child mental health services

Any interventions and support across the continuum of care for perinatal and infant/child mental
health need to be sensitive to the unique needs of WA’s vulnerable groups, recognising
diversity, reflecting cultural expectations and requirements, and employing principles of
substantive equality wherever possible.

As discussed in Part | of this document, many individuals are made vulnerable by their history
and current circumstances. Their vulnerability may be intensified by the vastness and
geographical complexity of WA.

When dealing with vulnerable groups, including those who experience a sense of stigma, best

practice exists where mental health services meet four criteria.
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Early identification and engagement of those in need through provision of primary care
services and community-based outreach programmes.

Facilitating access to services that cater to a number of different aspects of mental
health care, where possible reducing the need for referrals to multiple services.
Strengthening the collaboration between different services so that there is a well-
functioning working relationship between services whose focus is on the infant/child as
well as children/adolescent and adult mental health services.

Disseminating information to both consumers and professionals about the needs of
marginalised groups and the services available to them.

Strategies:

a)

b)

Develop service and workforce capacity to detect and respond to the increased risk of
vulnerable communities, emphasising service planning and a delivery model that is
flexible, equitable, timely, respectful, sensitive, empathic and recognises diversity.

Develop accessible programs and outreach services specifically for Aboriginal
communities congruent with the WA Aboriginal Health and Wellbeing Framework, 2
namely:

e Equitable and timely access to the best quality and safe care
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e Prevention and early intervention with Aboriginal family and community
engagement

e Promote good health across the life course in particular key transition points such
as becoming parents

e A culturally respectful and non-discriminatory health system — free of racism

¢ Individual, family and community wellbeing — systems of care are recognised and
supported, such as birthing on country

e A strong skilled and growing Aboriginal health workforce that is culturally secure
and across all levels of the health system

c) Consult and build strong working relationships with other services that work with high risk
populations, such as Child Protection and Family Support Services, Drug and Alcohol
Services, Department of Corrective Services, and specialised Aboriginal and Refugee
services.

d) Create and provide accessible information of services that are available for specific
vulnerable groups.

e) Develop practice guidelines for professionals across services that promote awareness
and sensitivity to a family’s needs during childbirth and outline skills needed to recognise
and respond to vulnerabilities that can negatively impact on a family’s experience of
childbirth. This may include consideration of culture, religion, experiences of trauma and
those with a history of abuse.

f) Provide trauma-informed models of care and ensure sensitive practices inform planning
for, and care during the birth process for women with a history of sexual trauma.

2.1.3 Health promotion, illness prevention and early intervention

Recommendation 3

Develop a comprehensive approach to perinatal and infant/child mental health
promotion, illness prevention, detection, and early intervention.

It is crucial that strategies addressing perinatal and infant/young child mental health are
integrated with existing health policy, and across living and working environments for
communities and individuals. Thus, a comprehensive approach to health promotion and iliness
prevention requires broad action across a variety of settings and target groups, throughout the
perinatal period. This includes identification of barriers to both screening and engagement with
services.

Screening is used for the purpose of identifying people, including infants and very young
children, at increased risk for mental health problems, and should always lead to further
assessment if needed. Screening requires the availability of professional services to follow up
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identi

fied problems. Thus, defined referral pathways are a necessary aspect of any screening

protocol.

Strat
a)

b)

d)

f)

egles:
Develop a health promotion framework explicitly addressing perinatal and infant mental
health. Content needs to include the importance of relationships within and outside the
family, protective factors, risk factors and warning signs; and promotion of help-seeking
behaviours, to complement formal screening protocols. A further essential feature should
be the promotion of information providing a realistic understanding of issues that are
often present for expectant parents and families with babies and very young children that
encourages supportive behaviours within the community.

Promote healthy attitudes and behaviours in all women of childbearing age with
consideration of their emotional, physical and sexual wellbeing, particularly targeting
vulnerable groups.

Develop a screening and assessment process/schedule, across sectors, at regular time-
points during pregnancy, the postnatal period, infancy and early childhood. Promote
universal screening using reliable and valid tools for early identification of perinatal
mental health disorders, parental and infant/child mental health problems and
assessment of family functioning.

Recognise the limitations of current screening tools for some vulnerable groups, and
encourage the development of appropriate assessment processes to identify risk and
promote health.

Promote recognition that for women with specific risk factors, such as pre-existing mental
illness, intervention needs to begin during the period in which conception is considered,
and extend to provision of services to support the wellbeing of their existing and future
children.

Ensure that intervention is implemented as early as possible for babies and children
identified at risk, and for their parents.

2.1.4 Treatment and management

Recommendation 4

Treatment and management for perinatal and infant/child mental health problems
to be based on best practice principles, and include clear referral pathways,
stepped care, and ongoing access to support services.

This recommendation spans across service settings, agencies and levels of complexity.
Wherever possible, mothers and their babies need to be treated and cared for together.

During the perinatal period, parents and children will come under the care of many different
agencies and clinicians of various professional disciplines. It is necessary that those providing
care for parents, infants and very young children are aware of their mental health needs, and
act in a way to promote healthy adaptation at each stage. Strong working relationships between
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healthcare and other service providers are essential in developing and sustaining an integrated
cohesive care pathway.

A stepped care approach ensures that a woman or infant/child presenting with a mental health
disorder across the perinatal and early childhood period receives systematic follow up which is
appropriate to the individual’s stage of recovery. Clear communication and collaboration
between health professionals, parents and family supports is critical to best practice, and
enables an experience of seamless care across primary, secondary and tertiary levels.

Strategies:

a)

b)

d)

f)

)

h)

)

Health assessment of mothers, fathers, infant and small children to include documented
attention to their current mental wellbeing.

Services develop and use a comprehensive mental health assessment process that is
appropriate to perinatal and infant mental health, and capable of identifying specific
problems requiring intervention, with consideration of acuity, severity and complexity.

Following a comprehensive assessment, care plans are developed in consultation with
the woman and her partner/support person and shared with those involved in her care
during the perinatal period, allowing for modification over time.

Care plans and protocols involve assertive monitoring, particularly in the first few weeks
after childbirth and early intervention for patients with a history of mental iliness, as well
as for those identified at significant risk.

Include in the care plan: treatment for the mental health problem, how frequently during
the perinatal period monitoring should occur and the roles of all healthcare professionals,
including who is co-ordinating the plan.

At every level, recognise the value of input from clinicians of various disciplines,
wherever possible including those with specialist PIMH expertise.

Ensure access and provide clear referral pathways to perinatal and infant/child
consultation liaison services within hospitals providing obstetric and paediatric care.

Support the development of services able to provide step up and step down levels of
care appropriate to needs of the mother, infant and family at different times along the
continuum of care, such as inpatient or residential care, day programs, and home-based
treatment and support.

Standard practice of Mother and Baby Mental Health Units should include psychiatric
care and treatment for women who develop a serious mental health disorder in the
perinatal period in addition to interventions and psychological therapies to improve the
mother-infant relationship, and support for partners and other family members, including
siblings.

Services working in the perinatal and infant/child realm continue working together to
develop clinical interventions that include dyadic/triadic therapy models which address
difficulties within the parent-infant/child relationship and incorporate a specific focus on
engaging fathers in the therapeutic process.
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k) Promote provision of intensive day-stay services that minimise the separation of baby
and other small children in the family from their parent, and support the capacity of
inpatient units to provide for mother and baby together.

[) Adult and infant/child services create formal liaison arrangements allowing collaboration
and coordination of care, which includes consultation and liaison with each other to
provide support for infant/child mental health concerns identified in adult services and
perinatal concerns in infant/child services.

m) Comprehensive discharge planning in collaboration with the family and relevant
community organisations combined with clear clinical handover processes will support
transitioning of care and sustained recovery.

n) Recognise and respond to the needs of parents with enduring and significant mental
illness, and their children, for ongoing and targeted interventions to support optimal
parenting and children’s development.

2.1.5 Planning, integration and coordination of services

Recommendation 5

Perinatal and infant/child services work together to establish referral, care and
treatment pathways across agencies and the continuum of care to ensure a
family’s experience of services is seamless, equitable and inclusive.

4

At present many referral pathways in use are between single agencies or services and there are
few pathways that fully address the needs of the mother, father, infant and wider family system.
Cross-sector collaboration within and between government and non-government agencies is
required to enhance the continuity of care across current service boundaries.

Special attention must be given to changes in service providers during the antenatal,
labour/birth and postnatal period with a focus on comprehensive handover within and between
services for mothers and for their children, to ensure ongoing engagement and support
management.

Strategies:

a) Establish clearly articulated agreements, including Memoranda of Understanding,
between perinatal and infant/child mental health service providers to improve
communication and enhance service delivery.

b) Review handover protocols across all services to improve continuity of care between
pregnancy and postnatal service providers for mothers and babies.

c) Promote sustainable funding models and partnerships between funding bodies to ensure
equitable service access and continuity of care consistent with good clinical practice.

d) Encourage the development of clear referral and treatment pathways across private and
public community and hospital services that are relevant to the local context.
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e) Broaden availability and accessibility of services appropriate to the needs of vulnerable
groups for care and support and therapeutic intervention.

f) Encourage forward planning that involves the use of diverse and flexible modes of
service delivery according to the needs of families.

g) Promote use of the Service Guide to all health service professionals and service
planners.

