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Preface

It will be well known to anyone embarking on reading
this book that the mind can influence the physiology
of the body and changes in the body influence the
mind – these are normal events. Internal factors can
affect both the body and the mind as can external
factors. If these changes occur to an excessive level,
they can result in physical pathological abnormalities
or psychological/psychiatric disorders. Internal fac-
tors include such things as central nervous system
and bowel, hormones or blood biochemistry.
External factors include weather, trauma, physical
stresses, psychological or physical abuse; there are
many more in both of these categories. The interplay
of all of these factors impinges on all aspects of normal
and abnormal life, physical and psychological health.

There has always been some confusion as to
whether the term linked to these matters should be
‘psychosomatic’, ‘psychosocial’ or ‘biopsychosocial’,
though the latter is probably the most encompassing
term. Biopsychosocial factors are integral to all
aspects of healthcare but perhaps more so in obste-
trics, gynaecology and women’s health. This is prob-
ably because so much of what occurs in the specialty
involves dramatic life-changing events, from preg-
nancy and childbirth to malignancy and terminal
cancer.

There is no suggestion that recognition of the
biopsychosocial aspects of our specialty should lead
to an independent specialty or subspecialty. The bio-
psychosocial approach should be a fundamental ele-
ment in the management of the whole range of
obstetric and gynaecological conditions. That said,
the British Society of Biopsychosocial Obstetrics and
Gynaecology (BSBOG) has become a recognized spe-
cialist society of the Royal College of Obstetricians
and Gynaecologists, but its objective was not to be
separate from the other subspecialties but more to
engage with them in promoting the biopsychosocial
elements of their function and informing their train-
ing programmes accordingly. The thought behind this
textbook was initially independent of the society, but

it soon became apparent that the society’s aims to
improve the psychological element of women’s
healthcare could be achieved through such a textbook.
Hence, the executive committee was soon adopted as
the editorial advisory board.

You will have noticed that the terms ‘psychoso-
matic’ and ‘biopsychosocial’ are used almost inter-
changeably. If you were to consider the titles of the
various professional societies around the world – all of
whom are member societies of the International
Society of Psychosomatic Obstetrics and Gynaecology
(ISPOG) – it will be clear that both terms are used. This
is because the term ‘psychosomatic’ is interpreted dif-
ferently in different countries. Generally speaking, in
mainland Europe, the term implies the complex inter-
action between ‘mind’ and ‘body’, whereas in the
United Kingdom and the United States, psychosomatic
implies to both the medical and lay population
a condition which gives rise to physical conditions
which are actually psychological in origin – it is so
often used pejoratively, implying that a patient’s phy-
sical symptoms are imaginary or at best ‘only psycho-
logical’. It is for this reason that the British Society of
Psychosomatic Obstetrics, Gynaecology and
Andrology (BSPOGA) changed its name to British
Society of Biopsychosocial Obstetrics and
Gynaecology (BSBOG) even though its umbrella body
ISPOG retains ‘psychosomatic’ in its title.

In the development of the book the broadest con-
tent was thought to be appropriate. International con-
tributors considered expert in the particular field were
approached and the overall process was considered
and approved by an editorial board comprising the
members of the BSPOGA executive committee.
The two editors were the outgoing (2011–2014) chair-
man of BSPOGA, Professor P. M. Shaughn O’Brien,
and the incoming chairman (2014–2017), Mr Leroy
Edozien. Whilst both of these editors are primarily
obstetricians and gynaecologists in UK medical
schools, both have been extensively involved in biop-
sychosocial aspects of the specialty over many years.

xiii
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Professor O’Brien came from The Royal Free Hospital
and University of London where he was a consultant
and senior lecturer. He began as a professor in Keele
University School of Medicine in 1989. His research
and clinical care in gynaecology has centred on the
menopause and the menstrual cycle, particularly
on premenstrual syndrome; he is the founder and
chairman of the International Society for
Premenstrual Disorders (ISPMD); he devised and co-
edited the textbook, The Premenstrual Syndromes. He
initiated the textbook you are now reading and is
immediate past editor in chief (joint) of the Journal
of Psychosomatic Obstetrics and Gynecology (JPOG).
In obstetrics his current research concerns pre-
eclampsia and premature labour and much of his
clinical practice focuses on the care of pregnant sub-
stance misuse patients.

Leroy Edozien’s clinical practice and academic
work focus broadly and extensively on aspects of
biopsychosocial care and education in gynaecology
and obstetrics. He is President-Elect of ISPOG and
led the successful bid to host the 20th ISPOG
International Congress in Manchester in 2022.

The principal purposes of this book are to inform
clinical care and to inform both postgraduate and
undergraduate education in obstetrics and gynaecol-
ogy, particularly for the individual subspecialty areas.
In every subspecialty area (some more than others)
there is a psychological, social, biological and medical
care element. All of these must be addressed if we are
to provide the best care for our patients.

Biopsychosocial factors in benign gynaecology
and gynaecological oncology are amply covered in

this book. Each chapter ends with a list of key points.
Urogynaecology has been underrepresented in the
literature previously, and this is now addressed.
Reproductive medicine, subfertility, psychosexual
care, menopause, disorders of menstruation and pre-
menstrual syndrome are discussed in detail as are
same sex and single sex pregnancy and other gynae-
cological issues.

Fetal medicine has experienced great technical
advances over recent years and the biopsychosocial
element of this is only now catching up. For instance
fetal programming has causative and consequential
elements to the overall picture. Mental health and
suicide are now leading causes of maternal mortality
and so the editors make no apology for dealing with
the topic from different angles.

The chapter authors of this textbook are highly
regarded and highly qualified in this complex area of
the specialty and its interrelationship with its biopsy-
chosocial elements.

Obstetricians, gynaecologists, midwives, psychia-
trists, psychologists and those in many other areas of
healthcare including politicians and healthcare man-
agers need to read this book. A distillate of its content
needs to be incorporated into general and subspeci-
alty training curricula and this will enable us to max-
imize the care given to our patients, partners and
offspring over the coming years.

On behalf of all contributors to this book and the
publisher, we express our condolences to the family of
Professor Suzanne Abraham (author of Chapter 5)
who passed on while the book was in production.
She was a warm and highly respected colleague.

Preface

xiv
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Section 1 Generic Issues

Chapter

1
Promoting and Implementing
the Biopsychosocial Perspective
in Obstetrics and Gynaecology
The Role of Specialist Societies
Sibil Tschudin

The Biopsychosocial Perspective
in Obstetrics and Gynaecology: Nice
to Have or Need to Have?
Many health problems cannot be solved and ade-
quately treated when only the biomedical perspective,
focusing on diagnostic tests and medical or surgical
therapy, is taken into account. This can be assumed as
well accepted in all domains of clinical medicine
nowadays [1, 2]. It is particularly obvious when con-
sidering the situations and conditions of patients who
turn to an obstetrician/gynaecologist: they might have
experienced a pregnancy loss, be confronted with an
unwanted pregnancy or with infertility, suffer from
domestic violence or have to deal with a gynaecologi-
cal cancer. Medically unexplained symptoms are
frequent in general hospital outpatients. When com-
paring different specialties, Nimnuan et al. found that
such symptoms were most prevalent in gynaecology
and associated with being female, of younger age and
of being unemployed [3]. Besides this, women also
consult their obstetrician/gynaecologists for advice on

contraception, prenatal care and menopause, as well
as prior to screening procedures. Nowadays, the role
of the obstetrician/gynaecologist is not limited to cure
but includes prevention and supportive care (see
Figure 1.1). Their approach should therefore be hol-
istic. Health professionals have to provide assistance
with regard to preventive measures, decision-making
and crisis intervention (see Figure 1.2).

Consequently, obstetrician/gynaecologists are
confronted with many tasks requiring psychosocial
competence, including patient education, counsel-
ling and management of psychosocial problems.
They have also to take care of patients with pain
syndromes and/or life-threatening diseases [4, 5].
If psychosocial aspects are not taken into account in
these situations, the underlying cause of the pro-
blem and critical contributing factors often remain
undetected and inadequately dealt with [6]. As a
consequence symptoms may persist or worsen and
patients’ problems may develop into chronic condi-
tions. It could be demonstrated that specific com-
munication skills improve the ability to identify

Obstetrician / 
Gynaecologist

Diagnosing and 
treating diseases

Crisis intervention

Support in 
decision making

Preventive measures

- Contraception
- Cervical and breast
  cancer screening
- Pregnancy care

- Prenatal diagnostics
- C-section on demand
- HRT

- Infertility
- Intrauterine and 
  perinatal death
- Diagnosis of cancer

Figure 1.1 Obstetrician/gynaecologists’ existing tasks

Obstetrician / 
Gynaecologist

Diagnostic and 
therapeutical skills

Psychosomatic 
skills

Communicative 
competence

Patients' needs Physicians' satisfaction

Figure 1.2 Obstetrician/gynaecologists’ existing competencies
profile

1
02

11:39:00



relevant medical and psychosocial information.
Consequently, these skills have a significant impact
on patient morbidity and on medical costs [2, 7–10].
Furthermore, patients’ satisfaction as well as their
adherence to treatment is related to physicians’
communication style [5, 8, 11–16]. Lack of commu-
nication skills and psychosocial competence, how-
ever, increases physicians’ stress related to patient
contact and their risk of developing professional
burnout syndrome [17]. In the light of these con-
siderations, it can be argued that the psychosocial
perspective is not just ‘nice to have’ in obstetrics and
gynaecology but a perspective that we ‘need to have’
in our specialty.

