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			This book is dedicated to the many pregnant and postnatal women I have met over the years, in Cardiff and Vale and elsewhere.


			It is especially dedicated to Bethan Short/nee Jones who tragically died in 2021 leaving her 3 children, the youngest of whom was barely a year old. Her story is included during the book, as it happened; please look out for it and be assured it was a pleasure and a privilege to know and care for her through the difficult and the joyful times of her three pregnancies.


			


			RIP Bethan.
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			INTRODUCTION


			Prior to embarking on this venture, I confess that I often used to skip past book introduction sections. I no longer do this as I can empathise with why the author wants to write them! The decision about what to include and what not to can be agonising, and the desire to give an explanation in advance to what you have written and why you have written it, is strong. So please humour me and give it a read.


			As I approached retirement in July 2020, I began to ponder how to document the history of the Cardiff and Vale perinatal community mental health team which I helped to bring into existence from when I became a consultant psychiatrist in 1998. At first, I envisaged a pamphlet which would likely sit gathering dust in the corner of the perinatal office after I retired. I started considering it more seriously whilst clearing out the drawers in my office. On finding a wealth of old letters and documents pertaining especially to the early years, before we became digital, I realised there was a lot more than a pamphlet’s worth to write about. My colleagues no doubt sighed inwardly when I would emerge from the office I shared with our manager Jayne Miller, excitedly reading out to them something I had written or been sent 20 years previously. I am sure they sighed even louder when I nagged them to remind me when they started working for the team and could they please put in writing thoughts and memories they had about the service? And then of course there are the mums themselves who we have looked after and who I like to think we have benefitted. I wanted to include their thoughts and stories and pondered the best way of doing this.


			Once I did retire, I spent much time on the research aspect, which involved going through the 100s of emails I had sent on to myself at home and which told the story of the various stages the service had gone through. There were some missing links. Up until around 2002/2003 email was used sparingly so my hoarding of old letters meant I had lots of material from 1998 until email became the preferred method of communication. Then the trail became more elusive as IT at Cardiff & Vale had ditched most messages from prior to 2009/2010 and my efforts to find a way of recovering them led to a dead end. The historian in me remains very frustrated by this (I did an OU degree in History, graduating in 2018). As you will see if you read any further, the period between 2003 and 2009 was one of comparative stability and I don’t think I’m missing anything vitally important by not having so many records about this period. Also (and very sadly you may think) I have kept a personal diary since the age of 13. Which I set about reading through to find mentions of work-related events and found some interesting quotes, not all of which are repeatable!


			After finding various ways of contacting people who had worked within or around the service over the years, those who were able to reply provided themes which helped me decide how to put the book together. I am very grateful for all those who have contributed; some pieces I have included in full in one place, others I have incorporated parts of into appropriate places in the text. The names of those I have quoted more extensively will have been asked for their consent. Where this was missing, or through personal preference, I have either used the organisation name or in a few instances a first name only. The clinical stories that I tell (apart from those where I have had consent, or the ladies have written accounts for me) have had their details changed and mixed up to prevent identification. Some of them are an amalgamation of several cases to illustrate a particular point.


			Tackling this project mostly in a pandemic lockdown has had its pros and cons, the major advantage of course being that there was not a great deal else to do! The disadvantages were not being able to travel back to Cardiff and do my own nosing around or to have informal chats with people in passing rather than having to formally email them or arrange a zoom call. The book was my priority but was certainly not theirs! As restrictions eased, I was able to do some of this which was great and added important information, but also prolonged the process and meant I missed my first deadline of completing the book by the time I had been retired a year.


			Another challenge was trying to show the frustrations I experienced over the years of having multiple meetings about the same thing, being told different things by different people (and sometimes different things at different times by the same people) and of starting again with a project that we had been making headway with until someone new started and wanted all the information again (and breath..) All this without making it too confusing and frustrating to read. But not making it confusing and frustrating to read does not then paint a true picture of what it was like! You see my dilemma, I hope. I was also surprised (or maybe not) at how autobiographical the project became, and I found myself having to resist the temptation to include stories unrelated to the one I was trying to tell. But I have indulged myself with some less relevant stuff, along with various whimsical thoughts that have occurred to me over the years. Many of which I do not expect agreement on but hope you will at least ponder. 


			When I decided to write this book, I thought it was important to tell it warts and all and not to just paint a lovely rosy picture of how wonderful the journey had been (especially as I have a particular dislike of the use of the word journey unless it involves actual travelling). At times in my career, I found myself frustrated, upset, annoyed, and defeated and there are parts in the book when I will appear to be critical of organisations and events. This criticism is not personal, it is only my opinion, and I am fully aware there are many other ways of looking at the same events. I also genuinely believe that, with very few exceptions, people working within the NHS in general and in Cardiff & Vale more specifically, are working as hard as they can at the tasks they are given to do. What I often found myself thinking was that some of this hard work was misplaced and could have been more productive if directed differently. 


			In putting it all together, I decided to go for a theme which fits the subject matter, as will become apparent in the titles of the chapters.


		

	

			1


			BACKGROUND INFORMATION


			If I’m lucky enough that anyone is reading this, then if you are in the perinatal mental health field and have the relevant background knowledge you will probably want to skip this chapter. For those other colleagues, family, friends and maybe even friends of friends who are politely reading it without this knowledge then thanks so much and you may find the information below helpful. There is also a resources/glossary section at the end of the book as well as brief biographies of some of the names that crop up. 


			It has long been recognised that childbirth is a risk to a woman’s mental health – I won’t dwell on the this but would recommend Motherhood and Mental Health by Ian Brockington if you are interested in the historical context, it is a fascinating book (1).


			The iconic graph below is one I have always liked to show early in talks to audiences who are unaware of this risk. It was published by Kendell et al in 1987 and considered a population of 470,000 women over a 12-year period (2). It clearly shows that the greatest lifetime risk for being admitted to a psychiatric hospital is in the first 90 days after childbirth, and is particularly high in the first 30 days. Women with bipolar 1 disorder (see later) were seen to be particularly at risk
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			A response I have sometimes had “but that was ages ago, it might be different now” was disproved when another study in 2016 produced similar findings (3).
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			This has generally been regarded as the ‘tip of the iceberg’ and it is not only women who become unwell enough to need an admission that we care for in perinatal teams. But it does illustrate that something significant is happening at this time, with hormonal changes surely playing a significant, but still poorly understood, part.


			Any woman with a pre-existing mental disorder of any sort can get pregnant. And any pregnant or postnatal woman can develop a mental disorder of any sort. Hence why I often think of perinatal psychiatry as adult psychiatry with added baby. But the baby necessitates other considerations when managing and treating whatever that condition is, including how to facilitate the mother’s ability to care for her baby, both practically and emotionally.


			One way of viewing postnatal mental disorder is to split it into the following 3 conditions:


			Postnatal Blues


			This is a usually self-limiting period of emotionality that occurs most commonly from days 5-10 postnatally and coincides with the significant hormonal changes occurring then. Symptoms include anxiety, tearfulness, irritability, and mood swings. These are so common as to almost be considered a ‘normal’ response to childbirth. But if they persist or are particularly severe, they could herald the arrival of either of the other conditions about to get a mention.