2.1.6 Supporting the workforce

Recommendation 6

Consolidate perinatal and infant/child mental health service provision through the
development of a dedicated and competent workforce.

Many people are strongly motivated to work in the field of perinatal and infant mental health, but
in practice, the work is often emotionally taxing in ways that the person may not have
anticipated. Workers may have considerable competence in working with adults, but less in
working with babies and young children, and vice versa. Hence it is important to have
opportunities for developing competence through training and supervision.

Good clinical care can be compromised when workers are not able to acknowledge their own
needs, or find support in circumstances where they find themselves overwhelmed. Ensuring
staff have effective and timely support mechanisms, such as clinical and reflective supervision,
helps to reduce the burden on health professionals and ultimately improves service functioning
and the patient journey. For many front line service providers such as child health nurses,
midwives, peer support workers or GPs working with women and their families, participation in
reflective clinical supervision has not traditionally formed part of their expected role and
responsibilities, and this constitutes an unrecognised gap.

Opportunities for supervision and reflection may be particularly important in not only supporting
the regional workforce, but also as a means to promote workforce retention and improve
continuity of care in regional areas.

The need and desire for dedicated training in perinatal and infant mental health has been well-
demonstrated in workforce mapping.t™ %

Strategies:

a) Support formal education and training frameworks which improve coordination of training,
define and measure core competencies, and promote uniform training requirements
necessary for best practice in service planning, screening, risk assessment and referral
for perinatal and infant/child mental health problems.

b) Support cross sector delivery of education and training packages in culturally competent
practice for all workers.

c) Develop best practice guidelines for professionals’ access to supervision, debriefing and
reflective practice to support the entire workforce, paying particular attention to additional
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measures, such as use of telehealth and video-conferencing technology that might be
necessary to support and retain the workforce in regional and remote areas of WA.

d) ldentify strategies to ensure practitioners have the necessary skills and knowledge to
conduct universal screening and the capacity to detect and respond to increased risk with
flexibility and empathy.

2.1.7 Supporting research and the development of a local evidence base

Recommendation 7

To aid the expansion of the local evidence base, encourage and support research
as an integral part of clinical programs and service development.

Few WA services or programs are supported by local research demonstrating their efficacy and
acceptability. Notable exceptions are the implementation of universal postnatal screening with
the EPDS, which stemmed from a collaboration between WA services and beyondblue®* thus
establishing the acceptability of screening within the local community, and the Kalyakool Moort
project , which is engaging in broad consumer and professional consultation in order to develop
screening protocols appropriate to Aboriginal parents during the perinatal period.

Consultation during the development of this Model of Care revealed a deep commitment across
services and professional disciplines to supporting the mental health needs of parents and their
babies and young children. Many clinicians have engaged in extra professional training to
enhance their skills. Some services have developed innovative protocols and interventions, and
demonstrated their success through evaluation, but there is little published within the literature.

Strategies:

a) Encourage services to engage in evaluation and audit processes to demonstrate the
efficacy of programs and interventions

b) Support the development of research initiatives into the needs of families during the
perinatal period, including infants and small children

c) Support collaboration between clinicians, services and researchers

d) Support the publication of research results that have been subjected to formal peer
review processes

e) Use local research that has been subjected to formal peer review processes and
published, to inform future policy and service provision.

f) Encourage the formation and support the maintenance of linkages between data
collection systems related to perinatal and infant health, including mental health,
throughout WA.
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Section 3

3.1 Perinatal and Infant Mental Health Service Guide

This section provides a practical guide for front line workers, service planners and policy
development.

It describes the key components of service delivery, progressing chronologically over the pre-
pregnancy, pregnancy/birth and postnatal care periods, and working systematically across the
continuum from health promotion towards treatment and management. The period of infancy
uses the same parameters for service delivery for 0-2 years of age, and early childhood is
defined as 2—4 years of age for the purposes of the Model.

The Service Guide tables set out potential service providers, key skills requirements and service
components across the continuum of care service provision, under the headings: Universal
Services, Early Identification (primary level), Targeted Services (Primary/secondary level),
Management/Treatment (Secondary/tertiary level), and Intensive treatment (Tertiary level).

The tables are designed to promote use by service planners and providers who are developing
or delivering perinatal and infant/child mental health services. The cut-off points between table
cells have been chosen arbitrarily to assist clarity, however it is important to recognise that this
Model promotes and encourages clinicians and other service providers to work together at a
number of levels of care. In some areas the tables are intentionally repetitive as the delivery of
services may be provided by a range of front line workers across agencies and sectors; once
again highlighting the need for collaboration.

It is recognised that many services will only be able to provide some of the service components
listed within the tables, and that individual services and agencies may focus on delivering
particular aspects of education or care.

A list of the professional disciplines likely to be involved in delivering care at each level is
provided. While it is recognised that some workers, for example a neonatal nurse, family
support worker or pharmacist, may be involved in the care of patients receiving tertiary level
treatment, their role is likely to be adjunctive. While trying to be inclusive of all clinicians and
workers involved in the care of perinatal women and their children, the focus at each level of
service delivery is on the role and training requirements of those who are providing mental
health care.

The definitions used to describe the services are based on those used in the National
Framework for Universal Child and Family Health Services 2011 .2%

Universal services are those that 100% of families are able to access, often at the primary
health care level, and meeting the needs of pregnant women, children and families at multiple
contact points. Such services focus on increasing protective factors and reducing risks that
impact on health and wellbeing, and provide early identification and referral for children and
families who may require targeted, secondary or tertiary specialist services.

Targeted services focus on children, families or communities who have additional needs,
increased likelihood of poor health, or developmental outcomes. Such services are often
provided from within the universal platform and aim both to minimise the effect of risk factors,
and to build resilience. Importantly, targeted services and supports work to reduce inequalities
in outcomes between different population groups.

66


http://www.health.gov.au/internet/publications/publishing.nsf/Content/nat-fram-ucfhs-html
http://www.health.gov.au/internet/publications/publishing.nsf/Content/nat-fram-ucfhs-html

Secondary level services also form part of targeted services, and usually fall outside the
scope of practice of universal service providers. Frequently referral is required from a primary
health or other service provider.

Specialist or intensive tertiary services involve individually tailored responses to a particular
woman, child or family situation that often requires high levels of expertise from a
multidisciplinary team.

The abbreviation ‘PIMH’ is used throughout to denote ‘perinatal & infant mental health’.

How to read the Service Guide

The Service guide was developed as a practical tool to assist the clinician, service planner and
policy developer. It provides a number of prompts, and to use it;

1. Select relevant area of focus — pre-pregnancy, pregnancy, postnatal, infant or early
childhood

2. Consider which level of service is appropriate — universal, early identification, targeted,
management/treatment or intensive/treatment

3. ldentify relevant service providers — consider these in respect to possible service

collaborators

Ensure the service provider has access to the required level of training

Explore the service components listed and consider each dot point according to your own

situation or requirements

o s

Example

Sally moved to WA 3 months ago to take up a position as a child health nurse in a large rural
centre. Sally notices that a number of clients coming to the child health centre are struggling
with motherhood and having difficulty adjusting to the demands of parenting. Sally is concerned
that without further help many of the women could be at risk of perinatal mental health
difficulties and she knows that this may impact on the infant parent relationship.

Sally consults the Model’s Service Guide:

1. Area of focus - Sally firstly finds the “Postnatal Mental Health Care” section as the most
appropriate

2. Level of service - Sally decides the level of service needed sits with the universal and
early identification columns

3. Service providers - As a child health nurse, Sally knows that the local GPs, community
midwives and Aboriginal Health Worker also deliver front line services to her client group
and identified these as health professionals she needed to work with. The universal
column also identified librarians; Sally knew they are well placed to provide parents with
information and realised they needed to be part of her action plan.

