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1 INTRODUCTION 
 

1.1 Cases concerning interventions with pregnant women suffering from mental 
disorder, illness or impairment are complex, medically, ethically and legally.  
 
Mental disorders are no less common in pregnancy than at other times in a 
woman’s life. Anxiety and depression are common, and when women with pre-
existing major mental disorders such as schizophrenia are at greater risk of 
compromised maternity care.  Pre -existing bipolar and other serious affective 
disorder and personal history of puerperal psychosis predicts a 50% risk of early 
postpartum major mental illness.  Effective care can best be delivered when there 
is good communication, information sharing and joint working between 
professionals involved in caring for childbearing women. Care planning and multi-
agency working is important for ALL mental health patients, however for pregnant 
women it is essential.  The needs of both the mother and the unborn child need to 
be considered. 

1.2 These guidelines will endeavour to give clinicians guidance and support the 
management and care of these clients. 

1.3 Good practice would involve: 

 
1. identifying  potential cases of concern early 
2. consideration of the possibility of pregnancy for appropriately aged females 
3. notifying all relevant agencies and commence joint working through regular 

minuted multi-agency professional meetings 
4. nominating  a lead individual from each organization and ensuring the 

responsibility is delegated accordingly 
5. assessing the patient’s capacity to litigate and to take decisions regarding 

pregnancy, delivery and post-natal care 
6. assessing risk of harm to the patient, unborn child and others 
7. planning the proposed interventions in advance and in significant detail 

 

1.4 Local arrangements are in place for referring clients to the perinatal mental health 
service, Mother and Infant Mental Health service (MIMHS) (see 4.0). It is essential 
that when pregnant women are admitted to a Psychiatric Unit, they are admitted to 
the nearest one to the obstetric unit where they are booked. Where this is not 
possible they must be repatriated asap to the nearest ward. Not all women who are 
inpatients will reach the criteria to be taken onto a MIMHS caseload, the MIMHS 
staff will still be a valuable resource for ward staff, particularly with regard to 
prescribing medication. 
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1.5 Prescribing in pregnancy.  
 
* Refer to KMPT formulary section on medications in pregnancy and breastfeeding, 
this also has hyperlinks to other useful websites. 

* The ward should consult with a perinatal psychiatrist and pharmacist 

* Additional resource is ‘The Maudsley Prescribing Guidelines in Psychiatry’ 12th 
edition, this has sections on prescribing in pregnancy and during breastfeeding. 

 

1.6 Restraint  
When restraint is used on a pregnant woman, restraint in the prone position should 
be minimised.  The restraining team should be mindful of the actual restraint 
position utilised and this should be reflected in an awareness of the use of the 
supine position (face upwards).   Proactive use of holding pregnant women in the 
seated position – ideally on a chair/bed/bean bag is preferred.  This should always 
be of priority in the third trimester of pregnancy 

 

1.7 Safeguarding 
 
From the earliest stage consider whether safeguarding issues are apparent and 
whether it is necessary to refer to the safeguarding team for discussion and if a 
referral has been made to social services via the Central Duty Team (CDT) for 
patients residing in Kent, and Children’s Advice and Duty Service (CADS) for 
Medway. The Trust Safeguarding Children team should be informed of ALL 
pregnant patients that are admitted to the ward regardless of whether or not there 
are identified safeguarding concerns. Good planning is extremely important and 
will ensure that any safeguarding issues are identified and addressed 
appropriately. 

 

1.8 Although the unborn child does not have human rights, pre-birth planning needs to 
take place to safeguard the child once it is born, this may include a pre-birth case 
conference and a legal planning meeting (social services led) as once the child is 
born, the child’s needs are paramount. All practitioners and agencies are expected 
to contribute to whatever actions are needed to safeguard the child. 

 
2 CAPACITY 
                            

2.1 Where the woman has capacity a multi-agency plan should be agreed and shared 
with maternity services, the community midwifery team, GP, Health Visitor, mental 
health services and the woman herself.  The plan should identify what support will 
be in place and who to contact if problems arise, along with contact numbers (see 
appx). 

2.2 A person detained under s.2 of the Mental Health Act 1983 (MHA) retains the right 
to refuse treatment unrelated to their mental condition unless they lack capacity.  It 
must be presumed that someone has capacity unless it is demonstrated that they 
do not.   Assessments of capacity should be carried out in accordance with the test 
set out in the Mental Capacity Act 2005 (MCA) and its Code of Practice and should 
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be properly documented. The approach to be used is that of best interests.  When 
making a decision based on best interests relevant circumstances that must be 
considered include the risks and benefits of the decision including any medical, 
emotional, social or welfare circumstances which relate to the individual who lacks 
capacity.   