			Postnatal Depression


			Depression is not the same as feeling miserable or fed up. There are characteristic features which underpin it, and depressed people often say the feeling is different to what they would recognise as sadness. It has been argued that depression occurring postnatally is no different to depression occurring at any other time. This, in my opinion, is a moot point and I’ll explain why after you’ve read the following list of the main symptoms of depression – which, it is important to note, apply equally to fathers who can also suffer with postnatal depression, 


			Poor sleep


			Early morning waking


			Feeling worse first thing in the morning then improving as the day goes on (Diurnal variation of mood)


			Reduced appetite


			Weight loss


			Reduced energy


			Poor concentration


			Reduced libido


			Obsessional symptoms


			Low mood


			An inability to feel pleasure or enjoyment (anhedonia)


			Anxieties about the past, present, or future


			Hopelessness


			Suicidal thinking


			Even if depression occurring postnatally is the same illness that occurs at other times, experiencing it after you have just had a baby gives a different intensity and meaning to these symptoms. They are happening at a time when women think they should feel joyful, and that is other peoples’ expectations of them too. Anhedonia can be misinterpreted by women (and sometimes by the professionals they are seeing) as lack of bonding with the baby, leading to guilt which further exacerbates the symptoms.


			For many women, the first few postnatal weeks can be daunting, and they may experience some of the symptoms above as they adjust to motherhood. Which is why postnatal depression is not usually diagnosed until after 6 weeks or so. During which time reassurance that these symptoms are common, and not an indication of inability to be a good mother, is important. Care should be taken when asking about and interpreting the meaning of symptoms. For instance, enquiring about sleep can elicit a “well what do think it’s like” look, and a better indication of possible depression is if a woman is unable to catch up on lost sleep when their baby is asleep. 


			Another way of considering the debate about whether postnatal depression is different to other types of depression is to split it into 3 broad groups, matching my personal experience. The first are women who struggle with depression chronically and have a baby amidst this – which brings extra challenges. Secondly, there are women with a vulnerability to depression for whom childbirth is a trigger, but there could equally have been a different trigger. Finally, there are women – and I have encountered many – who become depressed for the first time either during pregnancy or after having a baby. This comes as a complete shock and whilst there could be many factors at play, my hunch is that biological changes play a larger part in these women.


			Puerperal/postpartum/postnatal Psychosis


			This is a particularly severe condition which presents suddenly and dramatically, most commonly in the first couple of weeks following childbirth. It is often described as the only true psychiatric emergency because of the abrupt and marked change from their usual demeanour. Women often appear very perplexed, with marked lability of mood and disorganised behaviour and they sometimes have delusional (false) beliefs about the baby. It is not a common condition but as mentioned above there is a much greater risk for a woman with bipolar 1 disorder. This is a mood disorder characterised by bouts of significant depression and mania or hypomania (elevated mood amongst other symptoms) with long periods of ‘normal’ mood in-between. 


			Alongside this traditional grouping of conditions, and as already mentioned, a woman can also develop symptoms of any mental health disorder for the first time when they are pregnant. Or they may become pregnant whilst taking treatment for an existing condition. Meaning that decisions need to be made about the safety of using medications in pregnancy. No medication is risk free in any situation and for a mum, the thought that she may be harming her baby by taking medication is anxiety provoking. The benefits of keeping mum well are weighed up against the (generally small) risks of taking a medication in pregnancy and we are increasingly seeing that for most medications, bar Sodium Valproate (originally a drug for epilepsy but also now used as a mood stabiliser) the most important factor is for mum to remain well. And if medication is needed to achieve this then that is better for mum and baby than to struggle on without. This issue on its own is enough to fill a chapter – references are at the end instead (4,5).


		

	

			2


			THE PRECONCEPTION PERIOD


			In any foray into history there is always the prehistory, and it can be difficult to stop delving further and further back. My first thought had been that as there was no visible perinatal community service when I arrived in Cardiff, the story started there. Which makes me guilty of what I am critical of - making assumptions based on what you see immediately before you. Nothing happens in isolation and there were of course seeds sewn way before 1998. And the more I asked the questions and researched it, the more numerous and scattered it appeared they were. I need therefore to describe those seeds in more detail, along with the wider context, before I can relate what happened from1998. I will divide this into:


			• National development of perinatal services


			• My experiences 


			• Perinatal services in Cardiff and Vale prior to 1998, inpatient and community


			I refrained from having another heading of international development of perinatal services, though I will say more later about this through the International Marcé Society. But it is, I think, fair to say that the UK has been relatively advanced in the development of perinatal mental health services and for now I will mention mainly what was happening in the UK.


			National development of perinatal services and the realisation of need 


			From the 1940s, women had sometimes been admitted to psychiatric hospitals with their babies, especially in the old asylums. But as these closed and care moved more into the community, it was some time before new more appropriate facilities began to open, and there was little development of more specialist services in the interim. Some of this was explained by a belief that psychiatric symptoms in the perinatal period were no different to those occurring at other times in a woman’s life and could be managed by general psychiatrists. This was reinforced by the lack of a specific coding in the classification systems ICD and DSM – an issue which has still not been properly resolved, despite the advances in services. 


			An increasing (though still relatively small) number of psychiatrists were trying to develop perinatal mental health services around the UK, usually doing so within existing resources of both time and money. They were also pushing for perinatal psychiatry to be formally recognised and in 1992, a working group of the General Adult Faculty of the Royal College of Psychiatrists recommended perinatal services be established and the first council report was published. In 1994 a Perinatal Special Interest Group (PSIG) of the college was established. 


			Midwives, health visitors and obstetricians were also pushing for mental health services, appearing to recognise the risks more clearly than much of the psychiatric world. Professor John Cox at Keele, and others, had developed the Edinburgh Postnatal Depression Scale (EPDS) as a screening tool for postnatal depression and health visitors were tasked with putting this to women and forming a plan depending on their score.


			I’m delighted to introduce the excellent Travelling Circuses which started shortly before I became a consultant. They were the initiative of Professor Ian Brockington, then the consultant on the Birmingham Mother and Baby Unit (MBU) which had opened earlier in the 1990s. This was one of only a relatively small number of purpose-built units around the country and The Travelling Circus of MBUs was a way of providing education about perinatal mental illhealth at minimal cost. At a time when perinatal community services were few and far between and the subject not high up on the agenda of educational meetings, these were invaluable. The teaching that was coming from the PSIG was more medically orientated, and other disciplines often struggled to get funding for paid courses. The format of the Circus was that staff from all the existing mother and baby units along with other interested multidisciplinary staff would be invited to the host MBU and hear talks put on by local speakers. It was a great opportunity to network with people from other parts of the country and to see what facilities were around.


			There were further national developments which I will mention later, but these were some of the ones that occurred in the preconception period of the Cardiff perinatal service and was the situation when I became a consultant in 1998.


