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what does this mean?
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raditionally research has

looked primarily at perinatal

depressive disorders in
comparison to perinatal anxiety
disorders. This disparity in research
was highlighted at the recent
International Association for
Women’s Mental Health (IAWMH)
6th World Congress. Here it was
discussed that patients diagnosed
with perinatal depression might not
respond to treatment due to an
underlying undetected anxiety
disorder.! Depression and anxiety
commonly are comorbid conditions
and recent research has shown us
that perinatal anxiety is as or more
common than depressive disorders.!
Although exact prevalence rates
have been hard to determine, it is
thought at least one in ten women
suffer from an perinatal anxiety
disorder. Current perinatal research
has focused on the DSMIV
(Diagnostic and Statistical Manual
of Mental Disorders, 4. Edition)
defined anxiety disorders which are
generalised anxiety disorder, social
phobia, specific phobias, obsessive-
compulsive disorder, post-traumatic
stress disorder and panic

disorder.23

Risk factors

Dr Liana Leach at the AWMH
congress presented a systematic
review of risk factors and correlates
of prenatal anxiety. These include
demographic and social factors such
as young age, single, low-level
education and low socio-economic
class. Other factors include
relationship difficulties, prior
difficult pregnancy and perinatal
loss. In the postpartum period,
negative birth experience,
prematurity and difficulty with
breastfeeding are all correlated with

anxiety disorders.!
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Why is identifying Anxiety
disorders important
perinatally?

Maternal outcomes: The
presence of an antenatal anxiety
disorder increased the likelihood
five-fold that the women will
develop a postpartum depressive
disorder. They also significantly
decrease the quality of life for the
women and affect the quality of
her parenting.s Specific phobias
such as fear of blood, needles and
labour are also particularly
problematic during the perinatal

period.

Avoidance symptoms after a
traumatic delivery are particular
problematic. These symptoms can
result in women avoiding contact
completely with the infant
involved or avoiding further
intimacy with their partners for
fear of another pregnancy. Anxiety
symptoms in mother postpartum
have been shown to impair
maternal-infant bonding and
attachment.4 Excessive maternal
preoccupation and may lead to
problems with separation from
the child and an overall stressed

home environment.4

Depression and anxiety commonly are comorbid
conditions and recent research has shown us that
perinatal anxiety is as or more common than

depressive disorders.!

Labour and delivery are traumatic
events for many women, with
some women experiencing a
threat to their own or their infants
life. Post-traumatic stress disorder
has been found to be prevalent in

about 1-6% women post delivery.+
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Foetus/Child: Mothers
emotional state during pregnancy
has been shown to have an effect
on delivery parameters and has
long lasting effect on childhood
development. Children born to

stressed, anxious mothers are



more likely to be premature and
have a low weight for gestational
age.5 Dr Vivette Glover presented
research at the IAWMH Congress
from the prospective 'Avon
Longitudinal Study of Parents and
Children(ALSPAC). The ALSPAC
study looked a large birth cohort of
mother-children pairs born in the
early 1990’s. After controlling for a
multitude of other cofounders they
found that children exposed in utero
to high levels of stress at 32 weeks
had more emotional difficulties,
higher rates of attention deficit
hyperactivity disorder and conduct
disorder at age 13. This is thought to
be due to epigenetic measures,
which are the interactions with the
in-utero environment and certain
genotypes of the catechol-o-
methyltransferase gene (COMT) and
brain-derived neurotrophic factor
(BDNF) genes.®7 Different
genotypes of these genes are
associated with mood and anxiety
disorders.® Other reported
consequences of perinatal stress
include neonatal sleep and
behavioural difficulties,
victimization in childhood and an
increased likelihood of developing

asthma or immune dysfunction.

Management of perinatal
anxiety disorders

Ideally the management of all
perinatal psychiatric disorders starts
prior to conception with
identification of at risk women. A
discussion can then occur about
anxiety management strategies
perinatally.

Since common medical disorders
can present in similar ways to
anxiety disorders, it is important to
exclude any medical conditions
including thyroid abnormalities,

anemia or low blood pressure.

Figure 1: NICE guidelines (2014) screening questions for maternal

mental health care.

1. During the past month, have you been bothered by feeling down, depressed or

hopeless? Yes/No

2. During the past month, have you been bothered by havng little interest or

pleasure in doing things? Yes/No

*one or more positive responses requires more investigation and potential referral.

Although very rare it is important to
keep in mind the presence of a
pheochromocytoma which presents
very similarly to many anxiety

disorders.

The Edinburgh Postnatal
Depression Scale (EPDS) is
validated for use in anxiety
disorders.*" Any score above

eleven is an indication for further

Ideally the management of all perinatal psychiatric
disorders starts prior to conception with identification
of at risk women. A discussion can then occur about
anxiety management strategies perinatally.

There are no national guidelines and
limited research in South Africa on
the use of screening tools in
pregnant or postpartum women.
The National Institute for Health
and Care Excellence guidelines
published in 2014 recommend the
use of two questions shown in
Figure 1 and the two questions from
the GAD-2 scale (Figure 2).° These
are initial screening measures at
first patient contact. If either of
these screens is positive or there is a
clinical concern, they recommend
using the Edinburgh Postnatal
Depression Scale (EPDS) scale and
consideration of referral to a mental

health care provider.

investigation, and a positive
answer to question 10 (self-harm
question) requires prompt

intervention.

Non- pharmacological
management

There is limited research on the
treatment of anxiety disorders in
pregnancy and pharmacological,
and non-pharmacological
management is most likely the
same as in their non-pregnant
counterparts.+ Psychotherapy is
the first line treatment for mild to
moderate anxiety disorders.
Cognitive behavioural therapy is

the gold standard for the majority

Figure 2: Generalized Anxiety Diosrder scale (GAD-2)

1. During the past month, have you been feeling nervous, anxious or on edge?
2. During the past month have you not been able to stop or control worrying?