Are Obstetrician/Gynaecologists
Prepared for Their Tasks in
Psychosocial Care-Giving?
Studies to date have shown that psychosomatic
competence, i.e. a holistic approach based on a
biopsychosocial understanding of the diagnostic as
well as the therapeutic process, is an important
precondition for adequate patient care. Teaching
the necessary diagnostic, therapeutic and commu-
nication skills, however, is far from being an
integral component of the specialty training world-
wide [18, 19]. The educational committee of the
International Society of Psychosomatic Obstetrics
and Gynaecology (ISPOG) conducted a survey
in 2012. All national member societies were
approached and invited to answer the following
questions:

– Which is (if existing) your currently practiced
curriculum for teaching of the primary
psychosomatic care in Obs/Gyn?

– Are there any teaching programmes or
educational courses that involve psychosomatic
topics?

– Which topics does your society consider as most
important for teaching psychosomatic care in
obstetrics and gynaecology?

Of a total of 19 national societies invited to take part
in the survey, ten provided some information on their
educational offerings. Two additional countries had
provided information during a meeting of the biann-
ual congress of the North American Society of
Psychosocial Obstetrics and Gynecology (NASPOG)
in 2012.

In six countries psychosocial and psychosomatic
issues are covered during medical school, and in
eight countries this is the case in the course of specia-
lization. Only Germany and Switzerland have stan-
dardized compulsory curricula in psychosomatic
obstetrics and gynaecology (see Table 1.1). Seven
national societies indicated that they organize regular
congresses or symposia on psychosomatic topics, and
four countries mentioned that they have guidelines
available on specific psychosomatic problems, e.g.
chronic pelvic pain. Existing teaching programmes
focus on general psychosomatic aspects as well as on
specific pathology. A list of topics, which are
addressed by most or some of the programmes, is
presented in Table 1.2. From the technical perspec-
tive, the programmes focus predominantly on com-
munication training and the establishment of

Table 1.1 Content and structure of the German and Swiss compulsory curricula in psychosomatic and psychosocial obstetrics
and gynaecology

Country Germany Switzerland

In operation For more than ten years Since 2002

Target group Compulsory curriculum for all residents Compulsory curriculum for all residents

Extent and content 80 lessons:

• Theory
• Balint groups
• Communication training
• Resulting in a degree in psychosomatic

basic care recognized by the German
Board of Physicians

40 lessons:

• 2 one-day courses in theory
• Course in communication in

ultrasound during pregnancy
• Supervision groups

Provider Eight clinical sites Four university hospitals

Current costs € 1200 CHF 800
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a productive doctor-patient relationship, while the
teaching of Balint groups, the application of role-
plays, case supervision and ethics discussions were
only mentioned occasionally. To conclude, there is
a huge variation across countries with regard to avail-
able programmes. The array spans from established
and compulsory training during medical school as
well as residency to aspirational plans to install train-
ing programmes in the future.

It seems evident that not all current and future
obstetricians and gynaecologists are well prepared
and sufficiently trained to provide psychosomatic
and psychosocial care for their patients. Even if teach-
ing is available and provided, the question remains
whether this training really improves psychosocial
competence and increases communicative skills.
Thus, the evaluation of educational programmes is
important, even if not easy. According to Van de
Wiel and Wouda the criteria used in evaluation are
effectiveness and efficiency [20]. Studies investigating
the effect of teaching programmes are scarce, how-
ever, especially in the domain of obstetrics and gynae-
cology, and generally don’t go beyond the assessment
of communication skills during the specialty training
[21, 22]. The nationwide implementation of a com-
pulsory psychosomatic training of all residents in

Switzerland in 2002 was an opportunity to simulta-
neously evaluate the teaching programme and mea-
sure the effect of its practical component consisting of
supervised groups (see Figure 1.1). Participation in
these groups was associated with a statistically signifi-
cant increase in self-estimated psychosomatic compe-
tence [23]. Interestingly, after the completion of the
teaching programme, all items assessing competence
ranged on a higher level and not only those items
rated lowest at the beginning of the supervised
groups. Consequently, attendance at the supervision
groups rather seemed to improve psychosomatic
competence in general. Self-efficacy also increased
significantly. Schildmann et al. present comparable
results when measuring the effect of a training course
on the ability to ‘break bad news’ at the Charité Berlin
[24]. The improvement of self-rated ability to perform
this task correlated with an increase in self-confidence
with regard to communication skills [24]. As self-
efficacy is an important protective factor against stress
arising in clinical work [25], this increase may con-
tribute to the well-being of physicians and as a
non-negligible consequence to their efficiency. As
perceived self-efficacy determines whether difficult
topics are considered or avoided [26], the described
changes are likely to result in improved patient care.

Table 1.2 Topics covered by the teaching offered by the various national societies of psychosomatic obstetrics and gynaecology

AUS CH D E Jap H NL S UK USA

Mood disorders X X X X

Specific psychosomatic
disorders

X X X X X X X X X X

Menopause X X X X X X X

Psycho-oncology X X X X X X X X X X

Violence X X X X

Pregnancy X X X X X X X X X

Childbirth and postpartum X X X X X X X X X

Sexuality and relationship
aspects

X X X X X X X X X

AUS Austria
CH Switzerland
D Germany
E Spain
Jap Japan
H Hungary
NL Netherlands
S Sweden
UK United Kingdom
USA United States of America
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Thus, there seems to be growing evidence that well-
shaped educational offerings may indeed improve the
psychosocial competence of health professionals in the
field of obstetrics and gynaecology.

The Role of ISPOG
Despite the evidence that psychosomatic compe-
tence is necessary in the practice of obstetrics and
gynaecology, training in this field is, in the main,
insufficient. Who else should engage in the remedy
of this deficiency, and promote and implement the
biopsychosocial perspective in obstetrics and gynae-
cology, if not the specialist society in this field, the
International Society of Psychosomatic Obstetrics
and Gynaecology?

Engagement of ISPOG over the Course
of Time
During the17th ISPOG Congress in Berlin in 2013,
Manfred Stauber, former ISPOG president (1992–
1995) and member of the ISPOG Board of Fellows,
gave an overview on the history of ISPOG since its
foundation in 1962. According to him the interplay
between mental problems and female genital organs
had already been postulated in ancient Greece, and
Sigmund Freud practised psychosomatic obstetrics by
treating a woman who suffered from ‘psychogenic
agalactia’ at the end of the nineteenth century.
To mention just some of the other pioneers in psy-
chosomatics, Franz Alexander and George Groddeck
conducted research into the interrelation of mind and
body and the treatment of physical disorders through
psychological processes. Further important mile-
stones in the introduction of the biopsychosocial per-
spective in medicine were set by the US-American
psychiatrist George L. Engel and the German internist
Thure von Uexküll [27].

The first steps in promoting an understanding of
psychosomatic and psychosocial aspects in obstetrics
and gynaecology were taken by the founding members
of ISPOG, i.e. Leon Chertok (France), Norman Morris
(Great Britain), Niles and Michael Newton (USA),
Hans J. Prill (Germany), Myriam de Senarclens
(Switzerland), Pierre Vellay (France), Lucio Zichella
(Italy), Alberto Cardenas Escovar (Spain), Elliot Philip
(Great Britain), Murray Enkin (Canada), Hugo
Husslein (Austria), Herrmann Hirsch (Israel) and
Ferrucio Miraglia (Italy). The founding of the society
took place at the first International ISPOG Congress

in 1962 in Paris. After a decade of rather informal
exchange, the society became more organized and
structured and from 1972 onwards ISPOG congresses
were held regularly on a triennial basis. Over the
subsequent years the spheres of interest were inferti-
lity/reproductive medicine, sexual disorders, family
planning, abortion/pregnancy conflicts, pregnancy
loss/miscarriage, antenatal care, psychosomatic obste-
trics, menopausal disorders, chronic pelvic pain and
psycho-oncology. Besides organizing congresses,
ISPOG was visible in the media through regular
ISPOG newsletters and the Journal of Psychosomatic
Obstetrics and Gynecology (JPOG). The journal was
founded in 1982 in order to provide a scientific
forum for obstetricians, gynaecologists, psychiatrists
and psychologists, academic health professionals
and all others who share an interest in the psychoso-
cial and psychosomatic aspects of women’s health.
All these efforts were, and still are, important in sti-
mulating obstetricians and gynaecologists to pay
more attention to this important facet of their profes-
sion. Even if the majority of ISPOG members are
obstetrician-gynaecologists, the society always sup-
ported and propagated a multidisciplinary strategy
by targeting and including other health professionals,
such as psychiatrists, psychologists and midwives.