			My Experiences


			My first foray into perinatal psychiatry began in 1994, soon after the PSIG came into existence and the first council report had been published. I was in my first job as a senior registrar (the current senior trainee level) and working at St Ann’s Hospital in Poole. This hospital was then part of a Trust overseen by Dorset District Health Authority, and their Chief Executive wanted to put on a day about clinical issues for the executive and non-executive directors. She decided that the Bournemouth Trust should base their talk around mental health. At that time there were a couple of rooms on one of the wards at St Ann’s big enough to hold a cot and so deemed appropriate for admitting mums with their babies. The Trust decided these should be showcased, and that a female psychiatrist should talk about perinatal psychiatry. I am extremely grateful for this apparent sexism, as being the only female psychiatrist there, the task fell to me. I knew very little about it all - but help was at hand as I was given, by management, an audio tape of Margaret Oates (perinatal psychiatrist in Nottingham and very much part of the group of psychiatrists trying to give perinatal a name) giving a talk about Perinatal Psychiatry at a Royal College of Psychiatrists conference. I researched it all a bit more, and by the time I had written my talk, I felt I knew everything there was to know about perinatal psychiatry! I gave my presentation, it seemed to be well received, and then it was time for lunch. The chap sitting opposite me who was an epidemiologist asked where I had got my prevalence rates from. I looked at his name badge and had to admit I’d been presenting his data!


			This fortuitous experience sparked my interest and I decided perinatal should form the ‘special interest sessions’ we were encouraged to develop during our senior training. I went to meet with Alain Gregoire, at the time a general psychiatrist in Salisbury, but whose heart was in perinatal. Which he was doing outside of his official job plan, as was common then. He enthused me further and suggested I join the International Marcé Society which I did. The origins of this are described in the resources section (please do have a read) but in brief it is a multidisciplinary society for professionals working within perinatal mental health and holds a biennial meeting wherever in the world the current president works. Its first president was Ian Brockington, who I have already mentioned as starting the Travelling Circus. The Marcé Society also has regional groups across the world, including in the UK and Ireland (UKIMS) of which more will be said later. I attended my first biennial Marcé meeting in London in 1996 and looking at the notes I made then, the issues have not changed dramatically to this day – but are being addressed by more and more people.


			I embarked on a research project supervised by Alain with the aim of developing a questionnaire which could predict the women most at risk of postnatal depression. In doing this research I found that, as I had read in the text-books, over 10% of the women I screened had completed an EPDS suggesting they had postnatal depression. The results were analysed by a statistician and 10 of the most predictive questions out of the 100 in the first questionnaire were chosen to form a second questionnaire and the process was to be repeated. But it never was as I ran out of time in my training to do so. I did learn a lot from doing it, including the acceptance that pregnant women were more amenable to participating in research projects than patients within general psychiatry. I was also grateful for how helpful the maternity service and health visitors had been in distributing these questionnaires for me.


			When doing some perinatal ‘on the side’ during a busy rehab job in Southampton, I embarked on a solo obstetric liaison service - as I called it in the paper I managed to get published on it (6). Word quickly got around my colleagues, some of whom were unclear as to what constituted perinatal. I was once asked to see a woman who had had triplets. This may not seem that inappropriate – but the children were 5 years old! I was still keen and willing to help and happily saw this lovely lady (in the absence of the children who were quite appropriately in school..) and she appeared to benefit from my input. And the issues we discussed felt very ‘perinatal’ putting into question how you can ever decide when the perinatal period is over…


			When my good friend Sharon became pregnant, she was excited to do some field work for me. I sent her off to her antenatal classes in Romsey armed with questions about postnatal depression, expecting to sigh about the poor-quality answers my research had led me to believe there would be. Contrary to my expectations, she returned with reassuring responses which somewhat altered my opinion, though this may not have been representative of the whole of the UK. 


			In April 1997, I went to do what would be my final year as a senior trainee with Alain in Salisbury. He was still working as a general psychiatrist, and I did clinics with him in the New Forest until the Royal College of Psychiatrists came along to visit the service. They decided it was not a suitable learning environment for trainees and removed their training status. In response to this, the Trust threw money at the problem, agreeing to fund Alain to be a tutor for the trainees and employing a locum to work in the New Forest enabling Alain to pursue perinatal work. Alain also negotiated between the health authority and the private sector, obtaining an agreement that as an NHS consultant he would look after mothers and babies admitted to the private hospital, Marchwood Priory. This freed up money to pay for CPN time. I was delighted to spend the last 4 months before becoming a consultant helping Alain to set up the community part of the service, developing referral criteria, having meetings with the perinatal CPN Jo, and visiting perinatal services around the country. This set me in good stead to want to develop a similar service when I arrived in my new job in Cardiff. 


			It was also when working with Alain that the preventative aspect of perinatal work came alive for me, and I particularly remember a case presentation we did about one of the first ladies we saw. She had a diagnosis of bipolar disorder and her previous admissions with mania had been at crisis point, involving many people, before she would arrive in hospital under a section of the mental health act. Her diagnosis put her at considerably increased risk of puerperal psychosis, so we devised a plan in pregnancy to try to reduce this risk. The problem with prevention is that you can never prove you have prevented anything as you cannot know for sure what would have happened without intervention. But she did not become unwell, and we were pretty convinced our planning had contributed towards this. What sticks in my mind is that we sat down to work out how many people as well as her had been spared the trauma that had surrounded her previous admissions. It came to around 40 people and a dog!


			Perinatal services in Cardiff and Vale prior to 1998


			Inpatient


			I was told from a couple of sources of an incident in Cardiff in the early 1980s, when a woman admitted with her baby to A4, a psychiatric ward at the University Hospital, pushed her baby out of the window. I have not been able to obtain further details of this, but it is the sort of occurrence that is likely to have contributed to a more suitable provision being considered.


			Helen Bennet had previously trained as a midwife and in 1984/5, when working as a sister on East 2A, a ward at Whitchurch Hospital, she was asked to host a mother and baby bed there. 
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			Whitchurch Hospital


			Diane Dyson replaced Helen as sister on East 2A for Helen’s maternity leave in 1986. She described how the room deemed most appropriate to house a mother and her baby was one of 3 side rooms off a male dormitory which had a basin. Diane remembers on one occasion people stepping around a baby who was lying on the floor in the middle of the lounge. This bed was not used much in the time she was there, but when it was Diane made the point that they were “quite oblivious to how inappropriate it was”. 


			A similar provision was available at Sully Hospital, originally built as a TB hospital in 1936. It changed functions several times, with cardiac surgery and paediatrics also featuring in its history. In the late 1970s it began to treat mental illness and housed an acute ward, Gwynneth ward, an old age ward Morgannwg ward, and a day hospital.
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			Sully Hospital


			Geoff Charnock, formally a Charge Nurse on Gwynneth Ward, told me that between 1982 and 1992, 10 women from the then South Glamorgan Area Health Authority area had been admitted to Sully Hospital with their babies. Geoff explained that they had used a four bedded dormitory, taken out two of the beds and replaced them with cots. They referred to this as a facility rather than a unit and it was staffed by health care assistants and psychiatric nurses, none of whom had had any specific training. A lady I met in 2015 told me that in the 1980s she had spent the first few months of her own life in Sully hospital with her mother. 


			This ad hoc provision for inpatients, with its inherent risks, fits with what I have mentioned had been happening since the 1940s with women and babies being admitted together to existing general adult facilities. However, those in charge of the Sully provision had greater ambitions, and when I arrived in 1998, at one end of Gwynneth ward there was a 3 bedded Mother and Baby unit complete with a small living area and a milk kitchen. 
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			As you can see from this plaque, the unit had been officially opened in June 1992 and ultimately was what attracted me to the job. I am very grateful to Geoff for providing me with a document from June 1993 which reviewed the first year of operation of the unit and was very enlightening. It stated that the opening of the MBU “marked the end of a 12-year struggle to provide a properly funded and organised professional service for the mother with mental illness”. A fulltime nursery nurse was appointed which presumably would have been seen as a major step forward. 