2.3 A pregnant woman with capacity has the right to refuse treatment for her 
pregnancy and the welfare of her unborn child does not override that right. The 
MHA cannot be used to detain someone purely on the basis that their thinking is 
irrational. 

2.4 The Court of Protection is designed to protect the interests of people who ‘lack 
capacity’ under the Mental Capacity Act 2005. In terms of becoming involved in 
medical matters, the Court can make decisions for a person deemed to lack 
capacity regarding: 

 

• giving treatment 

• withdrawing existing treatment 

• withholding further treatment 
 
 
3 THE COURT OF PROTECTION  
 

3.1 The Court of Protection has issued guidance on obstetric cases for patients with 
mental disorder, illness or impairment. 

• Patients suffering from a mental disorder, illness or disturbance who are pregnant 
need careful and considered planning and specific consideration as to whether 
applications to Court are necessary 

• Where a pregnant patient is detained under the Mental Health Act 1983 (MHA), it 
is more likely that any care, treatment and interventions related to their pregnancy 
will fall outside the ambit of the treatment provisions under s.63 MHA – if the 
patient lacks capacity to make related decisions, they will fall foursquare into the 
provisions of s.5 Mental Capacity Act 2005 (MCA). 

• If restraint is necessary, careful consideration must be given to whether it is in 
reality a deprivation of liberty – that will fall outside of the remit of s.5 MCA and 
requires appropriate authority/sanction. 

• It may be appropriate for any deprivation of liberty to be authorized by an 
urgent/standard authorization. 

• A failure by professionals or organizations to properly identify early that a 
pregnant patient’s care may require judicial intervention is no excuse for an 
emergency application on or around the time of delivery – such justification is 
likely to receive short shrift by the Judge and potential public criticism in the 
media. 

 

3.2 There is no doubt that applications to Court are time consuming, demanding and 
challenging for the professionals involved.  They are resource-intensive, both 
personally and economically.  However there is now a clear steer from the Courts 
that these applications are not only often considered best practice but in many 
cases are obligatory. 
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Cases which should be brought to Court 

1. Proposed obstetric care is for serious medical treatment 
(a) Whether the proposed intervention is serious medical treatment will depend upon 

the circumstances of each case. 
(b) A planned uncomplicated C-section is unlikely to amount to serious medical 

treatment. 
(c) C-section may be serious medical treatment if the risks to the patient are higher 

than for the average patient or where the intervention may cause a deterioration 
in her mental health, leading to a requirement for force/restraint to carry out the 
intervention. 
 

2. It is likely that a deprivation of liberty will be required to give effect to the 
proposed treatment 

(a) i.e. there is a real risk (a genuine risk) that the patient will require more than 
transient or negligible forcible restraint. 
 

3.   Where there is a serious dispute as to what obstetric care is in the patient’s best       
            interests. 

(a) The dispute must be a serious one and have real substance 
       . 

      4    Where the proposed treatment would amount to a deprivation of liberty that     
      would otherwise be unlawful save for authorization from the Court 
(a) E.g. where the patient is ineligible for a deprivation of liberty standard   
      authorisation. 
 
Crucially, it is not anticipated that every proposed care plan for obstetric care 
for a pregnant patient with a mental disorder, illness or disturbance will require 
an application to Court. 
 

 
4 MIMHS REFERRAL CRITERIA 

 

4.1 The service seeks to address the needs of those Mothers and babies requiring a 
Mental health Service in line with NICE Guidance 2007, Maternity Matters 2007 
and the Child Health Promotion Programme 2008. 

4.2 Referral Criteria 

• Referrals will be accepted from Kent and Medway secondary mental health 
services for assessment and treatment 

• Joint screening of referrals, where possible, between MIMHS and Adult Mental 
Health will be undertaken. 

• Referrals for advice or guidance will be accepted from IAPT services, GP’s, 
Health Visitors and Maternity services in both Acute Hospitals and Community 
Settings. 

• Service Users will be seen by the service at a place nearest to them and 
appropriate to their individual need. 

• The Team will advise and make recommendations for Mother and Baby Unit 
admissions in partnership and liaison with the service Users family, where 
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appropriate, Adult Mental Health Team, GP, Community Mental Health Team and 
Commissioner. 

• The MIMH Service will actively be involved in discharge planning for women 
being discharged from both in-patient facilities and their own service, ensuring 
good quality, timely and comprehensive handover to any receiving clinicians, 
teams or services involved in the patient’s on-going care.  