4. Required training -Sally had completed a refresher session on the Use and Misuse of
EPDS screening not long after commencing her new role. Being new to the town, Sally
was unsure whether the other health professionals had access to training so would check
with her manager. Sally’s project gave her the opportunity to meet the library staff and
find out if they required further information on perinatal and infant mental health.
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5. Service components - Sally understands the guide provides best practice points for
service delivery. In considering the dot points there were a number of ideas and
strategies she could use that would be of benefit, such as starting a group. Sally felt this
would provide an opportunity for mothers to discuss normal adjustment to parenthood,
experiences of pregnancy and birth, and their relationships with her baby. She decided to
firstly discuss this with her manager who could help organise an interagency meeting.
Sally was looking forward to working with the Aboriginal Health Worker and the
Aboriginal community, as she knew that a different approach would be needed, such as
a playgroup where the young mums could come together with their babies.
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Table 1: Pre-pregnancy mental health care

Universal services
Primary level

Early identification
Primary level

Targeted services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive treatment
Tertiary level

Potential service provider

e GP, child health nurse,
midwife, health promotion
officer, dietician,
Aboriginal health worker,
community service
worker, peer support,
school teacher, school
nurse, pharmacist

e GP, obstetrician, fertility
specialist, child health
nurse, midwife, mental
health nurse, Aboriginal
health worker,
psychologist

e GP, community psychiatrist,

obstetrician, fertility
specialist, fertility counsellor,
child health nurse, midwife,
mental health nurse,
Aboriginal health worker,
psychologist, peer support
worker, social worker

e GP, psychiatrist, mental
health nurse, clinical
psychologist, social
worker, occupational
therapist with mental
health expertise,
Aboriginal health worker,
peer support worker

e PIMH psychiatrist,
specialist clinical
psychologist, perinatal &
infant mental health
nurse, social worker or
occupational therapist
with perinatal mental
health expertise,
Aboriginal health worker
with perinatal mental
health expertise

Required training

e Competence in engaging
and communicating with
individuals, couples and
family members

e Knowledge and
awareness of healthy life
style choices for parents
and babies which promote
positive emotional health

¢ Health staff — professional
education on pre-
pregnancy care, sexual
health and contraception

e Competence in
engaging and
communicating with
individuals, couples
and family members

e Competence in
promoting engagement
in mental health care

e Professional education
on pre-pregnancy
mental health care

Competence in engaging
and communicating with
individuals, couples and
family members
Competence in engaging
the individual, couple or
family in specific behaviours
or interventions

Competence in making a
bio-psychosocial
assessment leading to a
detailed formulation and
care plan

Competence in identifying
and liaising with appropriate

¢ Specialist formal
education and training on
PIMH management and
treatment

¢ All previously mentioned
competencies
e Competence in provision

of specific therapies and
interventions

e Specialist expertise and
experience in addition to
formal PIMH education
and training
management and
treatment

¢ All previously mentioned
competencies

e Competence in provision
of specific therapies and
interventions for complex
and severe presentations




Universal services
Primary level

Early identification
Primary level

Targeted services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive treatment
Tertiary level

services on the woman and
family’s behalf

¢ Basic knowledge about fetal
development and the
psychological and
physiological processes of
pregnancy

¢ Professional PIMH
education and training

Service components

e Promote the woman and
her family’s engagement
in pre-pregnancy care

¢ Provide information on
health lifestyle and
behaviours, planned
conception, appropriate
nutrition, including folic
acid supplements

e Encourage optimisation of
physical and mental
health

¢ Discussion of bio-psycho-
social risk factors,
including issues related to
family and domestic
violence, misuse of
alcohol and other drugs,
smoking

e Discussion on

e Promote the woman
and her family’s
engagement in pre-
pregnancy care

e Screening — bio-
psycho-social risk
assessment

e Mental state
assessment

e Health condition
management

e Genetic screening

e Referral to specialist
services if indicated
e.g. gynaecology,
genetics,
endocrinology, drug
and alcohol units,
andrology, psychiatric
services, fertility

e Promote the woman and her
family’s engagement in pre-
pregnancy care

¢ Detailed bio-psychosocial
assessment to identify
particular risks for the
woman and her family

e Individualised pre-
pregnancy counselling
inclusive of available options
where potential hurdles are
identified, including
risk/benefit discussion of
treatment options

e Discussion about
expectations of parenting
and planned supports

¢ Information on planned
conception

e Couple/family counselling to

e Promote the woman and
her family’s engagement
in pre-pregnancy care

e Psycho-education and
discussion with the
woman and her support
person, identifying and
addressing particular
iIssues of concern for the
woman and her family

¢ Information on planned
conception

¢ Pre-conception
medication review and
management plan

¢ Collaboration/liaison with
relevant specialists

¢ Optimise management of
identified health
problems

e Promote the woman and
her family’s engagement
in pre-pregnancy care,
particularly encouraging
engagement with
ongoing service
providers

¢ Detailed assessment of
individual, couple and
family functioning

e Recognition and
management of identified
vulnerabilities at both an
individual and systemic
level

e Optimise family
functioning, especially for
families with a history of
parenting difficulties

e Preconception




Universal services
Primary level

Early identification
Primary level

Targeted services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive treatment
Tertiary level

expectations of parenting
and required supports

¢ Provide school-based
sexual health, mental
health and respectful
relationships programs
and promotion of healthy
lifestyle

e Contraception information
and advice

¢ Advocacy for healthy
communities and safe
environments, access to
services in the local
community

e Promotion of healthy and
strong family relationships
and support

specialist, sexual
assault services

strengthen relationships and

support networks

Address modifiable risk
factors to ensure optimal
environment for potential
fetal growth

Promotion of self-
management

Non-judgemental support for

family planning decisions

Referral to an infertility
counsellor who has
specialist knowledge on the
spectrum of
psychosocial/legal
implications of infertility
treatment including donor
conception and surrogacy
Culturally sensitive and
specific support services
and groups

Support and engagement
with PIMH research

e Optimise management of
alcohol & drug problems

¢ Psychotherapeutic
interventions, such as
individual, couple and
family counselling

¢ Non-judgemental support
for family planning
decisions

¢ Monitoring mood and
psychological well-being

e Promotion of self-
management

¢ Liaison/collaboration
between services
involved in the
individual’s care

e Support and engagement
with PIMH research

counselling for women
with serious mental
illness

Identification of services
and supports involved in
care and establishment
of communication and
feedback pathways

Pre-conception
medication review and
management plan with
consideration of
risk/benefit profile for the
woman and the fetus

Collaboration/liaison with
other clinicians and
services involved in care

Support and
engagement with PIMH
research




Table 2: Pregnancy mental health care

Universal services
Primary level

Early identification
Primary Level

Targeted services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

Potential service provider

e GP, midwife, peer
support worker, health
promotion officer,
Aboriginal health worker,
community service
worker, volunteers,
librarian, pharmacist

e GP, obstetrician, practice
nurse/midwife, midwife,
mental health nurse,
child health nurse,
Aboriginal health worker,
counsellor, psychologist,
volunteer worker

GP, midwife,
obstetrician, psychiatrist,
mental health nurse,
Aboriginal health worker,
psychologist, community
service worker, peer
support worker,
volunteers, social worker,
health promotion
personnel

o Community psychiatrist,
GP, midwife, mental
health nurse, clinical
psychologist, social
worker/occupational
therapist with mental
health expertise,
Aboriginal health worker
with mental health
expertise, peer support
worker

e Perinatal and infant
psychiatrist, midwife with
mental health expertise,
perinatal and infant
mental health (PIMH)
nurse, clinical
psychologist, social
worker/occupational
therapist with PIMH
expertise, Aboriginal
health worker with PIMH
expertise

Required training

e Competence in engaging
and communicating with
individuals, couples,
family members and
groups

e Knowledge and
awareness of healthy life
style choices for parents
and babies which
promote positive
emotional health

¢ Health staff - Specific
training in screening and
recognition of perinatal

e Competence in engaging
and communicating with
individuals, couples,
family members and
groups

e Competence in
promoting engagement
in mental health care

¢ Professional education
about pregnancy mental
health care

e Knowledge about the
harmful effects of drug &
alcohol misuse, smoking,

Competence in engaging
and communicating with
individuals, couples,
family members and
groups

Competence in engaging
the individual, couple or
family in specific
behaviours or
interventions

Competence in making a
bio-psychosocial
assessment leading to a
detailed formulation and

¢ Specialist formal
education and training on
PIMH management and
treatment

¢ All previously mentioned
competencies,
knowledge and skills

¢ Competence in provision
of specific therapies and
interventions

e Specialist expertise and
experience, in addition to
formal PIMH education
and training, as well as
continuing professional
development to maintain
relevant and current
specialist knowledge e.g.
of psychotropic
medications in
pregnancy

¢ All previously mentioned
competencies,
knowledge and skills




Universal services
Primary level

Early identification
Primary Level

Targeted services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

mental illness risk

and relational trauma on
pregnant women and the
developing fetus

e Specific training in
screening and
recognition of mental
illness risk

care plan

e Competence in

identifying and liaising
with appropriate services
on the woman and
family’s behalf

¢ Basic knowledge about

fetal development and
the psychological and
physiological processes
of pregnancy

e Knowledge about the
harmful effects of drug &
alcohol misuse, smoking,
and relational trauma on
pregnant women and the
developing fetus

e Training in identification
of risk, referral pathways
and perinatal and infant
mental health

e Competence in provision
of specific therapies and
interventions for complex
and severe presentations

Service components

e Routine pregnancy
checks which include
depression/anxiety,
psychosocial risk
screening e.g. EPDS,
beyondblue questions

¢ Health information to
promote awareness of

e Depression/anxiety
(EPDS) screen and
psycho-social
assessment at least
twice during pregnancy,
in the first and third
trimester

e Screening (through

e Community and hospital
based midwifery
pregnancy care to
include early intervention
for mental health
concerns, monitoring and
support

e Detailed bio-

e Promote the woman and
her family’s engagement
in pregnancy care

¢ Detailed bio-
psychosocial
assessment to identify
particular risks for the
woman and her family

e Specialist PIMH
consultation liaison
psychiatrist-led
multidisciplinary service
to pregnant women at
identified risk of mental
health disorder or who
have significant
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Universal services
Primary level

Early identification
Primary Level

Targeted services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

importance of
maintaining emotional
wellbeing and mental
health

Promote knowledge and
awareness of the impact
of drug and alcohol
misuse and smoking on
the pregnant woman and
the developing fetus.