			The document goes on to say the unit “sets out to provide an environment that is both safe and sensitive to the needs of women, their families and their partners/husbands and which enables them to adjust to the change in their personal circumstances by the process of teaching. The Unit acknowledges gender and race as an important aspect of the service”. It stated that “While at the Unit the mother has easy access to other Health professionals such as Health Visitor, Midwife and Psychologists.” The mention of psychologists surprised me as when I started in 1998 this was something we struggled to get access to. There was a linked health visitor “who monitors the development and well-being of the babies within the Unit and also coordinates with the baby’s GP and generic health visitor and also provides advice and guidance in the care of the babies”.


			The paragraph on staffing is interesting and it is hard not to read between the lines that it was a justification rather than a reason: “From the outset it was planned that the unit be staffed by the nursing team on Gwynedd Ward and not by a small group of staff who were recruited specifically to work in the Unit. This was to ensure flexibility of staffing within the Mother & Baby Unit and to allow the ward staff to act as back up to the unit when circumstances demand more resources.” 


			The first mum and baby were admitted on May 1st, 1992, and in the first year the unit had an occupancy of 83.2% as this pie chart shows
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			The following part of the document discussed various issues that had arisen during that first year and made some recommendations. It is hard not to raise an alarmed smile when reading point 7 of the discussion points.
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			Community Provision


			Before researching for this book, I had not fully understood the ambitions of those involved in the creation of the Sully MBU and their plans for a community service. This was brought home to me when I read in the document Geoff provided that: “The service forms the focal point of a developing South Glamorgan “Motherhood & Mental Illness Service” with community support, Day Patient facilities and Hospital Outpatient facilities.” The roles of the community service are outlined and were to be undertaken by CPN Billy Hardy and Dr Brian Harris as the consultant psychiatrist. 


			So why when I arrived 6 years later, was there no real evidence of such a service? It’s a matter of interest that South Glamorgan Area Health Authority no longer existed, having been replaced by Bro Taf Health Authority in 1996. The map below shows the area covered by the latter. It is not clear if this was relevant to why the service did not continue.
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			It seems more likely that when both Brian Harris and Billy Hardy moved on from Sully, there was no one to take up the mantle in the community and the project that was the South Glamorgan Motherhood and Mental Illness service left with them…?


			In Cardiff, Diane, formerly sister on East 2a, was now working as a CPN at the Pendine CMHT. She recalls how in 1993 when she returned from maternity leave, people came to her for advice about postnatal depression because she was one of the few in the team with a baby! Helen, whose maternity leave she had covered, had moved away from the area but returned to Cardiff in the mid 90s and began working with Diane in the field of perinatal mental health. Helen’s memory is that it was a struggle to forge links between mental health and maternity services. They also worked with the health visitors to encourage them to use the EPDS, Diane holding regular training sessions with them and with Home Start support workers in Cardiff West. Shortly before my arrival in Cardiff, Diane and Peryn Morgan did a formal 6-week training programme for health visitors in the use of the EPDS. Diane also wanted to encourage all the CMHTs to have a CPN with a specific responsibility for any pregnant and postnatal women referred there. When I started in Barry, I was made aware of an existing postnatal depression support group there and understood there were similar groups in different parts of Cardiff.


			All this illustrated to me that women in the perinatal period in Cardiff and the Vale had not been ignored by services, and that efforts had been made to address their specific needs in a multidisciplinary way. But it seemed much of this help was not clearly coordinated and, apart from the MBU, does not appear to have been formally funded. This sets the scene for what came next after I arrived as a new consultant at Sully hospital on January 12th 1998….


		

	

			3


			CONCEPTION


			Part 1 – Fertilisation: January 1998 – September 2000


			I gave a lot of thought to when conception occurred, and concluded it had been in two stages. Which fits with the biology as after an egg is fertilised it takes a few days for it to implant into the uterus and only then does pregnancy begin. I see my arrival in Cardiff as the fertilisation of the service, but something more needed to happen before it could be regarded as a viable service. And as you will see this took somewhat more than a few days… 


			I’ve already introduced the MBU but to enlarge on this, the women who were admitted shared other facilities with the patients on the main ward, including meals. Whilst the presence of the MBU had been my main reason for applying for the post, I was aware that it did not meet the standards I had been learning were optimum for such a unit. I quickly realised that the staff working on Gwyneth ward were not all overly enthusiastic about spending some of their shift there “I’ve got to be on the unit this afternoon” followed by a big sigh was not unheard of. Suggesting that the plan to staff it in the way described in the document I included earlier was questionable.


			An early memory of Sully Hospital that remains close to the surface is of the day I visited prior to starting, to take to my new office the stuff I had accumulated in my previous ones. I lugged several large boxes into the lift and pressed the button. What felt like a lifetime later, the lift eventually deposited me and my boxes onto the first floor. I did have a moment’s panic, wondering what I had done deciding to work here. But then I saw my office with its view of the sea and thought perhaps I had done ok.
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			My other impression was that Sully Hospital was not likely to be with us in its current capacity for much longer. Painting commenced soon after I started and whilst others saw that as a sign it could not be closing soon, my experience told me differently. I explained that in my (admittedly short) career so far, I had seen several establishments in Hampshire close quite soon after being given a new lick of paint.  


			The General (and main) part of my post was to look after the mental health of the fine people of Barry, at that point being the only consultant for a population of 50,000. My official base was Sully hospital, where my secretary Jean Pitts had an office 3 times the size of mine with an even better view. I knew my place! Jean was a mine of information having worked there for years, and was extremely efficient; sometimes it seemed like she had typed my letters before I had even dictated them! There was a community mental health team based at the Amy Evans centre in Barry where I did my clinics and we held referral meetings.
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			The Amy Evans Centre


			The team was made up of 3 trained Community Psychiatric Nurses (CPNs) and a nursing assistant who coped admirably with the morbidity that characterised Barry and which is material enough in itself for another book. We worked closely with the social workers from the Vale who inhabited the 3rd floor.


			My role in Barry was arguably quite enough work for a new consultant. But being young and energetic, I was determined to develop a perinatal community service like the one I had left Alain Gregoire further developing in Hampshire. I have retained my first consultant job plan from August 1998. This was done by Dr Brian Harris, the previous consultant in Barry, who I have mentioned already as an advocate for perinatal services. Despite this, there is no mention whatsoever in the job plan of any dedicated time for perinatal, or even of specific time devoted to the mother and baby unit. Leading me to conclude that the title I’d insisted on, Consultant in General Adult and Perinatal Psychiatry, was agreed with to humour me.


			I was not aware at this point of the work being done by Diane with the health visitors and decided to start with them, sending around the following memo: 


			
[image: image]




			The questions I asked were:


			Do you believe you have a role to play in the management of postnatal depression as well as other psychiatric disorders occurring during and after pregnancy?


