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Maternal deaths related to mental ill health
TOTAL DEATHS
120 (5.11/100,000 maternities)

SUICIDE

SUBSTANCE MISUSE

62 (2.64/100,000 maternities)

Suicide is the second most
common direct cause of women’s
deaths during or up to six weeks
after pregnancy and the leading
cause from six weeks up to one
year after pregnancy.
Late
deaths

58 (2.47/100,000 maternities)

Characteristics
SUICIDE N (%)
Total

SUBSTANCE MISUSE N (%)
62 (100)

58 (100)

7 (11)

1 (2)

Domestic abuse

11 (18)

18 (31)

Two most deprived quintiles

28 (46)

33 (57)

Received recommended
antenatal care

26 (48)

13 (26)

Age < 20 years old

Suicide – mode of death
MODE OF DEATH
Total

N (%)
58* (100)

Hanging

36 (62)

Overdose

11 (19)

Traffic/train

5 (9)

Fall from height

3 (5)

Carbon monoxide poisoning

1 (2)

Drowning

1 (2)

Suffocation

1 (2)

*Unascertained in 4 women

Suicide – timing

Suicide – underlying diagnosis
UNDERLYING DIAGNOSIS
Sufficient information to establish diagnosis

N (%)
47* (100)

Previous treatment for mental ill health in primary or secondary care

40 (85)

Depressive disorder (incl. 6 probable/definite psychosis)

26 (55)

All probable or definite psychosis
• Depressive disorder (6)
• Postpartum psychosis (3)
• Bipolar affective disorder (2)
• Schizophrenia/schizoaffective disorder (2)

13 (28)

Substance misuse
*Out of total of 62

4 (9)

Suicide – highest level of care

Learning points
Communication
Red flags
Amber flags
Risk assessment and management
Crisis, liaison and home treatment teams
Specialist perinatal mental health services
Loss
Engagement with relatives
Prescribing issues

Communication

Past mental
health history or
treatment

Loss or
traumatic
events

Red Flags
A woman in her 30s died violently within two months of the birth of her first
baby. She had no previous psychiatric history but developed what appeared to
be rapid onset anxiety and depressive symptoms three weeks after giving birth.
She became more depressed with preoccupation about her baby’s health and
her belief that she was inadequate as a mother. She self-harmed by lacerating
her arm and was described as guarded in most assessments.
The offer of admission to a Mother and Baby Unit was declined and she was
managed by the home treatment team.

Red Flags
Learning Point

•

Assessments should always include a review of previous history and always take into
account the findings of recent presentations and escalating patterns of symptoms,
their severity and any associated abnormal behaviour.

•

New expressions or acts of violent self-harm are ‘red flag’ symptoms and should
always be regarded seriously.

•

New and persistent expressions of incompetency as a mother or estrangement from
the infant are ‘red flag’ symptoms and may be indicators of significant depressive
disorder. In some instances, this may reflect psychotic thinking. In the presence of
significant illness, such symptoms may be best addressed through inpatient mother
and baby care.

Amber Flags
A woman in her late 30s died violently in the third trimester. She had a prior
Mother and Baby Unit admission after her first child was born and had a
diagnosis of bipolar affective disorder. She also required inpatient care after the
birth of her second child.
She was discharged from mental health care two months before her last
pregnancy. The discharge letter made no mention of risk in future perinatal
periods and though her diagnosis of bipolar disorder was identified at booking,
the plan put in place was that she could see her GP at her own request if her
mood deteriorated.

Amber Flags
Learning Point

•

Regard women with any past history of psychotic disorder as at elevated risk and
requiring individualised assessment of risk.

•

Closely monitor women with a family history of bipolar disorder or postpartum
psychosis and refer if any change in mental state. If they themselves have any mood
disorder or history of postpartum mood destabilisation they should have an
individualised assessment of risk.

•

Personal and familial patterns of occurrence and re-occurrence should inform risk
minimisation strategies.