• Specialist consultation, advice, support and supervision to other professionals i.e. 
Crisis Resolution and Home Treatment and Mental Health Services. 

• To act in a gate-keeping role for women with moderate to severe mental disorder 
during the Perinatal period who require specialist inpatient admissions 

• Training, education and liaison role with primary and secondary care and other 
professionals. 

• All acceptance and discharges of patients to the service be advised to the 
individuals GP and local Community Mental Health Team within 72 hours.  

 
 
 

5 INFORMATION ESSENTIAL TO THE CARE OF PREGNANT WOMEN AND 
THEIR BABIES 

 
Gestation 
 

Ante-natal appointment  

+ve 
pregnancy 
test 

First contact with midwife/GP Discuss : Folic acid, Vit D 
Nutrition, diet & food hygiene 
Lifestyle – smoking, drinking, 
recreational drugs 
Ante-natal screening & anomaly 
scan 

8-12 weeks Booking appointment: ante-natal 
education, maternity benefits, plan for 
labour, options where to deliver. Asked 
about history of mental 
illness/treatment/family history 

Hand held notes given 
BP/ Urine test  Ht/Wt 
Offer screening tests and USSC 

8-14 weeks Dating scan EDD confirmed + dev of baby 
16 weeks Review/discuss results of screening BP/Urine  test 

Consider Iron supps. 
18 – 20 
weeks 

Anomaly scan Check for physical abnormalities 

25 weeks (if primip) BP/Urine test, measure abdo 
28 weeks Offer first antiD if Rh Neg   “        “             “ 
31 weeks (if primip)   “        “             “ 
34 weeks Prep for labour and birth, pain control, 

birth plan 
2nd AntiD if Rh Neg 

  “        “             “ 
1:4 women have CS – risks & 
benefits 

36 weeks Discuss BF, Vit K & newborn tests, 
Baby blues/depression. 

 BP/Urine test, measure abdo 

38 weeks Options/choices if Postdates   “        “               “ 
40 weeks (if primip)   “        “               “ 
41 weeks Offer membrane sweep/discuss IOL   “        “               “ 
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5.1 Ante-natal urine tests 
 
Check for protein and albumin. Indicator of infection that needs treatment, or sign 
of pre-eclampsia. 
 
Pre-eclampsia affects 5% of pregnancies and can lead to a variety of problems 
including seizures.  If left untreated it can be life threatening.  Pre-eclampsia can 
also affect the growth and health of the baby.  Women experiencing this condition 
usually feel perfectly well. 

5.2 Blood pressure tests in pregnancy 
 
A rise in BP later in pregnancy could be a sign of pregnancy induced hypertension.  
It is very common for BP to ne lower in the middle of pregnancy, this isn’t normally 
a problem but woman may feel lightheaded if she rises to stand too quickly. 

5.3 Hypertensive  disorders in pregnancy 
 
Hypertensive disorders in pregnancy are a major cause of maternal, fetal and 
neonatal morbidity and mortality in both developing and developed countries. 
Hypertension is the most common medical problem in pregnancy, complicating up 
to 15% of pregnancies and accounting for about a quarter of all ante-natal 
admissions in the UK. 
 
Pre-eclampsia: pregnancy induced hypertension in association with proteinuria 
and/or oedema (swollen ankles, pins and needles sensations in fingers or both), 
can lead to 
 
Eclampsia: occurrence of one or more convulsions. 
 
All pregnant women should receive antenatal education so that they are aware of 
the symptoms associated with pre-eclampsia, its importance, and the need to 
obtain medical advice. Symptoms include: severe headache, visual problems: 
blurred vision or flashing before the eyes, severe epigastric pain, vomiting, 
breathlessness 

5.4 Blood tests in pregnancy 
 
Blood group – in case a blood transfusion is required at any time during the 
pregnancy/birth   
 
If blood tests show mild/moderate anaemia, iron & folic acid will be prescribed. 
 
Women that are Rh Neg need extra care to reduce the risk of rhesus disease. Must 
be seen by obstetrics if any bleeding occurs PV or trauma to abdomen. 