While the above-mentioned efforts and activities
helped to promote awareness of psychosomatic and
psychosocial issues, it was necessary to develop other
strategies for implementing the biopsychosocial per-
spective in everyday clinical practice. This became
more and more obvious in the last decade and led to
a sharper focus on educational activities.

ISPOG Educational Committee
All national societies were invited to an informal
and exploratory meeting held during the NASPOG
congress in Providence, USA, in 2012. A few months
later, at the International Federation of Gynecology
and Obstetrics (FIGO) congress in Rome, Italy,
an educational committee was established within
ISPOG.

Goals of the ISPOG Educational Committee
The committee, chaired by the author of this chapter,
defined its goals and formulated strategies to achieve
these goals as follows:

The principal goal of ISPOG with regard to educa-
tion is ‘to promote access to a psychosomatic
approach for all health care providers in the field of

Section 1 Generic Issues

02
11:39:00



obstetrics and gynaecology in order to fulfil the needs
of the patients they treat and/or care for’.

The educational goals of ISPOG are the following:

1. To develop an e-learning academy that aims at
serving as a platform for exchange of knowledge
considering cultural differences and local
characteristics providing a theoretical basis as
well as teaching materials and specific tools that
may serve as a reference for all national societies
and that may be incorporated into
i. Teaching of residents
ii. Continuous medical education (CME) for

all obstetricians/gynaecologists and other
health professionals in obstetrics and
gynaecology

iii. Clinical discussions within the activity of the
national societies

2. To provide access to the talks of psychosomatic
symposia/congresses by means of webcasts

3. To offer and encourage workshops to give
members the opportunity to experience the
psychosomatic approach personally.

To reach these goals the following strategies are
envisaged:

1. Installation and maintenance of a server
2. Development and maintenance of a knowledge

database on the ISPOG website
3. Formation of an ‘editorial board’ that is

responsible for the quality control of the files
available for download from the ISPOG website

4. Development of quality criteria, which will be
discussed and installed by the ISPOG Executive
Committee and afterwards published on the
ISPOG website

5. Development of the theoretical framework for
e-learning as well as e-learning teaching material
in a step-by-step process

6. Constant identification of congresses – e.g. FIGO,
European Board and College of Obstetrics and
Gynaecology (EBCOG), International
Association for Women’s Mental Health
(IAWMH) and World Association for Infant
Mental Health (WAIMH) – that qualify as
platforms for psychosomatic contributions.

Current Achievements of the Educational Committee
With regard to the aims set in 2012, ISPOG has to
date successfully achieved some, though certainly

not all of them. The server and the ISPOG website
are well prepared to develop and expand the
knowledge database. The editorial board has been
constituted and quality criteria for educational
resources will be discussed periodically by the
ISPOG Executive Committee. A promising strategy
for sensitizing young colleagues to psychosocial
aspects and teaching communication skills on
a practical level is to hold workshops during
congresses organized by ISPOG or affiliated socie-
ties. ‘Hands-on’ training is in fact not limited to
surgical and interventional skills training. The posi-
tive feedback of participants at workshops offered
at the EBCOG congress in Glasgow in 2013 and
the European Network of Trainees in Obstetrics
and Gynaecology (ENTOG) scientific meeting in
2015 in Utrecht as well as the positive evaluation of
partly interactive symposia with case discussions
offered at the European Society of Contraception
(ESC) congress in Lisbon in 2014 and the IAWMH
congress in Tokyo in 2015 speak for an even more
widespread offer of such training modules. Even if
electronic media are very helpful in facilitating
communication and exchange, personal contacts
still carry great significance, especially in a field
where communication is the basic and predominant
skill.

The Role of Other Specialist Societies
ISPOG has a central role in promoting and implement-
ing the biopsychosocial perspective in obstetrics and
gynaecology. It is, however, of utmost importance to
gain the support of other societies with similar and
somehow overlapping interests. To profit not only
from professional but also from economical synergies
is crucial in a world of economic dependence and
financial restriction. Thanks to the constant engage-
ment of the former ISPOG presidents, Marieke
Paarlberg and Carlos Damonte Khoury, contacts and
collaboration with several societies have been initiated
and established.Mutual invitations to hold symposia at
the congresses of the mentioned associations are just
one of the achievements. Even more important are
joint declarations and the collaborative development
of guidelines. EBCOG invited ISPOG to contribute to
the EBCOG Standards of Care for Women’s Health in
Europe released in 2014 in order to guarantee that
psychosocial aspects are sufficiently considered in the
document [28].

Promoting and Implementing the Biopsychosocial Perspective in Obstetrics and Gynaecology
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The national psychosomatic obstetric and gynae-
cology societies each relate differently to their respec-
tive national societies or colleges of obstetrics and
gynaecology. Some are independent; others are so-
called working or special interest groups of their
‘mother’ society/college. As the psychosocial perspec-
tive should be considered in any condition and every
obstetrician/gynaecologist should possess basic
knowledge and skills, a close collaboration is essential
and should be pursued.

The best way to guarantee the incorporation of
psychosocial issues into professional training is to
have a compulsory basic curriculum, as has been
established in Germany and Switzerland. Although
ISPOG encourages and supports the idea that more
(if not all) countries should integrate a mandatory
basic training in psychosocial issues into their
programme for specialization in obstetrics and gynae-
cology, it also acknowledges that the prerequisite
resources and underlying framework are currently
not available in many nations. Pending the develop-
ment of these prerequisites, we should concentrate on
identifying options to at least partly fill this gap in
professional training and education. To enhance the
attractiveness of these options the national societies/
colleges of obstetrics and gynaecology should develop
Continuing Professional Development (CPD) accred-
itation of such offers.

Conclusions, Practical Implications
and Future Strategies
Health professionals will be better positioned to pro-
mote and implement the biopsychosocial perspective
in obstetrics and gynaecology if they are equipped
with the pertinent skills and acquire psychosocial
competence through formal training. Specialist
societies in general and ISPOG in particular have
an indispensable role not only in devising such train-
ing but also in promoting awareness through the
mass media, through advocacy and through contacts
with governmental and regulatory authorities. It is
also their role to promote fruitful and sustainable
developments with regard to clinical protocols and
research into psychosocial issues in obstetrics and
gynaecology. Professionals in countries where there
is currently no national specialist society for psycho-
social obstetrics and gynaecology are welcome to
liaise with ISPOG with a view to setting up one in
their country.

Key Points

• The psychosocial perspective is not just ‘nice to
have’ in obstetrics and gynaecology but
a perspective that we ‘need to have’ in the
specialty.

• Not all current and future obstetricians
and gynaecologists are well prepared
and sufficiently trained to provide
psychosomatic and psychosocial care
for their patients.

• Worldwide, the teaching of diagnostic,
therapeutic and communication skills
necessary for psychosocial competence
is far from being an integral component
of specialty training in obstetrics and
gynaecology.

• Well-shaped educational offerings may
improve the psychosocial competence
of health professionals.

• In the last decade, the International Society of
Psychosomatic Obstetrics and Gynaecology
(ISPOG) has focused more sharply on
educational activities.

• A promising way to guarantee the
incorporation of psychosocial issues
into professional training is to have
a compulsory basic curriculum, as has
been established in Germany and
Switzerland.
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Chapter

2
Psychosocial Context of Illness
and Well-Being in Women’s Health
Susan Ayers and Elizabeth Ford

Introduction
Women’s reproductive health encompasses a wide
range of topics, including menstruation, conception,
abortion, pregnancy, miscarriage, childbirth and
menopause. Although mainly focussed on women,
these events involve issues that affect both men and
women and include sexual dysfunction, infertility
and becoming a parent. Reproduction also encom-
passes a range of illnesses, such as endometriosis,
sexually transmitted diseases, pelvic pain, pre-
menstrual syndrome and testicular cancer. These
disorders and their treatments can have implications
for fertility and reproduction. For example, endome-
triosis is associated with reduced fertility in women.
Common procedures and treatments associated with
reproduction include contraception, cervical smears
and hormone replacement therapy. Reproductive
issues raise unique ethical dilemmas, such as the
point at which terminating a pregnancy is morally
defensible; the rights of donor parents and children
of donors; whether a subsequent pregnancy should
be used by parents to provide a child with the right
genetic make-up to be an organ or tissue donor for
a sick older sibling.

All these events can be viewed from different
perspectives: biomedical, psychological, social and
cultural. Which perspective we take affects both our
understanding and treatment of disorders [1]. For
example, a biomedical perspective would see pre-
menstrual syndrome as caused by fluctuations and
imbalances in hormones associated with the men-
strual cycle. Treatment would therefore involve
pharmacological methods to counteract hormonal
imbalances or influence mood. A psychological per-
spective of premenstrual syndrome might examine
how women’s patterns of stress and behaviour con-
tribute to worsening mood around menstruation,
such as noticing particular triggers and maladaptive
responses. Treatment might involve identifying and
changing maladaptive thinking or behaviour, and

finding coping strategies to help women respond in
a more adaptive way. A social perspective of pre-
menstrual syndrome might examine women’s socio-
demographic circumstances and levels of support, or
cultural beliefs and narratives about premenstrual
syndrome. This might lead to treatment providing
practical or emotional support to women during
critical times, or public health campaigns to change
cultural beliefs and narratives.