Risk assessment and management
Lack of recognition of distinctiveness and
progression
False reassurances (‘children protective’; ‘denies
suicidal intent’)
No active management of risk

Risk assessment and management
A woman died violently in early pregnancy. She had experienced complex
adversity and had a history of self-harm, sometimes with significant suicidal
intent. At the time of discovering her pregnancy she had recently taken an
overdose and was describing ongoing suicidal thoughts, but the liaison
psychiatry assessment documents her family as being ‘strongly protective’.
Shortly before her death, and despite two recent overdoses, thoughts of violent
self-harm and increased alcohol intake, an urgently requested mental health
assessment cites her children as protective factors. She died four weeks later.
“Children
protective”

Risk assessment and management
A woman in her 20s died violently a few weeks after termination of pregnancy. She had a prior
history of self-injury - not known at booking. Within two weeks of the termination she presented
to her GP with low mood and suicidal thoughts.
Over the subsequent two months, beginning with thoughts of not wanting to be alive, she moved
on to specific ideas of suicide, followed by actual self-injury, attempted drowning, overdose and
attempted hanging. On the last three occasions that she was seen (psychological therapies
service; GP; mental health liaison) – she described recent significant self-harm and, on two
occasions, the inability to keep herself safe. None of these encounters resulted in any plan for
her immediate safety.
Last presentation - recent onset psychotic symptoms and thoughts of violent suicide. She said
that she could not keep herself safe. All documented by the assessor, but assessment said ‘no
actual plans or intent’; ‘no evidence of mental health crisis warranting hospital admission’.
Discharged from the Emergency Department and died on the following day.

Risk assessment and management
NEW Learning Point

Consider previous history, pattern of symptom development and ongoing
stressors when assessing immediate risk and management of women
with mental health symptoms. Plans should address immediate, shortterm and long-term risk.

Crisis, liaison and home treatment teams
A woman in her late 30s died violently seven months after the birth of her third
child. She had a previous history of severe postpartum mental illness requiring
psychiatric admission and had made significant, violent attempts to end her life
at that time.
She was not referred to specialist services in pregnancy and developed
worsening depressed mood after childbirth.
She was referred to a crisis service three days before her death who noted her
worsening mood but did not recognise her particular risk. They suggested she
access psychological self-help.

Crisis, liaison and home treatment teams
Learning Point

•

Liaison, crisis and home treatment staff should have specific training, at induction
and continuing professional development, in understanding the distinctive features
and risks of perinatal mental illness if they are to provide emergency and out-of-hours
care for pregnant and postnatal women.

•

Formal links should be made with local specialist perinatal mental health services to
facilitate training.

Specialist perinatal mental health services
Lack of referral / engagement with community specialist services
Restrictive referral criteria for specialist services
Response times not taking into account the perinatal context
Pathways into specialist care in context of increasing complexity of delivery
(specialist MW/HV/Obst; maternity psychological therapies services)

Specialist perinatal mental health services
A woman died violently while an inpatient on a general psychiatry ward, toward the end
of the first postnatal year.
Despite a history of hospital admission for depression with suicidal ideation after the
birth of her first child, she was not referred to perinatal mental health services but was
seen by a specialist midwife and her pre-existing community mental health team.
She experienced worsening mood associated with significant risk and was admitted
under the Mental Health Act, but to a general psychiatry ward rather than to a Mother
and Baby Unit. She repeatedly asked to be discharged and was sent home within a
matter of a few days.
No care co-ordination took place with relevant agencies such as health visiting and
there did not appear to be any evaluation of risk in relation to her children. She died
within days of discharge.

Specialist perinatal mental health services
‘The perinatal mental

health service was not
commissioned to see
personality disorders’

Refused assessment
despite previous perinatal
inpatient care

Refused assessment
‘due to her violent
suicidal intentions’

Access via
CMHT

Referrals restricted to
‘antenatal women at
high risk’

Specialist perinatal mental health services
NEW Learning Point

•

Ensure specialist services have the capacity to assess and manage all women who
require secondary care mental health services, and be able to adjust for the altered
(generally lowered) thresholds for assessment in the perinatal period. This should not
prevent shared management of women already engaged with another service, where
that is in their best clinical interests.

•

Ensure perinatal mental health services do not exclude patients on the basis of
diagnosis, where they would ordinarily be seen by general adult mental health teams.

Pathways into specialist care
A woman who died violently in early pregnancy was seen by liaison services
following an overdose. They believed she had already been referred to the
perinatal mental health team, whereas in fact she had been referred to a
specialist midwife.
________________
A woman with bipolar affective disorder, including previous postpartum relapse,
whose diagnosis was recognised at booking, was then referred on to a
specialist midwife and obstetrician, but not to a perinatal mental health service.
No plan was put in place for mental health management. She died violently in
late pregnancy.