			1. Have you had many education sessions on the subject?


			2. Have you had training on the use of the EPDS and do you use it?


			3. If the answer to question 3 is no, do you think this would be useful?


			4. Do you feel you have the support of your GP colleagues when you do have a woman you are concerned about?


			5. Do you feel you have had support from psychiatric services when you have been concerned about a woman’s mental state?


			6. What information would you like included in the meeting I plan to organise?


			7. Any other comments?


			I have retained 10 of their replies, which suggest that at this time women identified as developing postnatal depression were prioritised by their health visitors. They saw this as part of their role and were committed to further developing the support they could offer. Only half of those who replied said they had had training on the EPDS and regularly used it, those who hadn’t were keen to have some. Clearly not all of them had been able to access Diane’s training. Most of them felt supported by their GP colleagues if they were concerned about a woman; half of the responses said it had not always been easy to get input from psychiatric services. Following on from this I arranged to meet with a group of health visitors in March, and they were keen for further training and development of a service.


			Despite what I said about the attitude to the MBU, there was enthusiasm for perinatal matters amongst some of the staff at Sully. As early as 20th January - 8 days after I started though I already felt like I had been there for years - Pat, one of the nurses on Gwynneth ward, and Karen, CPN in Barry, came to the Basingstoke Travelling Circus with me. And the following day, Enda, a senior nurse, did a journal club on postnatal depression. Outside of Sully, I met again with the health visitors, who remained enthusiastic and in April I met with Ian Jones, a senior psychiatry trainee, and we discussed research on perinatal mental illness. It was evident to me that there was an appetite for all things perinatal, despite there not being a service. The exception that proves the rule was evidenced by a talk I gave to a group of GPs. I wrote in my diary that they were “not impressed and did not believe in postnatal depression”, an attitude I had come across previously, but which I had hoped was on the decline.


			It was a steep learning curve managing the MBU, which was not surprising as I had never worked on one. Those were different times when the ‘see one, do one, teach one’ ethos that used to pervade medical training was still alive. I do not remember thinking that someone should have trained me to work on the MBU, I saw it as my responsibility to learn as I went along. I was in communication with Dr Brian Harris, but rather than using him as a source of help and advice, I remember feeling quite vulnerable and was determined to show him that I could look after the MBU as well as he had. One of the challenges was in saying no to an admission and in April I went to see a lady in a hospital in a different part of the Bro Taf area. I have written that I had a “very stressful decision to make”. Though it happened 23 years ago as I write, I do remember this lady who had a chronic and enduring mental illness. Even when relatively well she struggled to look after herself, she was not in a relationship, and it seemed highly unlikely she would be able to care for a baby. I overheard her consultant telling another member of staff that she didn’t know what the unit was for if it was not for someone like this. At the time I did not feel it was in mum or baby’s best interests to come onto the unit and that it was right to say no, though I do wonder if I may have made a different decision with more experience. But even then, we tended towards admitting some women who others thought would be unable to parent, as Dr Cath Curran has reflected. Cath was one of my first junior doctors when I arrived in Sully and was working with me at the time referred to above. She had been employed in Cardiff for some years and was knowledgeable about local services, so in supervision sessions it often felt like she was supervising me! In Cath’s words:


			“As to Sully and the perinatal service, I think an abiding memory was of how caring it was, the atmosphere and the way it worked. Especially given the limited facilities! But the team focussed on the task at hand and care passionately about the mothers and their babies and it was such a pleasure to work for the limited time with them that I did. Some of the mothers were perceived as hopeless cases by others, but I think the service worked hard to all them all the opportunities they needed to be with their babies while still keeping the child’s interests at heart”


			Throughout the year I did several talks on perinatal issues at Llandough, to GPs and the obstetric trainees, as well as attending a Travelling Circus in London. I can only marvel at the energy I must have had to fit all this in at the same time as being the only consultant in Barry, with a job plan that did not include any perinatal work. It was also the days before satellite navigation and despite my trusty A-Z, I often got lost driving around to visit people. I would (in tears of frustration) phone Jean who would patiently try to direct me, not always successfully. And all was not plain sailing even when I arrived at the correct destination. I went to do a visit in the notorious Billybanks in Penarth (now demolished). I entered through a heavy main door and went upstairs to the flats. There was no one in so I came down again – and could not open the main door! I tried and tried, scratched my head then eventually phoned Jean asking if someone could come and rescue me. Fortunately, someone walked past outside and hearing my shouting pushed the door open. By the time I got to Sully word had got around that I’d been locked in, and it was a while before I heard the end of it…


			By October my predictions about the fate of Sully Hospital were starting to come to fruition. We had a meeting about its possible closure and the need for a public consultation, which was thought likely to trigger some opposition. Alongside concerns about services being transferred further from the local population, it was also a Grade 2 listed building bringing up a different level of anxiety about its fate after the demolition of another nearby Grade 2 listed building a few years before.


			By November 1998 I decided it was time to announce the first Travelling Circus in Wales to be held the following February. I had not felt confident enough to do it alone, roping in Sarah Oke and her unit in Bristol to do it with us. I contemplated Sully as the venue but decided against it for the reasons shown in this flyer:
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			I clearly thought a sheep was needed to reference that we were in Wales. The headed paper shows that Sully was then managed by Llandough Trust, who I was also employed by. You will note as you go through the book how many changes of organisation name and structure can happen in 20 years which, in the great scheme of things, is not a long period of time.


			1999


			Despite the possibility of Sully closing, we kept up with the paperwork associated with the MBU, updating the operational policy and the mothers’ information booklet. I am sure we must have had discussions about what would happen to the unit once Sully closed, but I do not recall having undue concerns about it. We were still admitting women from various parts of Wales and were confident it was a much-needed facility. We had a plaque to say it had been opened by the BBC, surely this highlighted its importance. And I had been asked to give a talk on perinatal from as far away as Carmarthen, surely this must mean I was recognised as a specialist Perinatal Psychiatrist?


			As planned, we held the Travelling Circus in February at the postgraduate centre in Whitchurch and as you can see, I had expanded from just sheep ….
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			I was pleased to find I had retained a letter I received afterwards from Jackie Benjamin, a research assistant in Birmingham, thanking me for letting her make a pitch about Action for Puerperal Psychosis (APP). This was another initiative of Professor Ian Brockington who had begun collecting cases from the West Midlands region. Jackie took this over in 1995 and recruited over 500 members from across Britain. APP is still alive and well today; more information about it can be found in the resources section.


			In April, the first of many organisational changes I was to witness happened when Cardiff & District Community (CDC) NHS Trust took over managing the eastern and central parts of the Vale of Glamorgan and Sully hospital (it also managed the dental services, hence the rather irreverent nickname ‘mental and dental’). As we had suspected they would, CDC acted on the long-standing concerns about the viability of Sully Hospital and invited a body called the Health Advisory Service (HAS 2000) to come and inspect it. This was an independent charity with experience in the mental health field. They visited in November and before the official report regards the whole hospital was prepared, their verbal feedback on the MBU was significant. I had already met with David Lewis, then acting Chief Executive of the CDC, about the potential relocation of the MBU, on November 1st. A couple of days later David met with myself and the other consultants at Sully and “dropped the bombshell” (as I have written in my diary) that the MBU would close to admissions. I’ve also documented that “I tried not to get too upset” which I expect I totally failed to do, as I am not the best at hiding my emotions, even when I am sure that I have a poker face! 