It is clear that none of these perspectives on their
own offer adequate explanation or treatment of pre-
menstrual syndrome. Therefore a biopsychosocial
approach, which considers all the perspectives out-
lined previously, will lead to more informed and hol-
istic approaches to treatment.

Psychosocial Views of Health
Concepts of well-being, health and illness are not
easy to define, and there is large variation between
cultures and individuals. For example, research
shows that people with terminal illnesses generally
report reduced quality of life. Yet quality of life is not
a single entity and, even if people report more phy-
sical symptoms, pain and disability, they may also
report increased appreciation of life and family and
other positive benefits. Reproductive health issues
are therefore complex and we need to recognize
that, for individuals, health and illness are subjective
states of well-being. In other words, a person may
think he or she is healthy or ill regardless of the
underlying pathology. For example, with chronic
pelvic pain many women have no identifiable under-
lying abnormality; or the pain can persist after an
abnormality is treated [2] – see Chapter 16.

Health also can be thought of in terms of physical,
psychological and social health. A survey of 9,000
people [3] found that we generally think of health in
six different ways:

1. not having symptoms of illness
2. having physical or social reserves
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3. having healthy lifestyles
4. being physically fit or vital
5. psychological well-being
6. being able to function

The World Health Organization (WHO) broadly
defined health as ‘a state of complete physical, mental,
and social well-being and not merely the absence of
disease or infirmity’ [4]. The value of this definition is
that it is inclusive and the emphasis on well-being
accounts for individual differences in subjective per-
ception of health. However, this definition has been
criticized for referring to a utopian ‘perfect’ state that
few of us reach, even when we feel healthy.

As with the biopsychosocial perspective, how we
define health has implications for which treatments
we provide. If we aim for health as defined by the
WHO it could put unrealistic pressure on countries to
provide social circumstances and medical systems
that mean everyone lives in a state of complete well-
being. Others have pointed out that the concept of
complete well-being confuses happiness with health
[5]. This potentially validates the pursuit of happiness
as a legitimate medical goal. The rapid increase in
cosmetic surgery in order for people to feel happier
with their appearance is an example of this.
Definitions of health are also intertwined with cul-
tural norms and have implications for social policy
and laws. In western countries the dominant view is
that individuals have responsibility for their health
through lifestyle choices. Policies have therefore
been implemented that attempt to improve our life-
styles and health, such as banning smoking in public
places.

Psychosocial Issues in Women’s
Reproductive Health
Thus, how we examine reproductive health depends
on the perspective we take and how we define health.
Health can be considered in biomedical, psychological
and social terms andmay also impact on these areas of
women’s lives. In this section we illustrate this by
examining psychosocial factors in menstruation and
menopause, pregnancy and childbirth.

Menstruation and Menopause
The age at which girls start menstruating –
menarche – has fallenmarkedly through the twentieth
century. This change is thought to be due to not only

better health and basic nutrition but also increased
weight and obesity in young girls. The correlates of
the menstrual cycle have been examined in relation to
a range of behaviours such as sexual behaviour, sleep
and diet. The follicular phase prior to and during
ovulation has been associated with increased libido
[6]. From an evolutionary perspective, increased sex-
ual behaviour at this time increases a woman’s
chances of conception. The menstrual cycle might
also influence our choices of mate: there is some
evidence that women in the fertile phase of the men-
strual cycle have a greater preference for men with
more typically masculine characteristics, e.g. taller,
more masculine faces and bodies, more social pre-
sence and sexual competitiveness [7]. However, this
is only the case when women are asked to rate or
choose men for short-term relationships and not
when they are instructed to choose men for long-
term relationships.

The menstrual cycle does not appear to affect sleep
and diet as much as is commonly believed. One study
in which women kept detailed daily sleep records
found that although women rated their quality of
sleep as worse in the days before and during men-
struation, there was no actual difference in amount of
sleep or waking during the night [8]. Similarly,
research suggests that changes in food preferences
are more strongly influenced by cultural norms than
biological changes. For example, chocolate cravings
during the menstrual cycle differ strongly between
cultures [9], suggesting that any effect of the men-
strual cycle on food preferences is culturally defined.

Premenstrual Syndrome (PMS)
Physical and psychological symptoms often occur in
the luteal phase just before menstruation. These
symptoms are commonly referred to as premenstrual
tension (PMT) or premenstrual syndrome (PMS) –
see Chapter 12. PMS includes a range of psychological
and physical symptoms such as irritability, sleep pro-
blems, depression, labile mood and abdominal bloat-
ing. PMS is reported by up to 30% of women, and is
most common among those aged 25–35. Around
1–2% of these women experience a severe form of
PMS referred to as premenstrual dysphoric disorder
(PMDD). PMDD is diagnosed when there are marked
disturbances in home life, social life and work due to
significant changes in sleep, appetite, energy, concen-
tration, mood and anxiety which appear during most
of the last week of the luteal phase and abate in the
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week after menses [10]. PMDD is not simply the
exacerbation of an existing mood disorder during
the premenstrual period: it is supposed to be ‘switched
on’ during days of the menstrual cycle, and ‘switched
off’ for the remainder of the cycle. However, women
with a past history of depression are more likely to
suffer from PMDD, and PMDD is associated with
poor overall health.

The relative contribution of physical and psycho-
logical factors to PMS and PMDD is unclear and the
diagnosis therefore remains controversial. Timing of
symptoms suggests that fluctuations in hormone
levels play some causal role in psychological symp-
toms [11]. The increased vulnerability of women with
a history of depression suggests that predisposing
factors can be exacerbated by the menstrual cycle.
However, cultural differences in PMS suggest that
the interpretation of symptoms is influenced by cul-
tural norms. Interventions should therefore take into
account biological, psychosocial and cultural factors.

Proper diagnosis of PMS entails monitoring
a woman’s symptoms over the course of at least one
menstrual cycle. Various aids have been developed to
help with this, such as the PMT-Cator [12] which is
a simple wheel on which women record experiences of
five common symptoms every day for six weeks.
The recommended treatment of PMS in the UK and
the USA focusses on anti-depressants. Meta-analyses
have shown that progesterone or progestogen treat-
ment is not clinically effective [13]. Other hormonal
approaches appear more effective, particularly those
which suppress ovulation (Chapter 12). Despite this,
practices vary between countries, illustrating cultural
influences on treatment. A study of PMS and PMDD
treatment in different countries found that doctors
in the USA, the UK, and Canada favoured anti-
depressants, French doctors favoured hormone and
analgesic treatment, and German doctors favoured
complementary medicine [14].

Psychological treatment for PMS may be effective.
Meta-analyses show that, although education and
monitoring are of limited use, cognitive behavioural
therapy (CBT) and CBT-based interventions result in
reduced depression and anxiety, less interference of
symptoms on daily functioning and more positive
behaviour changes [15]. Standard intervention
packages are therefore now available. One trial
found an eight-session intervention was as effective
as anti-depressants over six months and more effec-
tive over the first year [16].

Menopause
Menopause is a good illustration of cultural influences
on reproductive issues as it is associated with a range
of symptoms that vary between cultures. Symptoms
include hot flushes, night sweats, poor memory, loss
of libido, irritability, problems with skin or hair, vagi-
nal dryness, anxiety and headaches. In western cul-
tures between 50 and 70% of women report
symptoms, such as hot flushes and night sweats, but
a much lower incidence of symptoms is reported in
cultures where menopause is viewed positively and
increases the prestige of the women [17]. Reporting
of hot flushes in cultures such as Japan has also
increased as cultural awareness of the menopause, or
kônenki, has increased [18]. Thus, cultural discourses
influence interpretation of menopause symptoms.

There is mixed evidence on the psychological
impact of menopause such as whether women are
more vulnerable to depression during this time.
A review concluded that fluctuations and declines in
ovarian hormones may influence the onset and pro-
gression of depression [19]. Ovarian hormones are
known to have specific modulatory effects on the
serotonergic and noradrenergic systems, both of
which are involved in depression. In western cultures,
however, it has been found that concurrent stressful
events are important predictors of women’s well-
being during menopause. For example, one study
found that depressed mood in menopausal women is
strongly influenced by a history of depression, history
of premenstrual complaints, negative attitudes
towards aging or menopause and poor current health
[20]. Menopause also often coincides with significant
life role changes, such as children leaving home. There
are therefore likely to be multiple physical, psycholo-
gical and cultural causes of depressed mood during
menopause.

Pregnancy and Childbirth
Pregnancy and childbirth are times of huge physical
and psychosocial transition. It is undoubtedly
a positive time formany women, but can be associated
with impaired physical functioning, health and well-
being [21].