Discussion and
information focused on
couples’ reactions and
experiences around
pregnancy, birth and
parenthood to facilitate
positive adaptation to life
stage

Information promoting
couple co-operation and
effective communication
regarding expectations,
needs and changing
demands

Pregnancy education
inclusive of emotional
health and social support
for expectant parents
(verbal information,
modelling, print material,
web-based information,
social media)

personal engagement
and inquiry) for
ambivalence about
pregnancy and relating to
the unborn baby

Screening for risk of
harm to parent, fetus or
other children including
relational violence and
drug and alcohol use

Provide information and
assistance for families to
access appropriate
services, community
networks and links

Provide education and
resources about
expectant parent
emotional health and
wellbeing

Provide education and
resources about child
development and
positive parenting
approaches e.g. building
healthy attachment,
relationship based
approach.

Education and support
for positive adaptation to
the physical and
emotional changes in

psychosocial
assessment to identify
particular risks for the
woman and her family

Access to specialist
perinatal psychiatric
consultation for women
on psychotropic
medications in
pregnancy or with
existing mental health
conditions

Continued screening
(through personal
engagement and inquiry)
for ambivalence about
pregnancy and relating
to the unborn baby

Continued assessment
and management of risk
to parent, fetus or others
including smoking, drug
and alcohol misuse, and
relational violence

Psycho-education
regarding pregnancy and
mental health

Facilitation of referral to
appropriate health
professionals as required

Culturally sensitive and
specific support services

e Development of a

comprehensive
pregnancy and birth care
plan with the woman and
her partner, which
includes attention to
prescription and
monitoring of
psychotropic medication,
consideration of
psychotherapeutic
treatments, and the need
for social support for the
family during pregnancy
and into the postpartum
period.

Use of validated
psychometric
instruments to inform
treatment needs, monitor
functioning and measure
progress and outcomes
Care planning is
collaborative and
respectful of a woman’s
needs/preferences
regarding treatment
during pregnancy, as
well as her labour and
birth experience

Liaison, collaboration
and communication with

pregnancy complications

Seamless transition
between PIMH care
provided for outpatients
or during periods of
obstetric, general, or
mental health inpatient
admission

Continuity of care with
stable midwifery and
other professional staff

Family centred approach
to involve partners,
children and other carers
in the care plan and
addressing their support
needs as appropriate

Monitoring of mental
state, mood, behaviour
and coping to inform
management

Specialist childbirth and
serious mental illness
(SMI) pregnancy clinics
incorporating mental
health, social and
physical care in
pregnancy

Effective handover of
patient care between
pregnancy and postnatal
follow up mental health




Universal services
Primary level

Early identification
Primary Level

Targeted services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

e Expectant dads
education to promote
appropriate expectations
and support

e Education and
discussion about infant
social and emotional
development, and
infants’ interest in
relationship, as well as
the benefits they
experience from
caregivers’ capacity to
engage with them in an
attuned way

e Community level
activities and events
which promote healthy
functioning and support
for young families e.g.
expos, fundraisers, fairs

¢ Information on
community resources
and activities easily
available

e Advocate for effective
town planning to
enhance community
identity, safety and
support

e Advocate for workplace
and employer support

pregnancy

e Education and
discussion regarding the
birth process to elicit
and/or address fears
about childbirth

¢ Facilitate referral for
further assessment
where there are existing
mental health conditions,
or concerns about risk or
emotional wellbeing

¢ Maintain knowledge and
resources regarding
appropriate referral
pathways

e Family centred approach
to involve partners,
children and other carers
in care planning

and groups

Access to perinatal loss
support services e.g.
SIDS and Kids

Family centred approach
to involve partners,
children and other carers
in care planning

Care planning is
collaborative and
respectful of a women’s
needs/preferences
regarding her labour and
birth experience

Provision of professional
training, both didactic
and experiential to
support workforce
development and
promote collaborative
interagency relationships

Support and
engagement with PIMH
research

and between the woman
and her supports, mental
health services,
maternity and other
services to optimise
ongoing pregnancy care
and postnatal planning.

Optimise management of
alcohol & drug problems

Psychotherapeutic
interventions, such as
individual, group, couple
and family counselling
Engagement in
interventions which allow
discussion of
ambivalence about
pregnancy and relating
to the unborn baby and
promote pregnancy
bonding between parent
and unborn infant

Preventative attachment-
based therapeutic
approaches where
indicated

Non-judgemental support
for decisions made by
the family in
circumstances of
compromised pregnancy

o Facilitation of access to a

services

Engagement in
interventions which
promote discussion and
intensive therapeutic
intervention where there
is ongoing ambivalence
about pregnancy and
parental difficulties in
relating to the unborn
baby

Consideration of
postnatal planning for
support of the parent-
infant relationship, and/or
infant mental health
needs

Consultation with and
between specialist
psychiatrists,
pharmacists,
obstetricians, obstetric
physicians, maternal fetal
medicine specialists, and
neonatologists to inform
and optimise
management
Established and effective
processes for
interagency
communication within
and between




Universal services
Primary level

Early identification
Primary Level

Targeted services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

during the perinatal
period both financially
and practically.

wide range of health and
support services,
including peer support
groups, tailored to the
woman and her family’s
needs

Continuity of care model
for pregnancy services
with consistency in staff
caring for the woman
throughout her
pregnancy

Development and
maintenance of
therapeutic treatment
and support services
which meet the mental
health needs of local
pregnant women and
their partners

Establishment of step up
and step down referral
pathways

Provision and
maintenance of up to
date, accurate and
respectful psycho-
educational and self-help
resources, including
online.

Provision of professional
training, both didactic

Government and non-
government
organisations (which may
include child protection,
corrective and drug and
alcohol services)

Assertive community
mental health
intervention ‘step up’ and
‘step down’ programs
and referral processes
for women with
significant mental health
problems identified
during pregnancy as
potentially requiring
Mother Baby Unit
admission

Provision of professional
training, both didactic
and experiential to
support workforce
development and
promote collaborative
interagency relationships

Support and

engagement with PIMH
research




Universal services
Primary level

Early identification
Primary Level

Targeted services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

and experiential to
support workforce
development and
promote collaborative
interagency relationships
Support and
engagement with PIMH
research




Table 3: Postnatal mental health care

Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

Potential service provider

e GP, midwife, child health
nurse, health promotion
officer, Aboriginal health
worker, community
service worker,
volunteer, librarian, day
care worker

e GP, child health nurse,
midwife, obstetrician,
practice nurse, mental
health nurse, Aboriginal
health worker,
psychologist, counsellor,
pharmacist

e GP, psychiatrist child

health nurse, midwife,
mental health nurse,
practice nurse, Aboriginal
health worker,
psychologist, counsellor,
social worker, lactation
consultant, peer support
worker

e Community psychiatrist,
GP, practice nurse,
mental health nurse,
clinical psychologist,
social
worker/occupational
therapist with mental
health expertise,
Aboriginal health worker
with mental health
expertise, lactation
consultant, child
protection worker, family
support worker, peer
support worker, midwife,
neonatal nurse

e Perinatal and infant
psychiatrist, PIMH nurse,
clinical psychologist,
social
worker/occupational
therapist with PIMH
expertise, neonatal
nurse, Aboriginal health
worker with PIMH
expertise, midwife with
PIMH expertise,
mothercraft nurse with
PIMH expertise, lactation
consultant, , child
protection worker, family
support worker

Required training

e Competence in engaging
and communicating with
individuals, couples,
family members and
groups

¢ Knowledge and
awareness of healthy life
style choices for parents
and babies which
promote positive
emotional and

e Competence in engaging
and communicating with
individuals, couples,
family members and
groups

e Competence in
promoting engagement
in mental health care

¢ Professional education

about parental mental
health at the transition to

e Competence in engaging
and communicating with
individuals, couples,
family members and
groups

e Competence in engaging
the individual, couple or
family in specific
behaviours or
interventions

e Competence in making a

¢ All previously mentioned
competencies,
knowledge and skills

e Competence in provision
of specific therapies and
interventions

¢ Knowledge of
psychological
developmental
processes involved in the
transition to parenthood

e Specialist expertise and
experience, in addition to
formal PIMH education
and training, as well as
continuing professional
development to maintain
relevant and current
specialist knowledge.