* answers are rated and scored — (not at all, several days, more than half the days

and nearly every day).
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of anxiety disorders. Other therapies
found to be useful are individual
supportive therapy and mindfulness
groups for generalized anxiety

disorder.34

Pharmacological
management

Treatment of Anxiety Disorders
perinatally is not thought to differ
from the general population. The
main treatment options are

antidepressants and

benzodiazepines.
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and benzodiazepines.

Treatment of Anxiety Disorders perinatally is not
thought to differ from the general population.
The main treatment options are antidepressants

Cautious use of benzodiazepines in
the perinatal period is advised since
the risks in pregnancy remains
controversial. There is an
association with major
congenital
malformations with
first trimester
exposure (oral
cleft) and
deleterious
neonatal effects."
Benzodiazepines
are however very
effective and if
needed are best
used after the first
trimester and wean
weaned in the last
trimester.
Selective serotonin
reuptake inhibitors and
Tricyclic
antidepressants are the
main antidepressant

medications used in the
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treatment of anxiety disorders.

The latest research presented by
Dr Katherine Wisner at the IAWMH
on the SSRI use in pregnancy
highlights consistent, inconsistent
findings postpartum.'> There is
consensus that there are no major
congenital malformations overall with
SSRI exposure with the potential
exception of a small increase of
cardiovascular malformations with
paroxetine. Long-term developmental
effects include a significant difference
in psychomotor scores at six to twelve
months old, but this effect had
disappeared at 18 months. SSRI
exposure has not been found to
impact the cognitive development of
the infant.*>

SSRI use antenatally is
associated with persistent
pulmonary hypertension and
neonatal abstinent syndrome in the
neonate.” Tricyclic antidepressants
have not been shown to be

teratogenic, however they have a



higher likelihood of side
effects and are lethal in
overdose. They are best used
as a second line agent.

An explanation of the risk
of these medications needs to
be discussed with parents and
the risk-benefits ratio needs to
be considered since the effects
of untreated anxiety disorders
may be damaging to the child.

Conclusion

Perinatal Anxiety, which is a
common mental health condition, is
underrecognized and has potential
long-term effects to the infant and
the maternal-infant relationship.
Screening is important especially for
those at risk mothers. However, ]

there is no current South African

guideline to screen women in the
perinatal period. Psychoeducation of
the mother is important since non-
pharmacological and
pharmacological treatment are

available.

Perinatal Anxiety, which is a common mental
health condition, is underrecognized and has
potential long-term effects to the infant and the
maternal-infant relationship.

References

1. Leach L. A systematic review of risk factors (and correlates)
of maternal perinatal anxiety. V: Proceedings of the 6th
World Congress on Women’s Mental Health conference;
2015 Mar 22-25; Tokyo, Japan; 2015.

2. American Psychiatric Association. Diagnostic and
statistical manual of mental disorders (DSM-IV-TR).
Washington, DC: American Psychiatric Publishing Inc;
2000.

3. Goodman JH, Chenausky KL, Freeman MP. Anxiety disorders
during pregnancy: a systematic review. J Clin Psychiatry
[Internet]. 2014 Oct [cited 2015 Mar 5]; 75(10):e1153—84.
Available from:
http://www.ncbi.nlm.nih.gov/pubmed/25373126

4. Ross LE, Mclean LM. Anxiety Disorders During Pregnancy
and the Postpartum Period: A Systematic Review. J Clin
Psychiatry. 2006;67(0).

5. Golver V. The Effects of Prenatal Stress on Child Behavioural and
Cognitive Outcomes Start at the Beginning. 2nd rev. ed.
Encyclopedia on Early Childhood Development [online]. CEECD,
SKC-ECD.January 2011:URL: http://www.child-encyclopedia.
com/stress-and-pregnancy-prenatal-and-perinatal/according-
experts/effects-prenatal-stress-child. Accessed [2015 Apr 19]

6. Glover V. Prenatal anxiety, child outcome and gene
environment interactions.V: Proceedings of the 6th World

10.

11,

12,

Congress on Women’s Mental Health conference; 2015 Mar
22-25; Tokyo, Japan; 2015.

O’Donnell KJ, Glover V, Holbrook JD, O’'Connor TG. Maternal
prenatal anxiety and child brain-derived neurotrophic factor
(BDNF) genotype: effects on internalizing symptoms from 4 to
15 years of age. Dev Psychopathol [Internet]. 2014 Nov [cited
2015 Apr 19];26(4 Pt 2):1255—66. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/25422959

Stephen S. Psychiatric Genetics. Stahl’s Essential
Psychopharmocology: neuroscientific basis and practical
applications. 3rd ed. New York: Cambridge University Press;
2008. p. 177-95.

NICE (2014)Antenatal and Postnatal Mental Health: Clinical
Management and Service Guidance. NICE clinical guideline
192. Available at guidance.nice.org.uk/ cg192 [NICE guideline]
Matthey S, Fisher J RH. Using the Edinburgh postnatal
depression scale to screen for anxiety disorders: conceptual
and methodological considerations. J Affect Disord.
2013;146(2):224-30.

Ehijie E, Myla M, Koren G. The Fetal Safety of Benzodiazepines
: J Obstet Gynaecol Canada. 2011;33(1):46-8.

Wisner K. Developmental Outcomes In Offspring With
Prenatal Exposure To Depression and Ssris. V: Proceedings of
the 6th World Congress on Women’s Mental Health
conference; 2015 Mar 22-25; Tokyo, Japan; 2015.

MAY 2015 | MENTAL HEALTH MATTERS E