In early pregnancy most women experience nau-
sea and vomiting. This is commonly referred to as
‘morning sickness’, but only 2% of women have symp-
toms restricted to the morning and 80% experience
nausea and vomiting all day. Although postnatal
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depression is most well known, mental health pro-
blems are almost as frequent in pregnancy as they are
after birth. Severe depression occurs in up to 12% of
women during pregnancy and 19% of women after
birth [22]. Anxiety disorders affect a similar propor-
tion of women during pregnancy and after birth [23],
although research has typically examined anxiety
symptoms rather than disorders, so more research is
needed to establish the prevalence of diagnostic anxi-
ety disorders.

Anxiety symptoms, stress and distress are impor-
tant in pregnancy when they have the potential to
influence birth outcomes, fetal development and
infant characteristics. There is now substantial evi-
dence that severe or chronic stress in pregnancy is
associated with preterm birth and low birth weight.
For example, women who are victims of domestic
abuse are 1.4 times more likely to have a low birth
weight baby [24]. Job stress can also result in adverse
outcomes. Women who work in physically demand-
ing jobs, do shift work or report work fatigue aremore
likely to have a preterm birth, hypertension and birth
complications [25]. Emotional distress in pregnancy
has a similar effect. Depression and anxiety are asso-
ciated with obstetric complications, pregnancy symp-
toms, preterm labour, more requests for delivery by
caesarean section and increased use of pain relief
during labour [26].

Antenatal stress can also affect fetal and infant
development. Ultrasound studies have shown various
effects of maternal anxiety on fetal behaviour, such as
reduced fetal movement [27]. Longitudinal research
has shown that stress and anxiety in pregnancy are
associated with poor cognitive, behavioural and emo-
tional development in children, and that these effects
remain even after controlling for prenatal, obstetric
and other psychosocial factors [28]. Further evidence
comes from animal research, where the offspring of
pregnant rats or monkeys exposed to stressors are
significantly more likely to be stillborn or have low
birth weight, and are more likely to have impaired
neuromotor functioning, impaired learning, greater
behavioural disturbance and hypothalamic-pituitary-
adrenal axis dysfunction in response to stress [29, 30].

The effects of stress and distress on infant char-
acteristics could be due to a range of factors. First, it
may be that the mother and child have genes that
increase the likelihood of anxiety and emotional
problems. Second, women exposed to stress during
pregnancy may live in adverse circumstances.

If adversity continues after birth it can also influence
the development of the baby. Related to this, adversity
may be associated with lifestyle factors that affect the
developing fetus and baby (e.g. poor nutrition).
A third explanation is that there are critical periods
during pregnancy during which fetal stress responses
are programmed or ‘hard wired’. The fetal program-
ming hypothesis proposes that the fetus is particularly
sensitive to maternal stress during mid-pregnancy
and at the end of pregnancy. The effect of stress on
fetal development is thought to occur through
reduced utero-placental blood supply, reduced nutri-
ents and increased transmission of stress hormones.
However, it is important to note that research shows
that if infants have a nurturing early environment and
positive attachment with their main caregivers then
the impact of antenatal stress is reversible [31].

In terms of medical care this has several
implications – the main one being that if we reduce
stress and anxiety in pregnancy it may have the
potential to reduce caesarean sections and improve
maternal and infant outcomes. An example of
where this is an issue is the impact of stress on
female healthcare professionals who are pregnant.
Research on women healthcare professionals shows
they are at increased risk of pregnancy complica-
tions, especially in late pregnancy. One study found
that during pregnancy female doctors working in
hospitals report that the physical demands of the job
(e.g. night shifts, standing for long periods) are
stressful and there is poor support from colleagues.
Institutional support for healthcare professionals
during pregnancy is therefore lacking and needs to
be properly examined [32].

In childbirth, the greatest social change over time
has been the context and type of birth. Births have
moved from home to hospital and caesarean births in
the UK have risen from under 5% in the 1950s to
almost 30% today. The reasons for this rise are not
clear. One suggestion is that more women are request-
ing caesarean section in preference to vaginal birth.
However, an Australian study found that only 6% of
pregnant women wanted caesarean births – and most
of these had obstetric complications or a previous
complicated delivery [33]. In the UK most caesareans
are performed as emergency births after labour has
started, suggesting that the rise in caesarean sections
is due to increased complications during labour and/
or increased tendency for doctors to carry out caesar-
eans rather than continue with non-operative births.
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Discourses and ideologies around birth and
maternity care are culturally determined but also
vary within cultures. For example, within society,
individuals may have contrasting views that birth is
risky and care should be highly medicalized, or that
birth is a natural process where interference is harm-
ful [34]. Maternity services and practitioners usually
have internalized or embraced a set of ideologies
around birth and, for hospital birth, this is likely to
driven by a biomedical approach. Differences in
beliefs and notions of risk between healthcare profes-
sionals and a woman’s own perception may result in
conflict and misunderstandings. Giving birth in
a hospital may be reassuring, informed, technologi-
cally advanced and ‘safe’ to women with a biomedical
view of birth, but it may feel cold, stressful and peri-
lous to women with different assumptions [35]. For
example, a study from Australia, where hospital birth
is highly medicalized, found that women who chose
homebirth against medical advice or without trained
health professionals were well educated about the
risks of birth. However, they perceived hospital care
to be riskier than staying at home, with 17 out of 20
having had a previous birth experience and four
women being midwives themselves [36]. Women in
this study had therefore intensely scrutinized, or per-
sonally experienced, the risks inherent in giving birth
in a hospital, and decided that the harmful activities of
healthcare providers and organisations were riskier
than the birth process itself. Other studies show that
around 10% of women would prefer a home delivery –
most of them because they think they will have
more control [37]. However, research in the
Netherlands, where approximately 30% of women
give birth at home, suggests place of birth makes no
difference to the proportion of women who find birth
traumatic [38].

The events of birth can impact significantly on
women’s transition to motherhood and her mental
health. For example, research shows between 20 and
30% of women find giving birth traumatic and around
3% develop postnatal post-traumatic stress disorder
(PTSD) [39]. Women who have assisted or caesarean
births are more likely to develop PTSD, but it is not
a straightforward relationship: individual risk factors
interact with what happens during birth to determine
whether women find it traumatic [40]. Risk factors
include depression in pregnancy or previous PTSD,
negative birth experiences, assisted or caesarean birth
and lack of support during labour [41]. The symptoms

of women who develop PTSD include flashbacks to
the birth, intrusive thoughts about what happened,
avoidance of reminders of the birth and hyperarousal
including increased anger and irritability [10].
The majority of women with PTSD also develop
depression. Women who miscarry or who suffer peri-
natal loss are particularly at risk of PTSD and other
psychological disorders, and this risk increases with
greater gestational age at which the loss occurs [42].

Psychosocial factors such as support from others
during labour also have a critical influence on birth
outcomes and psychological well-being. Women are
more likely to be traumatized by birth if they feel
poorly informed, not listened to, inadequately cared
for, or have little support from staff or their partner
[40]. The provision of support for women during
labour is not standard in many poorly resourced
countries. This means experimental studies have
been possible, where women are randomly allocated
a person to support them or not. A meta-analysis of
these studies shows that simply providing a lay person
(‘Doula’) to support a woman during labour results in
better physical outcomes for both mother and baby,
including shorter labours, less analgesia, fewer
assisted or operative deliveries and higher maternal
satisfaction with the birth experience [43].

Summary and Conclusion
In this chapter we have looked at how reproductive
health can be defined and viewed from biomedical,
psychological and social perspectives; and how the
perspective we take influences our understanding of
the causes and treatment of reproductive health
issues. We have also shown how reproductive events,
such as menstruation, pregnancy and birth, are influ-
enced by psychological and social factors, and
conversely how they can impact on women’s psycho-
logical health, as illustrated by PMDD, or PTSD fol-
lowing childbirth. Cultural factors, such as views of
individual responsibility for health and discourses
around events, such as menopause and birth, will
influence how women view and respond to these
events and can differ both between and within
a particular culture.

The interplay between psychosocial and biomedi-
cal factors in how women experience and respond to
reproductive events is therefore critical. Reproductive
events and health are naturally embedded in the wider
social context of women’s lives, and therefore, these
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events, adjustment to these events and the impact on
women’s psychological and social functioning must
all be considered in this wider sociocultural setting.

Key Points

• Concepts of well-being, health and illness are
not easy to define, and there is a large variation
between cultures and individuals.

• How we define health has implications for
which treatments we provide.

• Psychosocial factors are integral to the holistic
management of menstruation, premenstrual
syndrome, menopause, pregnancy and
childbirth.

• Discourses and ideologies around birth and
maternity care are culturally determined but
also vary within cultures. Maternity services
and practitioners usually have internalized or
embraced a set of ideologies around birth and,
for hospital birth, this is likely to driven by
a biomedical approach.

• The events of birth can impact significantly on
women’s transition to motherhood and mental
health.