¢ All previously mentioned

competencies,
knowledge and skills




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

psychological health

¢ Professional education
about parental mental
health at the transition to
parenthood, including
attention to both
pregnancy and postnatal
risk factors is required for
optimal delivery of care

¢ Health staff - Specific
training in screening and
recognition of perinatal
mental illness risk

parenthood, including
attention to both
pregnancy and postnatal
risk factors, and
screening modalities and
tools, as well as referral
pathway, is required for
optimal delivery of care

Knowledge about the
harmful effects of drug &
alcohol misuse, smoking,
and relational trauma on
mothers and babies
Specific training in
screening and
recognition of mental
illness risk

Non-health staff —
knowledge and
understanding about
healthy lifestyle choices
and common parental
mental health problems
and signs of problematic
adjustment

bio-psychosocial
assessment leading to a
detailed formulation and
care plan

Competence in timely
identification and
management of risk

Competence in
identifying and liaising
with appropriate services
on the woman and
family’s behalf

Knowledge about risk
factors, signs and
symptoms of perinatal
and infant mental health
disorders

Knowledge about the

harmful effects of drug &
alcohol misuse, smoking,
and relational trauma on
mothers and their babies

and for infants
encountering the
physical and relational
world

e Some specific formal
training in perinatal and
infant mental health
disorders within a bio-
psycho-socio-cultural
framework

e Competence in provision
of specific therapies and
interventions for complex
and severe presentations

¢ More extensive specific
formal training in
perinatal mental health is
essential for clinicians
working therapeutically
with parents with mental
health disorders and their
families

Service components

¢ Information on symptoms
of common mental health
disorders in the perinatal
period

e Opportunity to discuss

Screening made
available across a range
of settings

Screening for paternal,
maternal and infant well-

Psycho-education about
emotional health and
wellbeing throughout the
postnatal period to
promote help-seeking

e A service stance that
promotes engagement in
postnatal care

¢ Detailed bio-psychosocial
assessment to identify

e Specialist PIMH
consultation liaison
psychiatrist-led
multidisciplinary service
to women in the




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

the experience of
pregnancy and delivery,
especially in the case of
complications and/or
trauma

Information on normal
adjustment experiences
in the postnatal period

Information on how to
support self and
relationships in the
postnatal period

Discussion with parents
on feelings and
experiences of being a
parent with the
understanding that a
family’s need for
information changes over
time

Discussion with parents
about the relationship
they are forming with
their baby, and their
feelings about it

Information about, and
pathways to, community
resources and activities

Aim for consistency in
service providers to
enhance therapeutic
relationship

being and family
functioning

Screening utilising
standardised screening
tools supported by
appropriate training for
delivery

Screening incorporating
information about
pregnancy risk factors,
such as conception
history, symptoms during
pregnancy, past mental
health history, current or
past trauma, and major
life events

Screening enabling
identification of postnatal
risk factors, such as
traumatic birth, infant
feeding difficulties,
neonatal health problems

Screening (through
personal engagement
and observation) for
parents’ feelings about
the relationship with their
baby, and becoming a
parent, with a view to
referring parents who
show marked
ambivalence or

and early treatment

Detailed bio-
psychosocial
assessment to identify
particular risks for the
women and her family

Continued assessment
and management of risk
to parent, infant or others
including relational
violence and drug and
alcohol use

Screening (through
personal engagement
and observation) and
assessment for parents
whose feelings about
their relationship with
their baby, and becoming
a parent, reflect marked
ambivalence or
negativity with a view to
participation in supported
group or individual
programs, and/or referral
to specialist services

Family centred approach
to involve partners,
children and other carers
in care planning

Ensure ongoing
monitoring at regular

particular risks for the
women and her family

Development of a
comprehensive postnatal
and mental health care
plan with the woman and
her partner, which
includes attention to the
developing parent-infant
relationship, prescription
and monitoring of
psychotropic medication
(breastfeeding mothers),
consideration of
psychotherapeutic
treatments, and the need
for social support for the
family during the
postpartum period.

Care planning that is
collaborative and
respectful of a woman’s
needs/preferences
regarding treatment
during the postnatal
period

Family centred approach
to involve partners,
children and other carers
in care planning

Liaison, collaboration
and communication with

postnatal period
identified at risk of
mental health disorder or
who have significant
postnatal complications

e Seamless transition
between PIMH care
provided for outpatients
or during periods of
obstetric, general, or
mental health inpatient
admission

e Monitoring of mental
state, mood, behaviour
and coping to inform
management

o Effective handover of
patient care between
postnatal follow up
mental health and child
health services

e Engagement in
interventions which
promote discussion and
intensive therapeutic
intervention where there
is ongoing ambivalence
about the infant and
parental difficulties in
relating to the baby

e Consideration in
discharge planning for




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

e Home visit by child
health nurse (CHN)
(particularly if first baby
or previously identified
risk) to establish
relationship with mother,
father, initial screening
for paternal, maternal
and infant well-being,
provide information and
determine level of further
support required for the
family

e Six week check for
mother and infant to
establish or build on
relationship with father
as well as mother,
provide information
about parents’ group and
other local services, and
determine level of further
support required for this
family

¢ Provision of appropriate
educational material from
evidence-based sources
e.g. beyondblue, in a
variety of modalities

e Father, mother-baby
information and social
support groups (open

negativity to appropriate
services

Specific screening for
risk of harm to parent,
infant or other children
including relational
violence and drug and
alcohol misuse

Establishment of local
pathways to enable
timely referral to
appropriate services for
comprehensive mental
health assessment for
mothers identified as
having marked changes
in mood, thoughts,
perceptions or
behaviours and/or
multiple social risk
factors

Routine communication
between service
providers over the 12
months postpartum, with
each visit recorded on a
centralised information
base

Timely alerts to CHN and
GP from hospital prior to

discharge of mother and

newborn

intervals as the demands
on a new parent change
over time

Strong collaborative
relationships between
services with information
sharing and shared care
arrangements to reduce
known barriers to access
such as complex referral
processes, long waiting
times, repeated
assessment, non-family
friendly environments,
stigma, and geographical
isolation

Referral to counselling or
appropriate therapeutic
interventions services for
fathers/mothers identified
at risk

Home visiting to provide
psycho-education and
establish deeper
understanding of family
circumstances and
dynamics, and identify
areas requiring support

Group programs — run by
clinician with appropriate
level of mental health

expertise with a focus on

and between the woman
and her supports, mental
health services, child
health and other services
to optimise ongoing
postnatal planning.
Monitoring and
management of alcohol
& drug problems

Psychotherapeutic
interventions, such as
individual, group, couple
and family counselling
that includes focus on
the developing parent-
infant relationship

Preventative attachment-
based therapeutic
approaches where
indicated to support the
parent-infant relationship

Facilitation of access to a
wide range of health and
support services,
including peer support
groups, tailored to the
woman and her family’s
needs

Development and
maintenance of
therapeutic treatment
and support services

support of the parent-
infant relationship, and/or
infant mental health
needs

e Consultation with and
between specialist
psychiatrists,
pharmacists,
obstetricians, obstetric
physicians, maternal
foetal medicine
specialists, and
neonatologists to inform
and optimise
management

¢ Established and effective
processes for
interagency
communication within
and between
Government and non-
government
organisations (which may
include child protection,
corrective and drug and
alcohol services)

e Assertive community
mental health
intervention ‘step up’ and
‘step down’ programs
and referral processes
for women with
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Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

house programs)

Playgroup to provide
opportunities for parents
with older children to find
social and educational
support as families grow

Telephone support lines
to provide support and
information, including
options for further
assessment

Peer organisations to
provide emotional and
social support for fathers,
mothers with babies

Local council services in
contact with young
families (e.qg. library) to
provide social and
educational support to
families in the first year
postpartum

Advocate for effective
town planning to
enhance community
identity, safety and
support

Advocate for workplace
and employer support
during the perinatal
period both financially
and practically..

e CHN home visits to
routinely screen for
paternal, maternal and
infant well-being, and
ascertain other important
factors in the home
environment that may
contribute to
psychological morbidity,
and to determine level of
further support required
for the family

e GP visits to routinely
screen women/men
throughout the first 12
months post-partum to
assess physical and
mental wellbeing and
support healthy lifestyle
decisions

¢ Regular checks of child
and parent health and
wellbeing and family
functioning across the 12
month postpartum period
as demands on parents
change over time

¢ Maintain knowledge and
resources regarding
appropriate referral
pathways

promoting self-care,
providing skills for
managing psychological
distress and supporting
the adjustment to
parenthood

Culturally specific
support groups

Residential infant
feeding, sleep and
settling programs which
encompass the
psychological and
emotional perspective of
the parent

Practical in-home
support focused on
supporting parenting
capacity

Enhanced home visiting
linked with specialist
providers for continuity of
care/safety net care

Tailored individual
support and counselling
— run by clinician with
appropriate level of
mental health expertise
with a focus on
promoting self-care,
providing skills for
managing psychological

which meet the mental
health needs of local
women and their
partners

Establishment of step up
and step down referral
pathways

Provision and
maintenance of up to
date, accurate and
respectful psycho-
educational and self-help
resources, including
those available online.