			A subsequent joint letter from Bro Taf and CDC revealed that “The representatives expressed their serious concerns regarding immediate security of patients at the Mother and Baby Unit.” I am not sure how much of a surprise this was to CDC, but they took the concerns very seriously and sought legal advice before declaring “Our intention is therefore to immediately cease to refer patients to the Unit whilst discussions can take place on its future provision within the context of the other major problems that we face at Sully Hospital.” The letter concluded in a positive manner, suggesting all was not lost as: “The consultant responsible for the service, Sue Smith, will remain available for referrals and to provide support and advice to patients, GPs, Social Services and other referring agencies.” Thanks for that then, I remember thinking!


			Soon after, I went to Trenewydd, then the headquarters for CDC, to meet with David and a representative of Bro Taf to discuss this further. Looking back, it is credit to CDC that they included me in these discussions, as subsequent experiences I have had suggests this was not a given. Once I recovered from the initial shock and disappointment, I realised I had mixed feelings about the closure. I knew the MBU was far from ideal, and having argued against this sort of model, it would have been hypocritical to fight for it to stay open in its current form. I hoped instead to secure a better MBU for the women of the Bro Taf Health Authority area. What I did disagree with was the abrupt closure, believing that on a risk vs benefit level, the scales tipped more towards benefits for women being admitted there with their babies compared with being separated from them or going to a more distant MBU.


			I was still attending as many external perinatal educational events as I could, and later that month I went to a perinatal services study day in Coombe Wood MBU in London. There I waxed lyrical about the closure of the unit and was pleased to gain a lot of support for our situation from colleagues, many of whom had had similar experiences. Whether for keeping this unit open or for the hopeful development of a new and better one, I was pleased to receive several supportive letters from them. Gareth Jones, a consultant colleague in Cardiff wrote one of his trademark angry letters about it and I was interviewed by Radio Wales about the closure in early December.


			In preparation for the anticipated debate about the need for an MBU and a perinatal service, I set about gathering some statistics, which I had retained in the handwritten form they were in. They show that we had:


			24 admissions to the MBU in the time I had been there, split into:


			• 16 from Cardiff. 


			• 4 from Carmarthen, 


			• 2 from Gwent, 


			• 1 from Merthyr 


			• 1 from West Glamorgan. 


			There had been another 6 women referred but not admitted.


			I also noted the number of outpatients I had seen which numbered:


			• 17 from Cardiff, 


			• 21 from Barry (probably the most because I worked there) 


			• 2 from Penarth, 


			• 3 from Mid Glamorgan, 


			• 1 from Carmarthen 


			• 1 from Pontypridd. 


			Most of these referrals had come from GPs.


			In similar amateurish style, I put together the following documents which you will see a bit later were used by CDC Trust and Bro Taf as a model for a perinatal service, even if it was some time before said service was developed.
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			2000


			Early this year I had further letters of support regards the MBU closure from the obstetricians in Cardiff, and the Health Visitors in Barry. I was optimistic that we had a good argument for keeping a unit in Cardiff somewhere and that it was just a case of negotiating where it would go. After all I was a consultant in general adult AND perinatal so surely that would count for something….?


			On 31st January, I had better not reproduce the words I used to describe the meeting I had with Phil Chick and Lawrence Hamilton (now sadly deceased) from Bro Taf Health Authority. Suffice to say I was not happy. I was very proud of the document that I had lovingly produced (see above) and I had looked forward to discussing this with Bro Taf. I put the kettle on in preparation for the meeting. Lawrence, waving my paper in the air, said “I see you have a dream” and proceeded to put a puncture in my plans, pointing out that there were 2 other Trusts in the Bro Taf area, namely the Pontypridd and Rhondda Trust and the North Glamorgan Trust. Either of these may be better placed to host an MBU than Cardiff he said. I did not make them coffee…


			Fortunately, I was not alone in my ambitions, as Cardiff and Vale NHS Trust (which Cardiff and District NHS Trust had morphed into on January 1st - I did warn you) were keen to re-provide the service. As early as February, we went to visit the Rawnsley Unit at Monmouth House in the University Hospital, an acute general psychiatry ward which had replaced A4 on the main UHW block. The facility would not have been significantly different to the one on Gwynneth ward, with one end of an acute ward being cordoned off to house the unit. The plan was to make it more self-contained than the Sully unit, with meals being prepared there, and with more dedicated staffing. I convinced myself it was workable as I was not optimistic anything better would be forthcoming.


			That same month I had a job planning meeting with Delyth Alldrick, then clinical director. Finally perinatal psychiatry appeared on my timetable, with a session on a Thursday afternoon and one on a Friday morning. Her accompanying letter refers to the possibility of the MBU moving to Monmouth House, acknowledging that I did not think it was ideal and that “dedicated staffing and the necessary capital would be necessary before re-opening could be established”. I was pleased that we were able to formally arrange with the Bristol mother and baby unit, then an 8 bedded unit in Southmead hospital, for women living in Wales to be admitted there. I was a little unhappy when they insisted on assessing women themselves before agreeing to admission, rather than taking my word for it. I feel slightly ashamed of my petulance now but at the time I felt it was justified! 


			Alongside the negotiations about the MBU, I had been trying to establish myself as a perinatal specialist without a unit and I held what I referred to in my diary as my first perinatal clinic at Sully Hospital on April 7th. I have documented that “only one person came but it’s a start!”. The figures quoted a few pages ago remind me that I had already been providing this service, but this was my attempt to formalise and advertise it. 


			In May, Alain Gregoire wrote to the world and his dog about how he was “encouraged by the consideration being given to re-establishing an MBU in Cardiff” and highlighting the reasons this was important to do. He received a reply from Bro Taf – which I was copied into along with the other 10 people Alain had copied his letter to. It reassured me to read that Bro Taf said they were “working closely with our planning partners and in particular Cardiff and Vale NHS Trust to develop plans to relocate these services”. And I was relieved that they continued to do just, plans regarding the new unit beginning to develop.


			This process made me realise that the management courses I had been on as a senior trainee had not fully prepared me for the actualities of management and change. Involvement in this real-life event taught me much more about layers of management and the pressures felt at different levels. It is human nature to see your immediate boss as the one with all the power, only there to upset you and make your life more difficult. I realised through this process that my immediate boss, Cardiff & Vale NHS Trust, had its own boss, Bro Taf Health Authority, whose job it was to upset them and make life more difficult. And Bro Taf, in turn, had the Welsh Assembly as their boss to upset them and make their life more difficult. The truth was that no one was setting out to deliberately upset anyone, they were doing their job, at whatever level they were at, as well as they could. It helped me to remember this throughout the rest of my consultant career and I hope it made me (a little) more patient and understanding when being told I should be doing things I did not think I should be doing. 


			I continued establishing my perinatal clinics through the summer and to make sure my care and advice was up to date, I attended external events such as another Travelling Circus in Southampton and the biennial Marcé conference in Manchester in September. The replacement of the MBU remained on the agenda and we continued to have meetings about this throughout the summer and early Autumn. 


			Part 2 – Implantation: September 2000


			When I decided to write this book, my memory told me that Diane Dyson had been developing the service with me almost from the time of my arrival in Cardiff. There is a mention of her in my diary in March 1999 when we visited a lady together. But the memories I have of us meeting in Sully hospital, around the same time the MBU was closing, are clearly false ones. It was not until September 2000 that she came to see me in Sully having recently started a Community Health Studies degree. 