• Women are more likely to be traumatized by
birth if they feel poorly informed, not listened
to, inadequately cared for, or have little support
from staff or their partner.
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Chapter

3
Epigenetics
The Bridge between Biology and Psychosocial Health
Leroy C. Edozien

Introduction
In delivering and researching women’s health care,
the traditional approach has focussed on biological
mechanisms and biomedical interventions. This
approach has taken women’s health care to great
heights, facilitated by advances in science and tech-
nology; however, it is increasingly recognized in clin-
ical practice that biopsychosocial factors are critical to
the promotion, maintenance and enhancement of
women’s health. Health and illness are closely asso-
ciated with behaviour, emotions and thoughts and, in
the sphere of women’s health, the UK Confidential
Enquiries into Maternal Deaths and similar pro-
grammes elsewhere have drawn attention to the
major role played by maladaptive health behaviour,
psychosocial stress and emotional problems in mater-
nal mortality and morbidity. There is increasing
recognition of the importance of social and beha-
vioural factors – such as inactivity, stress, poor nutri-
tion, smoking, drug and alcohol abuse, exposure to
risk and risk taking. Furthermore, there is increasing
awareness that health and behaviour in pregnancy
have significant implications not only for fetal health
in utero but also for the immediate and long-term
well-being of the child. These developments call for
a biopsychosocial approach to the delivery of
women’s health services and to research in this field.
The biopsychosocial approach aims to obtain
a comprehensive picture of health conditions and
events by using biological, behavioural, psychological
and social measures. It adopts the life course approach
to health (which emphasizes the connection between
the individual and the socioeconomic and historical
context in which the individual lives) [1], and inte-
grates ‘nature’ with ‘nurture’.

Despite its potential strengths, the biopsychosocial
model is yet to become firmly entrenched in health
care. The ‘bio’ (biology) has not been integrated with
the ‘psychosocial’, largely because of health

professionals’ bias for ‘hard science’, with the psycho-
logical and social domains being regarded as ‘fluffy
stuff’.

Although the association between psychosocial
factors and health outcomes is recognized, the under-
lying biological mechanisms have hitherto been
poorly understood. It is arguable that until health
professionals and scientists, who are usually brought
up in the positivist tradition, have a better under-
standing of these mechanisms insufficient attention
will be paid to the biopsychosocial approach.

There is, however, a development on the horizon
that portends a climate change: epigenetics, report-
edly the fastest growing branch of medicine, is brid-
ging the gap between biology and psychosocial health.

Psychosocial Health
The World Health Organization defines health as
a state of complete physical, mental and social well-
being and not just the absence of disease. It is, how-
ever, still common in biomedical discourse for ‘health’
to be construed narrowly as physical health. The term
‘well-being’ has emerged as a holistic alternative,
aimed particularly at capturing the emotional dimen-
sion of health. In this chapter, psychosocial health is
taken to mean a state of mental, emotional, social and
spiritual wellness.

Physical ill-health could induce psychological pro-
blems or lead to social isolation and economic losses.
On the other hand, psychosocial ill-health (or the state
of suffering adverse psychosocial conditions) may pre-
cipitate physical ill-health. For example, African
American women with upward economic mobility
from early life impoverishment tend to have lower
rates of preterm birth and infant mortality compared
with African American women with lifelong residence
in impoverished neighbourhoods [2]. Lifestyle factors
such as tobacco, alcohol, exercise and diet strongly
influence the incidence rates of cancer, obesity,
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metabolic disease and cardiovascular disease. Social iso-
lation has been found to have a deleterious effect on the
immune system.

Adverse psychosocial conditions affect not only
the index woman but also her offspring and subse-
quent generations. The Dutch Famine Birth Cohort
Study showed that women who were exposed to fam-
ine (caused by a German blockade of supplies during
World War II) gave birth to children with adverse
metabolic and mental phenotypes (i.e. were more
susceptible to conditions such as diabetes, obesity
and schizophrenia) [3, 4].

The social environment has also been shown to
have a neurobiological impact: early life experience of
abuse, neglect and challenging parenting style have
been shown to affect cognition and behaviour [5].

While epidemiological studies have established
that psychosocial health and physical health are
closely associated, the underlying biological
mechanisms have been uncertain, and sometimes
controversial. A relatively new field of investigation –
epigenetics – promises to yield some answers to age-
old questions.

Genome, Genes and DNA
To understand the basics of epigenetics, a knowledge
of some basic terminology is essential. Biological
information essential for human development is
stored in the molecule deoxyribonucleic acid (DNA).
The complete set of DNA in an organism is known as
a genome, and all nucleated cells in a human contain
a copy of the entire genome. A gene is a piece of the
genome, and different genes determine different
traits. The DNA wraps around proteins called his-
tones, forming a compact unit.

The set of genes (i.e. the particular DNA sequence)
that accounts for a specific trait (e.g. hair colour) is the
genotype. The appearance of that trait is known as the
phenotype. A variety of phenotypes (the outward
manifestation of the genetic code) can occur among
cells with identical DNA. In other words, identical
genotypes can manifest as different phenotypes. It is
known, for example, that monozygotic twins may
share identical genotype but manifest different phe-
notype (differences in physical and psychological
characteristics and vulnerability to disease) [6].

This variation in phenotype is partly due to muta-
tion (a change in the DNA sequence) but mostly due
to changes in the production of gene products (‘gene
expression’).

What Is Epigenetics?
Some biochemical changes alter gene expression with-
out altering the DNA sequence. These changes are
known as ‘epigenetic’ changes. The term ‘epigenetics’
was first used by the developmental biologist Conrad
HWaddington to describe the processes by which the
genotype brings about the associated phenotype [7].
He observed that environmental factors can cause the
phenotype to be different from to the one expected
from a particular genotype and that the new pheno-
type could be inherited by offspring even in the
absence of the original environmental stimulus.
At the time, the structure of the DNA had not been
unravelled. Today, ‘epigenetics’ refers to changes in
gene expression that do not entail a change in the
DNA sequence itself. The underlying biochemical
processes (‘epigenetic modifications’) include DNA
methylation and histone modification (such as acet-
ylation, methylation and phosphorylation). There are
other mechanisms of epigenetic change, but DNA
methylation and histone modification are the most
studied. Methylation of the DNA involves the cou-
pling of a methyl group to a cytosine (one of the four
main bases found in the DNA). The source of the
methyl group is S-adenosyl-L-methionine (SAM).
This addition of chemical compounds to the DNA
and histone modifies the activity of the genes within
the genome, and themodifications can be inherited by
offspring. Usually, methylation switches off the gene.

When compounds attach to the DNA and modify
its function, they are said to have ‘marked’ the gen-
ome. All the chemical compounds attached to the
DNA in the organism as part of epigenetic modifica-
tion constitute the epigenome.

The methylation of the DNA is catalysed by the
enzymes DNAmethyltransferases (DNMTs). Histone
modification, which affects how tightly the DNA is
wound around the histone, is catalysed by histone
methyltransferase and other enzymes. Any condition
that alters the tissue levels of these enzymes can affect
methylation or histone modification and thus affect
gene expression.

The chromosomes that we inherit from our par-
ents contain not only DNA but also proteins.
The DNA carries genetic information, while the pro-
teins carry epigenetic information.

It is thought that, through epigenetic mechanisms,
nutrition, stress, sleep and other environmental fac-
tors induce changes in gene expression and thereby
influence health and well-being. Significantly,
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epigenetic changes can be passed on from one gen-
eration to the next. Given the huge attention that
DNA has commanded in scientific research, it is
remarkable that the psychosocial context of the parent
can affect the gene expression of the offspring without
any change in the DNA sequence, and it is now clear
that science has to look beyond the genome for
answers to key questions in epidemiology, human
development and medical sociology.

Developmental and Clinical
Implications of Epigenetics
Epigenetic changes have been implicated in both nor-
mal and disease states. They have been found to influ-
ence human reproduction, behaviour, susceptibility
to disease and fetal programming. Adverse outcomes
could result from either inhibition of methylation
(through deficiency of methyl donors or altered
enzyme activity) or errors in methylation (e.g. methy-
lation occurring at the wrong site). Abnormal or
altered methylation has been found in many cancers,
vascular diseases, immune disorders and even in
poorly nurtured, but otherwise healthy, offspring.
It has been suggested that epigenetics may play
a role in the pathogenesis of leiomyomas [8] and
endometriosis [9].

We can’t change our genome but we can change
our epigenome. The epigenome can be changed dur-
ing intrauterine life but also at any time during the
lifetime of the person. As discussed next, lifestyle has
a strong potential to induce changes in the
epigenome.

Unlike genetic mutations, epigenetic changes are
potentially reversible, and a number of epigenetic
drugs are in development for treating specific dis-
eases. Various fields of investigation have developed
in response to the growing interest in epigenetics.
These include behavioural epigenetics (which studies
the role of epigenetics in shaping behaviour), epige-
netic epidemiology, nutritional epigenetics, develop-
mental epigenetics (investigating how factors in the
early life environment determine an individual’s phe-
notype) and medical epigenetics.