Provision of professional
training, both didactic
and experiential to
support workforce
development and
promote collaborative
interagency relationships

Psycho-education for
patients and carers
about mental health
disorders in the perinatal
period, adjustment to
parenting and infant
relationship

Strong collaborative
relationships between
services with information
sharing and shared care

significant mental health
problems identified
during the postnatal
period as potentially
requiring Mother Baby
Unit admission

¢ Provision of professional
training, both didactic
and experiential to
support workforce
development and
promote collaborative
interagency relationships

¢ Inpatient admissions for
caregiver may be
provided, preferentially
within Mother Baby Unit
when there are serious
concerns that mental
health of parent has
deteriorated to the extent
that functioning is limited
and/or there is risk of
disturbance to
attachment relationship
or other family
relationships, risk of self-
harm or of harm
unintended or otherwise
to the infant or other
children

¢ In the case of admission,




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

distress and supporting
the adjustment to
parenthood

e Support and
engagement with PIMH
research

arrangements to reduce
known barriers to access
such as complex referral
processes, long waiting
times, repeated
assessment, non-family
friendly environments,
stigma, and geographical
isolation

¢ Referral to counselling or
appropriate therapeutic
interventions services for
fathers/mothers identified
at risk

e Therapists should aim to
help parents limit their
infants’ exposure to
parents’ expression of
painful or negative affect

e Regular measurement of
functioning and
outcomes for the
individual patient and for
service organisations,
using validated
instruments

e Support and
engagement with PIMH
research

A range of interventions

and programs may

include:

separation of mother and
infant should be avoided
if possible

Assertive assessment
and treatment of mental
health disorder including
consideration of
medication with specialist
pharmacology or
perinatal psychiatrist
input

Use of evidence-based
therapies that focus on
the treatment of mental
health disorders
including psychological
treatment and social
interventions

Continued assessment
and management of risk
to parent, infant or others
including domestic
violence and drug and
alcohol use

Programs should include
aspects that support the
parent-infant relationship

Observation and
assessment of mother-
infant interaction and
referral to mother infant
relationship therapies




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

e Home visiting —
providing therapeutic
interventions to the
patient with attention to
their multiple roles of
parent and partner

e Therapeutic groups— run

by clinician with
appropriate level of
mental health expertise
with focus on managing
mental health disorder in
the context of being a
parent

e Consultation and liaison
to maternity services by
appropriately qualified
perinatal mental health
practitioners to ensure
timely treatment and
assessment

e Tertiary neonatal special
care unit-based
therapeutic programs to
support parents and
infants

¢ Residential infant
feeding, sleep and
settling programs which
encompass the
psychological and
emotional perspective of

e Support for mothercraft
skills including feeding
and settling

e Family centred approach
to involve partners,
children and other carers
in the care plan and
addressing their support
needs as appropriate

¢ Therapists should aim to
help the parent limit
infants’ exposure to
parents’ expression of
painful or negative affect

e Regular measurement of
functioning and
outcomes for the
individual patient and for
service organisations
using standardised
measures

e Appropriate attention for
all services to clinical
governance practices

e Comprehensive
discharge planning with
focus on relapse
prevention and
counselling with regards
to future pregnancies

e Consultation and liaison
to NICU and hospital




Universal services Early identification Targeted Services Management/treatment Intensive/treatment
Primary level Primary Level Primary/secondary level Secondaryl/tertiary level Tertiary level
the parent maternity and paediatric

e Community or hospital
psychiatrist/psychologist/
mental health nurse
follow up

wards providing support
for parental mental
health

e Assertive community
mental health service
preferably with capacity
for outreach with
perinatal expertise

e Support and
engagement with PIMH
research

A range of interventions
and programs may
include:

e Day stay unit to allow
intensive treatment of
mental health disorder
combined with infant
mental health
interventions

e Therapeutic groups — run
by clinician with
appropriate level of
mental health expertise

¢ Home visiting and
collaborative outreach
programs for high risk or
hard to reach individuals
and their families and
other supports

e Consultation by video




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

conferencing about
individual high-risk or
rural and remote cases

Table 4: Infant mental health care 0-2 years

Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

Potential service provider

e GP, child health nurse,
midwife, health
promotion officer,
Aboriginal health worker,
community service
worker, volunteer,
librarian, day care
worker, foster carers

e GP, paediatrician, child
health nurse, midwife,
lactation consultant,
mental health nurse,
Aboriginal health worker,
psychologist, social
worker, day-care worker,
foster carers,
physiotherapists,
occupational therapists,
speech therapists

e GP, psychiatrist,
paediatrician, child health
nurse, midwife, mental
health nurse, Aboriginal
health worker,
psychologist, social
worker, lactation
consultant, foster carers,
physiotherapists,
occupational therapists,
speech therapists

e Community infant/child
psychiatrist, GP, child
and adolescent mental
health nurse, clinical
psychologist, social
worker/occupational
therapist, Aboriginal
health worker with PIMH
expertise, child health
nurse with infant and
perinatal mental health
expertise, neonatal
nurse, child protection
worker, family support
worker, foster carers

Specialist infant and child
psychiatrist, child and
adolescent mental health
nurse with infant and
parental mental health
expertise, PIMH clinical
psychologist, social
worker/occupational
therapist with infant and
parental mental health
expertise, Aboriginal
health worker with infant
and parental mental
health expertise, child
protection worker with
infant and parental
mental health expertise,
family support worker

Required training

e Competence in engaging
and communicating with

e Competence in engaging
and communicating with

e Competence in engaging
and communicating with
babies, individuals,

o All previously mentioned
competencies,

Specialist expertise and
experience, in addition to




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

babies, individuals,
couples, family members
and groups

Knowledge and
awareness of healthy life
style choices for parents
and babies which
promote positive
emotional health
Knowledge of the
developmental trajectory
and socio-emotional
needs of babies and
toddlers

Health staff - Specific
training in screening and
recognition of perinatal
and infant mental illness
risk

Professional education
about parental mental
health at the transition to
parenthood, as well as
infant physical and
psycho-emotional health
is required for optimal
delivery of care

babies, individuals,
couples, family members
and groups

Competence in
promoting engagement
in mental health care

Competence in using
broad-based screening
tools, and recognising
signs of impaired infant
social development or
parent-infant interaction

Knowledge of the
developmental trajectory
and socio-emotional
needs of babies and
toddlers

Professional education
about infant and parental
mental health care

Knowledge about the
harmful effects of drug &
alcohol misuse, smoking,
and relational trauma on
babies and mothers
Specific training in
screening and
recognition of mental
illness risk

Professional education
about parental mental
health at the transition to

couples, family members
and groups

Competence in engaging
the individual, couple or
family in specific
behaviours or
interventions
Competence in making a
bio-psycho-social
assessment leading to a
detailed formulation and
care plan

Competence in using
broad-based screening
tools, and recognising
signs of impaired infant
social development or
parent-infant interaction
Competence in
identifying and liaising
with appropriate services
on the infant/child,
woman and family’s
behalf

Knowledge of the
developmental trajectory
and socio-emotional
needs of babies and
toddlers

Knowledge and
awareness of mental
health problems in young
children, and how they

knowledge and skills

Competence in provision
of specific therapies and
interventions

Some specific formal
training in infant mental
health is desirable for
clinicians working
therapeutically with
infants and the parent-
infant relationship

formal PIMH education
and training for clinicians
who work therapeutically
with infants and the
parent-infant relationship,
as well as continuing
professional
development to maintain
relevant and current
specialist knowledge e.g.
of psychotropic
medications in
breastfeeding women.

All previously mentioned
competencies,
knowledge and skills

Competence in provision
of specific therapies and

interventions for complex
and severe presentations




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

parenthood, infant
physical and psycho-
emotional health, and
screening modalities and
tools, as well as referral
pathways, is required for
optimal delivery of care

present

e Professional education
about child and parental
mental health care

¢ Knowledge about the
harmful effects of drug &
alcohol misuse, smoking,
and relational trauma on
babies and mothers

e Training in identification
of risk, referral pathways
and perinatal and infant
mental health

e Some specific formal
training in infant mental
health is desirable for
clinicians working
therapeutically with
infants and the parent-
infant relationship

Service components

¢ Routine infant health and
development checks

e Father, mother-baby
information and social
support groups (open
house programs)

¢ Relationship-based
father, mother and baby
support groups

e Father, mother and baby

e Screening made
available across a range
of settings familiar to the
family

e Screening utilising
standardised screening
tools supported by
appropriate training for
delivery

¢ Observation of parent-

e Home visiting to provide
psycho-education and
developmental guidance,
establish deeper
understanding of family
circumstances and
dynamics, and identify
areas for support

e Psycho-education
(relationship-based

Diagnostic screening
tools (for example
Observational; PIRGAS,
Strange Situation & Still-
Face Procedures;
Parent-report
guestionnaires: Parent-
Stress Index, CBCL 1-3)