5.5 Diabetes 
 
More at risk of developing gestational diabetes if overweight, you’ve had diabetes 
had it during pregnancy before, have a close relative with diabetes or are South 
East Asian, Black Caribbean or of Middle Eastern origin. Blood sugar and diet must 
be regularly monitored.  
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5.6 Blood tests for infections in pregnancy 
 
If contracted early in pregnancy, Rubella can seriously harm the unborn baby. 
Syphilis can lead to miscarriage or stillbirth if left untreated. 
Hepatitis B can cause serious Liver disease and may affect the baby if mother is a 
carrier and infected during pregnancy.  
Hepatitis C causes serious Liver damage and there is a small risk it will pass on to 
the baby. 
HIV If HIV positive the Dr will need to discuss the management of pregnancy and 
delivery with patient. There is a one-in-four chance of the baby being affected if not 
treated. One in five infected babies develop AIDS or die within the first year of life.  
An elective CS may be appropriate. Advise not to breastfeed as HIV can be 
transmitted to baby in this way.  

5.7 Foods to avoid in pregnancy 
 
Soft cheeses with white rinds such as Brie and Camembert.  This includes mould-
ripened soft goats cheese, soft blue cheeses. The risk is from listeria and although 
rare can cause miscarriage, stillbirth or severe illness in the newborn.  
Pate should also be avoided in pregnancy including vegetable pate as they can 
also contain listeria. 
Raw or partially cooked eggs can produce salmonella food poisoning unlikely to 
harm the baby bur can give the mother severe diarrhoea and vomiting. This would 
include home cooked mayonnaise. 
Raw or undercooked meat carry the risk of toxoplasmosis, no trace of pink or 
blood should be seen on the meat. Toxoplasmosis is an infection caused by a 
parasite found in raw and undercooked meat, unpasteurized goats milk, soil, cat 
faeces and untreated water.  Although rare, the infection has no symptoms and 
can damage the baby.  Some cold meats are not cooked, they are cured and 
fermented. 
Liver, liver pate, liver sausage or haggis may contain a lot of Vitamin A that can 
harm the baby. 
Vitamin and fish oil supplements Beware of supplements containing Vitamin A 
Fish Most fish is OK but avoid shark, swordfish or marlin. Restrict the amount of 
Tuna (no more than 2 tuna steaks a week or 4 medium sized cans and avoid more 
than 2 portions of oily fish a week, such as salmon, trout, mackerel and herring. 
Always eat cooked rather than raw shellfish (including mussels, lobster, crab, 
prawns, scallops and clams) to avoid food poisoning.  Cold pre-cooked prawns are 
fine. Smoked fish is safe in pregnancy as is Sushi. 
Peanuts are safe in pregnancy unless of course you are allergic to them.  
Milk and yoghurt UHT milk is safe, if only unpasteurized is available, boil it first.  
Yoghurt is fine 
Fruit salad and vegetables should be washed 
Caffeine, high levels can result in babies having low birth weight which can 
increase the risk of health problems in later life.  Too much caffeine can also cause 
miscarriage. Not only found in coffee but in Tea (including green tea) and 
chocolate.  It is also added to energy drinks and cold and flu remedies. 
 

5.8 Infections in pregnancy that may affect the unborn baby 
 
Rubella (German measles) in the first 4 months of pregnancy can seriously affect 
the baby’s sight and hearing as well as causing brain and heart defects. 
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CMV (cytomegalovirus) herpes virus that also causes cold sores and chickenpox. 
Can cause problems for unborn babies such as hearing loss, visual impairment or 
blindness, learning difficulties and epilepsy. 
STI’s in pregnancy Chlamydia is the most common STI often presents with no 
symptoms but can affect the babies health during pregnancy and after birth. 
HIV and AIDS test offered routinely  
Hepatitis B  

 
6 TELEPHONE NUMBERS 
 
MIMHS Maidstone 01622 722321 

Canterbury 01227 768928 
Safeguarding KMPT 01622 725000 
Social Services Central Duty team 03000 41 11 11 
Social Worker (if allocated)  
Midwife  
Obstetrician  
 
 
7 EQUALITY IMPACT ASSESSMENT 
 
The Equality Act 2010 places a statutory duty on public bodies to have due regard in the 
exercise of their functions.  The duty also requires public bodies to consider how the 
decisions they make, and the services they deliver, affect people who share equality 
protected characteristics and those who do not.  In KMPT the culture of Equality Impact 
Assessment will be pursued in order to provide assurance that the Trust has carefully 
considered any potential negative outcomes that can occur before implementation. The 
Trust will monitor the implementation of the various functions/policies and refresh them 
in a timely manner in order to incorporate any positive changes.  
 
8 HUMAN RIGHTS 
 
The Human Rights Act 1998 sets out fundamental provisions with respect to the 
protection of individual human rights. These include maintaining dignity, ensuring 
confidentiality and protecting individuals from abuse of various kinds. Employees and 
volunteers of the Trust must ensure that the trust does not breach the human rights of 
any individual the trust comes into contact with. If you think your policy/strategy could 
potentially breach the right of an individual contact the legal team.  
 