			You have already heard about the work Diane had been doing in the community since developing an interest in perinatal after her own daughter was born. Having reverted to student status on starting her degree, she was able to work fulltime with me in perinatal and quickly became involved in the negotiations regarding the mother and baby unit, as well as the community aspect. We did several joint home visits in the early days as we felt our way into how best to make it all work. We did not want to advertise our services too widely as Diane would finish her degree in Summer 2001 and it was not clear what would happen then. We realised that a few women who would likely have been admitted to the MBU, were well managed at home with Diane and Vicky, one of the nursery nurses from the unit who had been doing some hours in the community since its closure. We saw a glimpse of what we could achieve with a dedicated service.


			In November I attended a course that for some reason I had been nominated for, about an initiative called the Icarus project. I have been on many training days – before and since – but this one has stuck with me; I have quoted it many times and I wanted to document it here. It was a European project that looked at how different countries in Europe supported children and families where there was parental mental illness. Representatives from each country were given 3 scenarios and asked what their response would have been to each of them. I was unable to find the documents I was provided with, but the following reference gives more detail (7). My point is a more general one, so the following brief explanation will give you the basic idea. The first scenario was of a woman developing postnatal depression. The second scenario was the same woman having a second child, but her husband was now drinking heavily, they were having marital difficulties, she was low in mood again. In the 3rd scenario everything was in chaos, the family had broken down, the children were deemed to be at risk. Sadly, it was the 3rd scenario that was most familiar to me as the one we were coming across regularly in the CMHT in Barry. Where it would generally be regarded as “social” and not psychiatric. But many of the other European countries stated that if they had been involved in scenarios 1 and 2, their intervention would have prevented it from getting to scenario 3. It may have been that we were being more honest about our limitations in the UK. But sadly, this did match with my experience, which was that services of various sorts discouraged referral until the situation was ‘bad enough’. I remember spending a whole day on a childcare social services course teaching us how to complete a form which would demonstrate whether things were serious enough to fill in an actual referral form…


			It is something I feel very strongly about (to the annoyance of others I know) that intervening before things are in crisis is a lot less time consuming in the longer run and prevents a lot of suffering. But as I have said once already, but it is worth repeating, you never know exactly what you have prevented, so this is not easy to prove. As an illustration of this, I recall a woman who had been referred by her GP where I did a home visit on my own, without being warned of any safety issues. The woman had just had her 3rd baby and was sat in a chair looking very glum as her two other young children hovered about looking a little anxious. There was a heavily tattooed man sat on the sofa (not sure who he was) and the mum’s partner was pacing around saying he didn’t know what to do with her and she had better be careful because he had served time in prison for violent offences. It transpired that he was deemed too risky for the health visitors to call to the home, and the family were refusing to go to the surgery. This struck us as a somewhat odd reaction to the risk in terms of what it could mean to the children, but social services did not appear to be concerned. We set about helping the family – antidepressants for mum and regular visits from Diane and Vicky. 


			I clearly recall going around several months later when it was Christmas. The tree was up, the house was decorated, mum was feeling much better, there was a warm and welcoming atmosphere and the children had made us all Christmas cards. It is sad to reflect that on discharge to the CMHT when the baby was a year old, they had much less input and the situation sadly deteriorated again. It was a reminder of the preventative nature of what we do in perinatal and how we were managing aspects of the social side of the situation as much as the mental health. And that doing the former greatly benefitted the latter.


			Despite our small size – Diane fulltime, myself with 2 dedicated sessions, and some input from Vicky, I did feel the service had been conceived and was hopeful of a happy and healthy pregnancy…


		

	

			4


			FIRST TRIMESTER


			2001


			When I was researching for this book, I was struck by the long gaps between changes to the service in these early days. I had to remind myself that although I was determined to grow a perinatal team, I also had another job as a general consultant in Barry where until now I had been the sole consultant. And mostly what we were doing in perinatal was unofficial, unfunded, and not managerially supported. 


			The process of consultation regarding the closure of Sully Hospital had continued during 2000, and plans were formulated to transfer inpatient services to Whitchurch Hospital. It closed its doors in spring 2001and I have noted in my diary “last ward round at Sully. Wore hats”. Sadly, I’ve not been able to locate any photographic evidence of the hats. I was given a large office to myself in Whitchurch on a corridor known as the Llewelyn Suite. I did my clinics in an office in Amy Evans, but as it was also used by others, I never felt total ownership of it. The admin staff were probably the most affected by the move, my secretary Jean having to squeeze into a much smaller office than her palatial one in Sully. 


			As a result of the closure of Sully, extra funding was pumped into the locality CMHTs, with one created for the first time for Penarth. In Barry we were able to advertise for a second consultant and a permanent staff grade, which freed up more of my time to do perinatal. I was now, in my eyes at least, a half-time general and half-time perinatal psychiatrist. I did struggle to let go of responsibility for the whole of Barry as others will attest to. Tayyeb Tahir, who had been working as a staff grade with me, acted as a locum consultant for a time and had to work hard to persuade me that we should do separate rather than joint ward rounds. 


			Diane and I spent time pondering how best to provide a community service in the light of our limited resources and the need to set a safe and reasonable limit on who we could see. We therefore framed ourselves as a Tertiary referral service – meaning we would take referrals from secondary care, mainly maternity and CMHTs, but not from primary care. Our experience until then suggested that if a woman developed postnatal depression, she would be supported by her health visitor and GP who could refer her to the CMHT if they were concerned. After assessment, if the CMHT felt our input would be helpful, then we could become involved and work with the CMHT rather than taking over the care. This seemed a sensible way of managing our time, especially as we were becoming increasingly aware of the desire of maternity services to have someone to refer their currently well, but at-risk ladies, to. It was also the way that most perinatal services in England that we knew of tended to work – needing there to be a keyworker from the CMHT before they would take women on.


			Diane and I were also heavily involved in the continued planning for perinatal inpatient services. In January I had received a draft of a consultation document regards the reestablishment of a mother and baby unit, stating it would be part of a wider community perinatal mental health service. I was pleased that Bro Taf appeared to have taken my suggestions on board – alongside other sources of advice, including the Royal College of Psychiatrists recommendations. There were brief negotiations with Gwent who had shown some interest in contributing to the funding to increase to 4 beds, but this did not materialise. The plans went ahead for a 3 bedded unit, and the finished consultation document went around in March 2001 to 26 consultees throughout the Bro Taf health authority area. The document went through the options that had been considered, namely the second phase of the Royal Glamorgan Hospital in what was then the Pontypridd and Rhondda NHS Trust, or the future purpose-built mental health unit on the Llandough site. These two options were dismissed because they would not be available for 3 years. The preferred option was the Rawnsley unit at UHW “as either an interim measure or a permanent transfer”. Remember this sentence and the following one: “The Mother and Baby Unit would form part of a wider integrated service with links to maternity services, paediatrics, social work, community and outpatient services in addition to mental health services.” There was also a comment about the opportunity it would provide for research.
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DR SUE SMITH

In January of this year I took over as Consultant Psychiatrist covering the Barry and Rhoose arca.