Ageing
In the Belfast Elderly Longitudinal Free-Living
Ageing STudy (BELFAST study), hundreds of nona-
genarians who were ‘very good’ for their age were
recruited and subjected to a range of assessments

which included anthropometric measurements, diet
and lifestyle history, lipid profile and immune status.
It has been suggested that the findings of this study
emphasize the need to look after the epigenome [10].
Ageing is associated with alterations in histone and
DNA methylation [11]. This may be due to changes
with exposure to factors (such as diet) that inhibit
DNA methylation or to decreases in the activity of
methyltransferase (DNMT).

Adults may have a biological age that is older or
younger than their chronological age, and this may
reflect epigenetic changes. Hannum and colleagues
have developed a measure of biological age based on
the degree of methylation associated with 71 sites in
the human genome that are strongly associated with
chronological age [12]. This measure can be used to
compare a person’s biological age with their chrono-
logical age. It is not yet in clinical use but marks
a further milestone in the coming together of biologi-
cal and psychosocial aspects of health and well-being.

Diet
One of the most striking manifestations of epigenetic
change and the heritability of such change was an
experiment which showed that the coat colour and
disease susceptibility of newborn agouti mice could be
changed by feeding their mothers extra vitamins dur-
ing pregnancy [13]. Agouti mice have the agouti gene
which makes them fat and yellow and prone to cancer
and diabetes. When agouti mice were fed a diet rich in
methyl donors, their offspring were slender, brown
and not prone to cancer and diabetes. Significantly,
this change was achieved without altering the DNA
sequence of the agouti mice. Rather, the diet led to
a change in gene expression.

The potential influence of diet on epigenetic change
is huge. Dietary deficiencies could alter SAM metabo-
lism, thereby altering methylation of DNA and influen-
cing gene expression. Deficiency of micronutrients in
pregnancy is associated with increased risk of neural
tube defects, preeclampsia and small-for-gestational age
baby, and this may have to do with DNA methylation.

The micronutrients folate, vitamin B12, vitamin
B6, choline, betaine and methionine are involved in
the production of SAM, the methyl donor for methy-
lation (Figure 3.1). Folate is involved in the re-
methylation of homocysteine to methionine which is
adenosylated to form SAM. Betaine, present in wheat
and spinach, breaks down the toxic by-products of
SAM synthesis.

Epigenetics
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‘Folate’ is a general term for a group of water-
soluble B-vitamins found in foods, predominantly in
the form of 5-methyl-tetrahydrofolate (THF). Folic
acid, the oxidized synthetic compound commonly
prescribed to pregnant women, needs to be reduced
and methylated to THF in the liver before it can be
useful in metabolism. High levels of unreduced folic
acid could have adverse effects and for this reason
dietary sources of folate are preferable for non-
pregnant women. Dietary deficiency of folate is
a cause of hyperhomocysteinaemia, a risk factor for
vascular disease, recurrent miscarriage, placental
abruption, pre-eclampsia, congenital disorders such
as cleft lip and other pregnancy complications.

Epigenetic processes are also affected by polyphe-
nols; these alter the activities of methylation enzymes
such as such as 5-cytosine DNMT. Polyphenols (also
known as phenolics) are antioxidants found in bran,
purple potatoes, wine, seeds, green tea, food supple-
ments and some complementary medicines; their
contribution to epigenetic change could be exploited
for disease prevention and treatment [11].

Maternal Smoking
Smoking in pregnancy is associated with increased
risk of miscarriage, preterm labour and fetal growth
restriction. The adverse effects of smoking extend
beyond birth: maternal smoking is associated with
neurodevelopmental delay, impaired general cogni-
tive ability and conduct disorder. These consequences
of maternal smoking have been attributed to aberrant
DNA methylation and gene expression. DNA

methylation was found to be altered in the placenta
and in cord blood of newborns whose mothers
smoked during pregnancy [15].

Sleep
Epigenetic mechanisms are thought to be involved in
the development and maintenance of insomnia [16].
Also, stress induced by sleep deprivation could affect
gene expression.

The circadian rhythm, the 24-hour cycle referred
to as the ‘body clock’, regulates physiological pro-
cesses and tells the body when to sleep. It plays an
important role in health and well-being, and disrup-
tions to this rhythm have been associated with shor-
tened life span, cancer and degenerative diseases.
There is evidence that epigenetic changes are involved
in the link between circadian rhythm and these
abnormalities [17, 18]. Persons doing long-term
shift work were found to have alterations in the levels
of DNA methylation associated with the pertinent
genes.

Exercise
It is well recognized that exercise improves motor and
cognitive function and reduces the risk of cardiovas-
cular, metabolic and degenerative disease. While the
impact of exercise is partly due to the genetic consti-
tution of the individual, epigenetic mechanisms are
also thought to play a role. Both acute and chronic
exercises significantly influence the methylation of
genes involved in metabolism, muscle growth and
inflammation in humans [19]. The impact of acute
exercise on DNA methylation appears to depend on
the intensity of the exercise, but it is not known
whether aerobic exercise and anaerobic exercise influ-
ence DNA methylation in a similar way. It has also
been shown that exercise causes other epigenetic
changes such as histone modification.

The Social Environment
Social experiences may induce epigenetic change at
any stage in the life of an individual – from infancy
through adolescence to adulthood – and the social
environment can have long-term physiological and
behavioural effects [20]. This was demonstrated in
a study of mothering style and methylation in rats
[21]. The mothers frequently lick and groom their
offspring. The study found that, through epigenetic
mechanisms, the amount of such nurturing received

choline
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Figure 3.1 Role of B-Vitamins in methylation of DNA

Source: Reprinted with kind permission from http://learn.genetics
.utah.edu.
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by the offspring affects their brain development and
their stress response. Richly nurtured rats grew up to
be relaxed and sociable, and neglected rats grew up to
be nervous and more sensitive to stress

Similarly, childhood neglect has been shown to
have persistent effects in the human brain [22].

As epigenetics may underlie the impact of
improved social circumstances on health, it could be
that this is a mechanism by which psychological
therapies exert their effects. Mindfulness has been
found to cause epigenetic changes, thus influencing
genetic expression [23].

Fetal Programming
During embryogenesis there is a high rate of DNA
synthesis and there is extensive epigenomic marking
as cell differentiation takes place, so the risk of aber-
rant epigenetic change is higher than at any other time.

The Barker hypothesis, that adult diseases have
their origins in fetal life, stemmed from the observa-
tion that growth-restricted babies were at increased
risk of developing cardiovascular disease, diabetes
mellitus, obesity and metabolic syndrome as adults.
These effects of early life environment on susceptibil-
ity to adult disease are now thought to be explained, at
least in part, by epigenetics. Direct evidence in sup-
port of epigenetics as the mechanism underlying the
developmental origins of health and disease in adult
humans is, however, far from robust, and many more
years of research are required [24].

Conclusion
One of the benefits of the emergence of epigenetics is
that the scientific credentials of the biopsychosocial
approach to health care delivery are greatly enhanced.
The biomedical model of care has not yet paid suffi-
cient attention to the role of the physical and social
environment and of psychological factors in the
aetiology, prevention and management of ill-health,
but that is beginning to change.

It may well be that, in the future, a person’s sus-
ceptibility to diseases will be identified early by
genetic markers and receive effective preventative
intervention. The ability to reverse epigenetic marks

may open up new treatments for cancer. Above all
there may be greater impetus for people of all ages to
adopt healthier lifestyles.

Key Points

• Health is a state of complete physical, mental
and social well-being and not just the absence of
disease. Psychosocial health is a state of mental,
emotional, social and spiritual wellness.

• Adverse psychosocial conditions affect not only
the index woman but also her offspring and
subsequent generations.

• ‘Epigenetics’ refers to changes in gene
expression that do not entail a change in the
DNA sequence itself. The underlying
biochemical processes include DNA
methylation and histone modification.

• Through epigenetic mechanisms diet, exercise,
stress, sleep and other environmental factors
induce changes in gene expression and thereby
influence health and well-being.

• The effects of epigenetics could be harnessed for
disease prevention and treatment, including the
development of pharmacological and non-
pharmacological therapies.
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Chapter

4
Communicating Effectively
The Patient–Clinician Relationship in Women’s
Healthcare
Jillian S. Romm and Lishiana Solano Shaffer

At the center of medicine there is always a human
relationship between a patient and a doctor.
—Michael Balint [1]

Skillful communication is a critical element in devel-
oping the patient–clinician relationship and serves as
a potential strength in the healing process for patients.
‘Communication between patients and clinicians is
the bedrock of the patient-clinician relationship’ [2].
Studies are finding significant connection between
functional clinician–patient relationships and patient
and clinician satisfaction[3, 4].

Due to the nature of women’s healthcare special-
ties and the intimacy and trust embedded in the
clinician–patient relationship, we believe that there
are essential communication competencies which
build upon basic communication techniques, and
they are necessary skills for the women’s healthcare
clinician. Many clinicians care for women throughout
their patients’ life cycles and are involved in multiple
significant life events. The clinician–patient relation-
ship is of critical importance in women’s healthcare.