Use of evidence-based
parent-infant therapies

e Specialist PIMH
consultation liaison
psychiatrist-led
multidisciplinary service
to babies and their
families identified at risk
of mental health disorder
or who have significant
neonatal complications

e Seamless transition




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

shared activities directed
at promoting parent-
infant relationship (e.g.
rhyme and music, baby
massage etc)

e Playgroup to promote
infant social
development, Dads
playgroup

e Telephone support lines
e.g. Ngala, Parenting
WA

¢ Information and
discussion on infant self-
regulation, social and
emotional health,
feeding, settling,
sleeping (verbal
information, modelling,
print material, web-based
information, social
media)

¢ Information on sensitive
parenting, relationship
based approaches,
healthy relationships

¢ Discussion with parents
on feelings and
experiences of being a
parent

¢ Information about — and
pathways to — community

infant interaction, cues
and miscues, supported
by appropriate
professional training
Bio-psychosocial
assessment of infant and
caregiver (parental
mental health, family
functioning, psycho-
social risk, parent-infant
relationship)

Systems in place for
routine identification of
children potentially at risk
of adverse
developmental outcomes
due to family
circumstances, which
include screening for risk
of harm to parent, infant
or other children through
relational violence or
drug and alcohol misuse,
and which occur at
predictable points of
service contact during
the perinatal period and
beyond

Referral for further
assessment/diagnosis

Referral to counselling or
appropriate therapeutic

approaches)

Monitoring parental
mental health, family
functioning, psychosocial
risk, parent-infant
relationship with
validated recognised
tools

Supported playgroup
(focus on promoting
infant psycho-emotional
development, parenting
skills, and the infant-
caregiver attachment
relationship)

Therapeutic playgroup —
run by clinician with
appropriate level of
mental health expertise
(focus on promoting
infant psycho-emotional
development, parenting
capacity and the infant-
caregiver attachment
relationship, but also
may give emphasis to
particular issues relevant
to participants)
Culturally specific
support groups which
focus on promoting
parental capacity to

that focus on promoting
the attachment
relationship (relationship
based approaches)

Psycho-education and
developmental guidance
for parents and
caregivers delivered
within the context of a
therapeutic relationship
Home-visiting — providing
therapeutic interventions
to enhance the parent-
infant relationship, as
well as the infant’s other
relationships within the
family, and to promote
reflective parenting

Caregiver relationship
counselling and support

Therapists should aim to
limit the infants’ exposure
to parents’ expression of
painful or negative affect

Individual or couple
therapies aimed at
promoting the parent-
child relationship through
discussion around
caregivers’ own feelings,
background and
circumstances should be

between PIMH care
provided for outpatients
or during periods of
paediatric, general, or
mental health inpatient
admission

Inpatient admissions for
caregiver and infant may
be provided within
mother-baby or
paediatric units when
serious concerns that
mental health of infant is
compromised in context
of disturbed
parent/caregiver-infant
relationship, or when
behavioural, physical or
neurological problems
evident in the child
impair parental
functioning

Consultation and liaison
to NICU and hospital
maternity and paediatric
wards providing expert
assessment of risk and
support for infant mental
health and parent-infant
attachment relationship

Consultation and building
of strong working




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

resources and activities

e Translated/culturally
appropriate parenting
information

intervention services to
support caregiver’'s
personal functioning and
parenting capacity
Maintain knowledge and
resources regarding
appropriate referral
pathways

support infant psycho-
emotional development
and building strong
infant-caregiver
attachment relationship

Practical in-home
support focused on
supporting parenting
capacity and the infant’s
relationships within the
family

Enhanced home visiting
linked with specialist
providers for continuity of
care/safety net care

Infant feeding, sleep and
settling day programs
which encompass the
psychological and
emotional perspective of
the infant

Infant feeding support
which allows a flexible
child-centred approach
to establishing modes of
feeding comfortable to
both infant and parent

Support for child physical
development as
appropriate, including
referral to other health
professionals

conducted separately,
when infants > 3 months
old are not present

Therapeutic support
services for parental
functioning, infant
physical and psycho-
emotional wellbeing
Therapeutic playgroup —
run by clinician with
appropriate level of infant
mental health expertise
(focus on promoting
infant psycho-emotional
development, parenting
capacity and the infant-
caregiver attachment
relationship, but also
may give emphasis to
particular issues relevant
to participants)

Outreach to day-care
centres to promote and
support ancillary
attachment relationships
for children identified at
risk

Neonatal Special Care
Unit-based therapeutic
programs to support
infant mental health and
parent-infant attachment

relationships with
services who work with
high-risk infant
populations, such as
Child Protection and
Family Court, ATSI and
refugee services

Consistent and
systematised monitoring

Diagnostic screening
tools for parent-infant
interaction (e.g.
Observational: PIRGAS,
Strange Situation, Still-
Face Procedures;
Parent-report
guestionnaires: Parent-
Stress Index, CBCL 1-3)

Play therapy for infants
who have experienced
trauma, or with
developmental problems,
and whose parents or
caregivers are currently
unable to provide
adequate psychological
and emotional support

Parent-infant therapy
structured and open-
ended programs
focusing on parental
representations of self




Universal services Early identification Targeted Services Management/treatment Intensive/treatment
Primary level Primary Level Primary/secondary level Secondaryl/tertiary level Tertiary level
e Clear local referral relationship and infant, and which

pathways to specialist
care providers

e Special consideration
and inclusiveness
provided for families
involved in surrogacy, or
with same sex parents

e Special consideration for
young infant in foster
care

e Support and
engagement with infant
and parental mental
health research

¢ Residential infant
feeding, sleep and
settling programs which
encompass the
psychological and
emotional perspective
and development of the
infant

e Liaison, collaboration
and/or case
management with child
and adolescent mental
health services, child
development centres,
child health services and
other health
professionals or services
involved in families’ care

e Continued assessment
and management of
infant physical and
psycho-emotional health

o Referral to specialist
services: perinatal and
infant mental health
service, perinatal and
infant
psychiatrist/psychologist/
mental health nurse
follow up

e Support and

allow the infant’s
developing sense of self
and agency to be known

Consultation by video
conferencing about
individual high-risk cases

Consultation and
assessment of parenting
capacity for referred
families

Consider support for
foster carer and children
with special needs

Support and
engagement with infant
and parental mental
health research

Family centred approach
to involve partners,
children and other carers
in the care plan and
addressing their support
needs as appropriate




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

engagement with infant
and parental mental
health research

Table 5: Early childhood mental health care 2—4 years

Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondary/tertiary level

Intensive/treatment
Tertiary level

Potential service provider

e GP, child health nurse,
midwife, health
promotion officer,
Aboriginal health worker,
community service
worker, volunteer,
librarian, day care
worker, pre-school (or
early childhood) teacher,
foster carer

e GP, paediatrician, child
health nurse, midwife,
lactation consultant,
mental health nurse and
other mental health
clinicians in contact with
young families,
Aboriginal health worker,
social worker, day-care
worker, foster carer,
physiotherapists,
occupational therapists,
speech therapists

Early childhood mental
health clinicians, GP,
paediatrician,
psychiatrist, child health
nurse, midwife, mental
health nurse, Aboriginal
health worker,
psychologist, social
worker, child protection
worker, family support
worker, foster carer,
physiotherapists,
occupational therapists,
speech therapists

Early childhood mental
health clinicians,
Community child
psychiatrist, GP, child
and adolescent mental
health nurse, clinical
psychologist, social
worker/occupational
therapist with mental
health expertise,
Aboriginal health worker
with mental health
expertise, child health
nurse with mental health
expertise, child
protection worker, family
support worker, foster
carer

e Early childhood mental
health clinicians,
specialist child
psychiatrist, child and
adolescent mental health
nurse, infant/child mental
health clinical
psychologist, social
worker/occupational
therapist, Aboriginal
health worker with
infant/child mental health
expertise, child
protection worker, family
support worker

Required training

e Competence in engaging
and communicating with

e Competence in engaging
and communicating with

Competence in engaging
and communicating with

All previously mentioned
competencies,

e Specialist expertise and
experience, in addition to




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

young children
individuals, couples,
family members and
groups

Knowledge and
awareness of healthy life
style choices for parents
and young children which
promote positive
emotional health

Knowledge of the
developmental trajectory
and socio-emotional
needs of babies, toddlers
and pre-school children

Health staff - Specific
training in screening and
recognition of perinatal
and infant/child mental
illness risk

Professional education
about parental mental
health at the transition to
parenthood, as well as
child physical and
psycho-emotional health
is required for optimal
delivery of care

young children,
individuals, couples,
family members and
groups

Competence in
promoting engagement
in mental health care
Knowledge of the
developmental trajectory
and socio-emotional
needs of babies, toddlers
and pre-school children
Professional education
about child and parental
mental health care
Knowledge about the
harmful effects of drug &
alcohol misuse, smoking,
and relational trauma on
young children and
mothers

Specific training in
screening and
recognition of mental
illness risk

Professional education
about parental mental
health at the transition to
parenthood, child
physical and psycho-
emotional health, and
screening modalities and
tools, as well as referral

young children,
individuals, couples,
family members and
groups

Competence in engaging
the young child,
individual, couple or
family in specific
behaviours or
interventions
Competence in making a
bio-psychosocial
assessment leading to a
detailed formulation and
care plan

Competence in
identifying and liaising
with appropriate services
on the child, parent and
family’s behalf
Knowledge of the
developmental trajectory
and socio-emotional
needs of babies, toddlers
and preschool children
Knowledge and
awareness of mental
health problems in young
children, and how they
present

Professional education
about child and parental
mental health care

knowledge and skills

Competence in provision
of specific therapies and
interventions

Some specific formal
training in child mental
health is desirable for
clinicians working
therapeutically with
children and the parent-
child relationship

formal PIMH education
and training for clinicians
to work therapeutically
with young children, as
well as continuing
professional
development to maintain
relevant and current
specialist knowledge e.g.
of psychotropic
medications in
breastfeeding women.