Thatis probably enough work in tself!
However I also have responsibility for the mother and baby beds on Gwynedd ward at Sully
Hospital. But only a minority of women who suffer postnatal depression actually see a
psychiatrst and so those reaching the mother and baby unit are just the tip of the iceberg

Whilst working in Winchester, Southampton and Salisbury I was involved in liaison with
primary care and maternity services helping in management of women with psychological

problems associated with childbirth
Ibelieve health visitors have a key role in early detection and management of postnatal

depression.

However I know that you have a lot of other key roles too!

o in order for us to work together on this, it makes sense that we talk about it first

I'm aware that some of you will have more interest and experience in the area than others and so
if'you could spare the time to answer the enclosed questions I'd be very grateful Please could
‘you retum your answers to me at Sully Hospital.

Iplan o organise a lunchtime meeting at the Amy Evans Centre to perhaps give a short
presentation and discuss things further.

‘Thanks for your time!
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DISCUSSION POINTS

‘The following are observations and points of discussion in the light of the experience of the
first year of operation of the Unit.

1 Several patients and staff have expressed their concern about the lack of daylight in the
day area. When the Unit has 3 mothers and babies in the Unit the day area is
overcrowded and somewhat dark.

2 The limited day arca restricts the amount of room that the mothers have to play with the
babies.

3 The heating and ventilation system does not seem 10 cope with the needs of the Unit. It
tends to be hot in the summer and cold in the winter.

4 There is o facility for a 'quiet area’ other than the mother's room. If the mother is
visited by family or frineds the Unit does not allow any degree of privacy.

5 Thetoilet facilityis adequate.

6 The patients have on occasion expressed a need for a radio.

7 The policy of the Unit states that babies will not normally be kept in the Unit once they
can walk. However, this is not always possible and in the past we have had babies that
have been able (o leave the Unit without being scen. Although this has never
happened, the babies" safety would be increased if some sort of baby gate were fitted in
the Unit.
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RECOMMENDATIONS & CONCLUSIONS

The first year's operation has been a success, we have leamed many lessons and spent
considerable resources in training and staff development. The very high bed occupancy rate
indicates that the Unit has been well received by the local community and the commitment of
all those involved in the Unit has been outstanding. However, some of the recommendations
which follow are intended to outline a plan of continuing development of the Unit to increase
the already high standards even further.

1 Theenvironment of the Unit is sometimes very claustrophobic - this could be improved
by looking at some means of allowing natural light to enter the day area, for example,

by replacing the top half of the partition walls with glass panels.

2 Although all of the ward staff have undertaken Child Protection Act training there is
still a need for an educational programme which would provide basic child care skills to
the staff working in the Unit. This is particularly so in the case of new members of
staff.

3 The Unit has received considerable positive publicity from most media channels.
However, it is felt that the role of the Unit is not fully understood and this has lead to
patients not being fully aware of the work of the Unit. In order to improve this
situation it is felt that 2 publicity and training pack be circulated to local Health
Visitors, GPs and midwives to raise the profile of the Unit in the mind of the Health

Care professionals even further.

4 The problem of security needs to be addressed as soon as possible. Although we have.
had o incidents to date, this does not mean that we will not have any. The installation

of the security measure discussed earlier should have an early completion date.
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‘The Mother & Baby Unit Travelling Circus crosses the
Severn Bridge!

Wednesday February 10th 1999

at

‘Whitchureh Hospital, Cardiff
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30 November 1998

Dear Colleague.
Following the June meeting in the Cassell Hospital, we write o invite you 1o the next
meeting hosted by the Welsh contingent but jointly organised with Bristol. No
passports needed (0 cross the bridge - but you will be sent back ifyou don't have the:
£4 tll!

Our Mother and Baby unit s at Sully Hospital, which can be difficult o find and
doesn’t have a room big; enough for the host of peaple 1 hope will be eager 10 attend.
Video evidence of its existence will be shown but the vene for the mecting is the

Education Centre at Whitchurch Hospital, map enclosed.
As usual the meeting is multidisciplinary and anyone interested who is not on the.
mailing list is encouraged to atiend. If people would like 1o present posters of recent
work , please be in touch as soon as possible so we can organise enough room to
display them.

Registration will be at 10am with the meeting (o start at 10.30am

“The full programme will be available on the day, but speakers will include Dr Brian
Harris (Consultant Psychiairist) speaking on the use of psychotropic medication in

pregnancy and the puerperium and Paul Barrows ( Child psychotherapisy) talking
about Bonding disorder, Interspersed with these talks will be clinical presentations

and other stimulating material
Yours sincerely

Dr Sue Smith

Consultant Psychiatrist

Sully Hospital, Hayes Road, SULLY, South Glamorgan, CF64 5YA S
Tel: 01222 711949 Fax: 01222 530881 NHS
WAl
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“The Royal College of Psychiatrists set up a working party in 1992 (0 look at the
treatment of perinatal mental illness.
“Their conclusion was:

* All women who require secondary psychiatric services following childbirth should
be treated by a consulant psychiatrist who has a special interest in their condition
supported by a multidisciplinary team, This treatment should take place wherever
possible in their localty. n the event of their requiring inpatient care they should be
admitted together with their infant, wherever possible to a specialist facility”

They suggested that the following staffing levels were appropriate.

1 consultant session per 1000 deliveries postnatal only.
1.5 consultant sessions/ 1000 if high risk and already ill women included
SHO

Inpatient staff

Community staff

Social worker

Occupational therapist

Liaison health visitor

Paediatrician & child psychiatrist

“To an extent, the number of beds needed depends on the amount of community
support available.
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10am Registration & Welcome
10.30am Dr Paul Barrows : Infant Mental Health
11.15am Dr Sarah Oke : Predicting isk

12.00 Mrs Enda Evans: The birth of the Sully Mother & Baby Unit

namimen N

1.30pm Karen Venners & Hilary Southam:
A postaatal depression support group:- The Great Divide!

2 pm Dr Brian Harrs: Psychotropic medication in pregnancy &
breastfeeding

2.45pm Dr Sue Smith: Getting the balance right

3.30pm Tea & Close
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Roles of a Comprehensive Perinatal Mental Health Service

Management of women with puerperal psychosis and serious or
complex mental illness following childbirth

Provision of admission to a mother and baby unit or intensive
community based treatment

Liaison with primary care, maternity services, social services ( adult
and child ) and local voluntary services

« Advice on management of pregnant women with pre-existing mental
illness

Establish systems for screening for postnatal depression

+ Develop protocols for treating antenatal and postnatal mental illness
in different settings

« Assessment of parenting capacity in mentally ill parents

« Education within undergraduate and postgraduate medicine;
midwifery and primary healthcare staff training
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Guynedd Ward Mother and Baby Unit

Bed Occupancy

Bed Occupancy Rate from ist May 92 till 1st May 93
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Security of the Mother & Baby Unit remains a concern. Recent submissions to the

Security Meeting have suggested the following measures to increase security

1 The nurse call system currently in the Unit be extended so that the alarm will
sound not only in the Unit but also in the Ward Office

2 Theinstallation of a lockable door which would be located at the entrance of the
‘ward which could be locked at night and which would open if the Atiack Alarm

or Fire Alarm was sounded.
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MOTHER AND BABY UNIT
Officially opened by
KIM MARKS BBC Wales
12th June 1992

UNED MAM A'l PHLENTYN
Agorwyd yn swyddogol gan
KIM MARKS BBC Cymru
I2ed o Fehefin 1992
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