9 MONITORING COMPLIANCE WITH AND EFFECTIVENESS OF THIS 

DOCUMENT 

The following table shows how implementation of this guideline will be monitored. 

 

What will be 
monitored 

How will it be 
monitored 

Who will 
monitor 

Frequency evidence to 
demonstrate 
monitoring 

Action to be 
taken in event 
of non 
compliance 

s. 1.3 Audit Safeguarding 
team 

annually Audit results Action plan 
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10 APPENDIX A  EQUALITY ASSESSMENT SCREENING 
 
General Information 
 
 
Name/s of  function: 
(State whether service, policy, project etc) 

 
Guidelines 

Directorate: 
 

 Nursing and Governance 

 
Function Owner: 

 

 
Date of screening: 

29th December 2015 

 
Is this a proposed, new or existing function? 

New 

Aims of function and monitoring arrangements 
 
The function of this document is to ensure that acute pregnant patients and their unborn 
babies receive the best possible care both physically and emotionally whilst in the care of 
KMPT 
 

 
Do you monitor the policy, procedure or practice in relation to any of the following? 
 
x Complaints                       Eligibility criteria           KPl’s       x      Service Uptake 
 
  x User Satisfaction                Equality characteristics            Other__________    
 
Which protected groups of people will be affected by the policy, procedure or practice? E.g. particular service 
users, staff, patients etc. Please tick the box if any of the following protected groups will be affected? Provide brief 
details about the nature of impact. Use, anecdotal qualitative or quantitative in-house information identified above 
both local and any regional and national research findings, surveys, reports, research interviews, minutes from 
focus groups, anecdotal evidence stated in organisational documents, other forms of engagement activities, pilot 
activity evaluations etc. If there are gaps in evidence state what you will do to  
close them. 

 
Age        YES        x         NO   
 
 
Detail nature of impact 
Justified as guidelines are for care of women of 
childbearing age. 

Disability       YES             NO x  
 
 
Detail nature of impact 

Gender reassignment  YES               NO  x 
 
 
 
Detail nature of impact 

Marriage and civil partnership   
YES           NO  x  
 
 
Detail nature of impact 

Pregnancy and maternity   YES   x             NO   
 
 
Detail nature of impact:  improvement in holistic care 

Race     YES               NO  x  
 
 
Detail nature of impact 

Religion and belief   YES    X           NO   
 
 
Detail nature of impact : If patient discloses FGM , 

Sex    YES   x            NO   
 
 
Detail nature of impact 
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specific plans will need to be made for mode of 
delivery. 
Sexual orientation    YES   X            NO   
 
Detail nature of impact : Possibility of trans-gender 
person having pregnancy. 

Other 
 
Detail nature of impact 

 
DETERMINING EQUALITY RELEVANCE OF THIS FUNCTION? 
 

Does this function have Relevance to Equality & Human Rights? 
 
YES  x     NO   
 
Note: Public authorities need to consider all of their functions in order to determine which 
of them are relevant to the aims of the duty. Some functions will be relevant to most or all 
protected groups.  

 
 

  PROPORTIONALITY - Based on the answers above what weighting would you ascribe to 
this function? LOW 

 
 
HIGH 
 
High relevance to equality, 
/likely to have adverse 
impact on protected groups 

 
MEDIUM  
 
Medium relevance or 
Insufficient 
information/evidence to 
make a Judgement. 

 
LOW 
 
Low relevance or Insufficient 
information/evidence to make 
a judgement. 

State rating & reasons: 
(Green or Low equality relevance of function means does not have to undergo full impact 
assessment because it has nothing to do with protected groups). Function owner should 
conclude the process at this stage.           
 
If you ascribed function equality & human rights proportionality as Red or Amber – Please 
provide reasons. 
 

 Is a Full Equality Impact Assessment required?  

   YES      NO  x 

 (If no, please DO NOT CONTINUE Just date and sign at the end of the form). 

 
YES -    If you have established that there may be some equality relevance adverse  then 
proceed to the Full Equality Impact Assessment 
 
Additional comments: 

Date  Screening was completed 31st December 2015 
Screening Lead:                                                                                           Signed:                                        Date: 

 
Head of Department/Directorate:                                                                Signed:                                         Date 

 
 
If it is felt the policy requires a full equality impact assessment  this form can be found 
by clicking on the below link  
http://staffzone.kmpt.nhs.uk/Downloads/staffzone/policies/EqIA%20Full%20Assesment.doc 
 