Pathways into specialist care
NEW Learning Point

Ensure there are clear and explicit pathways into specialist perinatal
mental health care, which take into account all other aspects of perinatal
mental health provision, including specialist roles within midwifery and
obstetric services, in order to avoid any confusion over roles and
responsibilities.

Pathways into specialist care
Specialist Perinatal Mental Health

Enhanced and Universal Services
Primary Care
Health Visiting

Perinatal Mental Health
Services

Maternity
Social Services

Maternal Mental
Health Services /
Maternity and
Neonatal
Psychological
Interventions
(MNPI) Services

Parent-Infant
Mental Health
Services

Specialist Health
Visitors

Family Nurse
Partnership

Specialist Midwives

Generic Mental
Health Services

Special Interest
Obstetricians

Third Sector

Loss or threatened loss
SUICIDE N (%)
Total

SUBSTANCE MISUSE N (%)
62 (100)

58 (100)

Pregnancy loss

3 (5)

3 (5)

Neonatal death

1 (2)

0 (0)

Post-termination of pregnancy

9 (15)

5 (9)

Infant removed and/or ongoing
proceedings

10 (16)

25 (43)

No known loss events

39 (63)

25 (43)

Loss or threatened loss
A woman died violently the day after she was informed by social services of an
impending court date for removal of her infant into care.
She had a long history of emotional instability and impulsivity and had previously
harmed herself with significant suicidal intent. She also had a strong family history of
suicide. She was engaged with adult mental health services.
The child-care social worker and community psychiatric nurse had an informal
discussion about her mental state in the context of possible child protection
proceedings, but her significant vulnerability does not appear to have been
communicated.
Mental health services were not aware that she had been informed of the likely
imminent removal of her infant and, though they visited within a short period of time of
the woman’s meeting with her social worker, she had already died.

Suicide – timing

Loss or threatened loss
Learning Point

Loss of a child, either by miscarriage, stillbirth and neonatal death or by
the child being taken into care increases vulnerability to mental illness for
the mother and she should receive additional monitoring and support.

Engagement with relatives
Failure to listen to relatives
Failure to educate relatives about seriousness of
perinatal mental illness
Asking relatives to manage risk at inappropriate
levels

Engagement with relatives
A woman died of an overdose several months after termination of pregnancy.
She had developed a range of physical health concerns and received repeated
investigations, but the possibility of a mental health cause does not appear to
have been considered.
Her family became increasingly concerned for her mental state and contacted
her GP repeatedly describing a range of depressive symptoms and social
withdrawal consequent on her physical health worries, which prevented her
from going out. She had indicated to the GP that she did not want information
about her health disclosed to her family and, for that reason, the GP would not
see her relatives.
Accounts were given to the practice of her engaging in self-harm and the family
attempted to communicate their fear that she might end her life. They had
contacted a mental health professional who also alerted the GP to their
concerns, but she died on the same day.

Engagement with relatives
NEW Learning Point

While relatives provide invaluable support to the woman, complementing
the care provided by universal and specialist services, they should not be
given responsibilities beyond their capabilities or be expected to act as a
substitute for an effective mental health response.

Prescribing issues
A woman who died violently four months after delivery had been treated with
antidepressants in primary care, for anxiety and panic. She made the decision
to stop medication herself on discovering the pregnancy. She remained well
throughout pregnancy. There was no discussion of medication intentions after
delivery, and she had no additional input from her GP after her six-week check.

Prescribing issues
NEW Learning Point

If psychotropic medication has been discontinued in advance of, or
during, pregnancy, ensure women have an early postnatal review to
determine whether they should recommence medication, carried out
either by the GP or mental health service depending on the level of preexisting mental health care.

Active management
NEW Learning Point

Where a woman with severe postnatal illness has previously responded
well to treatment then there should be an expectation of a good recovery
from subsequent postpartum episodes. Ensure that it is recognised that
discharge from inpatient care before recovery is achieved is likely to be
associated with continued risk.

Comprehensive
specialist
service
provision
Awareness of
loss

Good
communication

Proper risk
assessment
Recognition of
distinctive
perinatal
presentations
and progression

Distinctive perinatal
presentations and progression

Core skills of assessment and
risk management