All previously mentioned
competencies,
knowledge and skills

Competence in provision
of specific therapies and

interventions for complex
and severe presentations

Some specific formal
training in child mental
health is essential for
clinicians working
therapeutically with
children and the parent-
child relationship




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

pathways, is required for
optimal delivery of care

¢ Knowledge about the
harmful effects of drug &
alcohol misuse, smoking,
and relational trauma on
young children and
mothers

e Training in identification
of risk, referral pathways
and perinatal and
infant/child mental health

e Some specific formal
training in child mental
health is desirable for
clinicians working
therapeutically with
children and the parent-
child relationship

Service components

¢ Routine child health and
development checks

¢ Relationship-based
father, mother and baby
support groups

e Father, mother and
toddler/child shared
activities directed at
promoting parent-child
relationship (e.g. rhyme
and music, story time
etc)

e Playgroup to promote

e Screening made
available across a range
of settings familiar to the
family

e Screening utilising
standardised screening
tools supported by
appropriate training for
delivery (e.g. ASQ:
Social emotional)

e Observation of parent-

child interaction, cues
and miscues, supported

e Home visiting to provide
psycho-education and
developmental guidance,
establish deeper
understanding of family
circumstances and
dynamics, and identify
areas for support

e Psycho-education
(relationship-based
approaches)

e Monitoring parental
mental health, family

¢ Diagnostic screening
tools (e.g. Observational;
PIRGAS, Strange
Situation & Still-Face
Procedures; Parent-
report questionnaires:
Parent-Stress Index,
CBCL 1-3, etc)

e Use of evidence-based
parent-child therapies
that focus on promoting
the attachment
relationship (relationship

e Specialist PIMH
consultation liaison
psychiatrist-led
multidisciplinary service
to young children and
their families identified at
risk of mental health
disorder or who have
significant
physical/developmental?
complications

e Seamless transition
between PIMH care




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

child social development,
Dads playgroup

Telephone support lines
e.g. Ngala, Parenting
WA

Information and
discussion on
toddler/pre-schooler self-
regulation, social and
emotional health, eating,
sleeping, toilet training,
and sibling relationships
(verbal information,
modelling, print material,
web-based information,
social media)

Information on sensitive
parenting, management
of conflict (difficult
emotional and
behaviours relationship
based approaches,
healthy relationships

Discussion with parents
on feelings and
experiences of being a
parent

Information about, and
pathways to, community
resources and activities

Translated/culturally
appropriate parenting

by appropriate
professional training
Bio-psychosocial
assessment of child and
caregiver (parental
mental health, family
functioning, psycho-
social risk, parent-child
relationship)

Systems in place for
routine identification of
children potentially at risk
of adverse
developmental outcomes
due to family
circumstances, which
include screening for risk
of harm to parent, infant
or other children through
relational violence or
drug and alcohol misuse,
and which occur at
predictable points of
service contact during
the child’s first 4 years

Referral for further
assessment/diagnosis

Referral to counselling or
appropriate therapeutic
interventions services to
support caregiver’'s
personal functioning and

functioning, psycho-
social risk, parent-child
relationship with
validated recognised
tools

Supported playgroup
(focus on promoting child
psycho-emotional
development, parenting
skills, and the child-
caregiver attachment
relationship)

Therapeutic playgroup —
run by clinician with
appropriate level of
mental health expertise
(focus on promoting child
psycho-emotional
development, parenting
capacity and the child-
caregiver attachment
relationship, but also
may give emphasis to
particular issues relevant
to participants)

Culturally specific
support groups which
focus on promoting
parental capacity to
support child psycho-
emotional development
and building strong child-

based approaches)

Psycho-education and
development guidance
for parents and
caregivers delivered
within the context of a
therapeutic relationship
Home-visiting — providing
therapeutic interventions
to enhance the parent-
child relationship, as well
as the child’s other
relationships within the
family, and to promote
reflective parenting

Caregiver relationship
counselling and support

Therapists should aim to
limit the child’s exposure
to the parent’s
expression of painful or
negative affect

Individual or couple
therapies aimed at
promoting the parent-
child relationship through
discussion around
caregivers’ own feelings,
background and
circumstances need to
be conducted separately,
when infants > 3 months

provided for outpatients
or during periods of
paediatric, general, or
mental health inpatient
admission

Inpatient admissions for
caregiver and child may
be provided within
mother-baby or
paediatric units when
serious concerns that
mental health of child is
compromised in context
of disturbed
parent/caregiver-child
relationship, or when
behavioural, physical or
neurological problems
evident in the child
impair parental
functioning
Consultation and liaison
to hospital paediatric
wards to provide expert
assessment of risk and
support for child mental
health and parent-child
attachment relationship

Consultation and building
of strong working
relationships with
services who work with




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

information

parenting capacity

¢ Maintain knowledge and
resources regarding
appropriate referral
pathways

caregiver attachment
relationship

Practical in-home
support focused on
supporting parenting
capacity and the child’s
relationships within the
family

Eating, sleep, toileting
and parenting skill day
programs which
encompass the
psychological and
emotional perspective
and developmental level
of the child

Support for child physical
development as
appropriate, including
referral to other health
professionals

Outreach to day-care
centres and schools to
promote and support
ancillary attachment
relationships for children
identified at risk

Specific consideration for
children in foster care

Special consideration
and inclusion in service
delivery for families using

old and are not present

Therapeutic support
services for parental
functioning, child
physical and psycho-
emotional wellbeing
Therapeutic playgroup —
run by clinician with
appropriate level of child
mental health expertise
(focus on promoting child
psycho-emotional
development, parenting
capacity and the child-
caregiver attachment
relationship, but also
may give emphasis to
particular issues relevant
to participants)

Outreach to day-care
centres to promote and
support ancillary
attachment relationships
for children identified at
risk

Residential programs for
eating, sleep, toileting
and parenting skill
development which
encompass the
psychological and
emotional perspective

high-risk child
populations, such as
Child Protection and
Family Court, ATSI and
refugee services

Consistent and
systematised monitoring

Diagnostic screening
tools for parent-child
interaction (e.g.
Observational: PIRGAS,
Strange Situation, Still-
Face Procedures;
Parent-report
guestionnaires: Parent-
Stress Index, CBCL 1-3)

Play therapy for children
who have experienced
trauma, or with
developmental problems,
and whose parents or
caregivers are currently
unable to provide
adequate psychological
and emotional support

Parent-child therapy
structured and open-
ended programs
focusing on parental
representations of self
and child, and which
allow the child’s




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

surrogacy, or with same
sex parents

e Clear local referral
pathways to specialist
care providers

e Support and
engagement with PIMH
research

and development of the
child

Liaison, collaboration
and/or case
management with child
and adolescent mental
health services, child
development centres,
child health services and
other health
professionals or services
involved in families’ care

Continued assessment
and management of child
physical and psycho-
emotional health

Referral to specialist
services: perinatal infant
and early childhood
mental health service,
perinatal, infant and early
childhood
psychiatrist/psychologist
or mental health nurse
follow up

Support and
engagement with PIMH
research

developing sense of self
and agency to be known

Group therapy programs
for parents focusing on
parental representations
of self and child and
development of
parenting skills which
take into account the
child’s social and
emotional needs in
relationship with the
parent

Specialist interventions
for neurological disorders
in the child such as
obsessive compulsive
disorder, autism and
pervasive developmental
disorders as well as
depression and anxiety,
attention deficit
hyperactivity disorder,
disruptive behaviours,
attachment disorders,
feeding disorders etc

Consultation by video
conferencing about
individual high-risk cases

Consultation and

assessment of parenting
capacity for referred




Universal services
Primary level

Early identification
Primary Level

Targeted Services
Primary/secondary level

Management/treatment
Secondaryl/tertiary level

Intensive/treatment
Tertiary level

families

e Consider support for
foster carer and children
with special needs

e Support and
engagement with
infant/child and parental
research

¢ Family centred approach
to involve partners,
children and other carers
in the care plan and
addressing their support
needs as appropriate
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