Developing and maintaining communication
skills allows for productive and empathetic healthcare
relationships. In addition to patient and clinician
satisfaction, empathetic communication is associated
with increased adherence to treatment and fewer mal-
practice complaints. More importantly, patients cared
for by clinicians who they perceive as empathetic have
more favorable health outcomes and are more satis-
fied with their care [5, 6].

There is ample evidence of the power of empathy
in clinical relationships. For example, diabetic patients
who scored their physicians with higher empathy
scores had significantly better diabetes control [5, 7].
In this case, empathy resulted in physicians better
understanding their patients’ circumstances and allow-
ing for recommendation and treatment options catered
to unique lifestyles. This patient-centered care fostered

better adherence to treatment, with significantly
improved health outcomes. Research also indicates
that patient-centeredness and empathic communica-
tion lead to better immune function, shorter post-
surgery hospital stays and fewer complications [8],
decreased migraine disability and symptoms [9] and
shorter duration of colds[10].

Patients report that their relationships with their
clinicians are important and highly valued.

Patients who perceive a lack of caring or collabora-
tion are more likely to litigate and cite feeling deva-
lued, being given information poorly and sensing that
the physician was not understanding them or their
wishes [11]. Indeed, patients have indicated that what
is most important to them is their relationship with
their clinician and that relationship is more important
to them than their treatment. Baile et al. reported that
patients identify their physicians as one of their most
important sources of psychological support [12].
The Physician’s Foundation also surveyed patients
and identified how critically important their relation-
ships are with their doctors and clinical specialists [13].

The Schwartz Center’s focus group research in
2013–2014 identified that patients cited compassio-
nate care as being the most important aspect of their
healthcare. They described the compassionate rela-
tionship as one in which they receive understandable
information, are involved in decisions, are listened to
attentively, and are shown respect. These behaviors
are indicators of productive communication and are
essential aspects of a healthy clinical relationship [14].

There is also evidence that clinicians with produc-
tive and functional relationships who deliver quality
care are more satisfied, less burned out, and likely to
remain in their careers.

Research by the Rand Corporation for the
American Medical Association found that a primary
driver of job satisfaction among physicians was the
ability to provide high-quality patient care [15].

21
05

11:39:03



To date, most information regarding patient pre-
ferences about healthcare relationships has been
acquired from research in primary care medicine.
These preferences are likely to be similar to those for
obstetrical and gynecological patients. The very nat-
ure of women’s health specialties, which includes
caring for patients during significant milestones in
their lives, many of which are quite intimate,
provides opportunities for skillful utilization of the
clinician–patient relationship.

Empathic Communication
‘The state of empathy, or being empathic, is to per-
ceive the internal frame of reference of another with
accuracy and with the emotional components and
meanings which pertain thereto as if one were the
person’ [16]. Empathy is the human quality that
recognizes and sustains human connection and
understanding. In patient–clinician relationships, as
patients experience empathy, they also feel under-
stood, accepted and respected.

Historically in medical training, recommenda-
tions about clinical relationships included develop-
ment of ‘detached concern’ and caution against
affective empathy was urged. A more clinical, or ‘cog-
nitive empathy,’ was encouraged. There is little sup-
port in the literature for such caution and for the
recommended emotional avoidance [17].

Currently, there is a greater appreciation for
the value of skilled communication in service of
the clinician–patient relationship, and empathy is
encouraged and normalized. Empathy is a natural
socio-emotional competency that has evolved with
the mammalian brain to form and maintain social
bonds [18] and is the metaphorical cornerstone of
human relationships. In clinical relationships, this
social bonding creates and sustains the
clinician–patient relationship.

Communication and Healthcare
Relationships
The clinician–patient relationship is essentially a
moral enterprise that is grounded in trust. Such rela-
tionships require skilled communication. In healthy
and functional clinical relationships, empathy devel-
ops as the relationship develops. The clinician’s empa-
thy for the patient, as well as for themselves, naturally
develops and deepens, and serves as a positive feed-
back loop, enhancing relationships with patients,

which results in both increased patient and clinician
satisfaction.

The capacity for empathy naturally exists in
humans. Studies have shown that it is possible to
increase or decrease empathy in response to the envir-
onment and context[19]. Indeed, one’s mindset and
beliefs about empathy determine how much effort
they will exert to experience empathy[20]. There
appears to be a naturally self-protective process for
healthcare professionals who have demonstrated
a down-regulation in their pain empathy responses
after exposure to patients in pain and suffering, allow-
ing them to be objective and thoughtful as they care
for their patients[21].

There is agreement that empathy commonly
decreases during training [22, 23] due to numerous
factors, including the focus on professional distance
and clinical neutrality, paucity of role models, and
harsh/non-compassionate treatment of trainees.
Other factors are objectification of the patient [24],
increased workload, mistreatment by supervisors,
lack of emotional support, and interpersonal conflict
[25].

Among the many skills in which medical provi-
ders must be proficient, the human and primitive
abilities to understand and connect with and have
empathy for their patients are critical components of
effective communication and clinical care. These
essential skills require training and ongoing support
to maintain them over a professional career.

Basic Communication Skills
Communication is verbal and non-verbal, and
becoming proficient in communication skills ensures
adequate data collection during themedical interview,
sharing of information, and recognizing concerns and
priorities of the patient and provider. These basic
skills establish the groundwork for building a strong
patient–clinician relationship [26].

Healthcare relationships are complex, and the
thoughts and feelings of both parties are influenced
by the social and medical context and setting, as well
as the perceptual skills of the clinician [27]. Attentive
listening skills, empathy, and use of open-ended ques-
tions are examples of skillful communication.

Collaborative communication involves the two-
way exchange of information. It requires that clini-
cians provide opportunities to suggest and discuss
treatment options and to share the decision-making
process with the patient and family. In discussing
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available treatments, the skilled clinician elicits and
recognizes the patient’s expectations, hopes and level
of risk acceptance [28].

Communication Strategies
There is a developing worldwide consensus of the
importance of teaching and training medical profes-
sionals in basic communication skills as well as in
challenging conversations, such as giving bad news,
acknowledging medical errors, and cultural commu-
nication and competencies. The European Consensus
on Learning Objectives for Core Communication
Curriculum has outlined three levels of communica-
tion training [29]. These include key communication
tasks and recommended skills, including empathy
and reflective skills and special and difficult discus-
sions. In the United States, the Accreditation Council
for Graduate Medical Education competencies
include interpersonal and communication skills and
evaluation of the effectiveness of communication with
both patients and families, as well as other healthcare
professionals and team members as an aspect of pro-
fessionalism [30].

In 2003, the Institute of Medicine in the United
States called upon educators and licensing organiza-
tions to strengthen health professional training
requirements in the delivery of patient-centered care.
They specified communication skills, such as open-
ended inquiry, reflective listening and empathy.
In addition, the report recommended training health-
care professionals to respond to the unique needs,
values, and preferences of individual patients. This
‘patient-centered model’ relies on effective and skill-
ful healthcare communication and clinician–patient/
family relationships [31].

Teaching Communication and
Empathy Skills
As hospital, educational, and healthcare organizations
are increasingly committed to trainee and employee
education and continuous quality improvement in the
area of communication, they are offering programs to
refine healthcare communication and relationship
skills. These programs include didactic and lecture
formats, group work, self-reflection and self-
awareness activities, and web-based courses and pro-
grams. Training ranges from basic communication
skills to more complex, self-reflection-based interper-
sonal and self-management skills.

Courses and programs should be aimed at offering
information about the importance of communication
and the patient–clinician relationship. Training
should build upon learners’ native empathetic abil-
ities such as recognizing paralanguage, reflection and
self-awareness, as well as increased knowledge of
others’ cultures and religions. These skills are in sup-
port of clinical relationships and enhance communi-
cation and understanding.

In reviewing the communication trainings
options, we find a wide array of programs, from
those providing basic communication information
and strategies, to programs that promote self-
reflection and empathy for the patient and for oneself
in the clinical encounter.

Several programs offer basic communication skills
training. For example, AIDET [32] and BATHE [33]
offer information to enhance the clinician’s cognitive
understanding of the importance and basic compo-
nents of communication. Beckman et al. [34] recom-
mended core communication skills, including active
listening and soliciting attribution, as a model of co-
participation between the patient and clinician.
Empathetic training expands upon basic communica-
tion understanding, and presents a neurobiological
and physiological frame for appreciating the value of
interpersonal communication[35]. This training
offers additional coursework for complex patient
interactions, such as delivering bad news. Web-
based training and utilizing simulation/patient-
actors to recreate medical encounters may provide
new and additional options for clinical education
about interpersonal skills. Several researchers are
evaluating the efficacy of such novel forums [36].

We acknowledge that there are basic communica-
tion skills that are necessary in healthcare, such as
engaged listening, conveying acceptance, developing
rapport and encouraging dialogue. These skills
enhance the medical interview, which leads to more
efficient care, and are important foundation skills that
are required in all healthcare professionals.

There are more complex and nuanced skills that
are necessary in women’s healthcare specialties. These
skills support clinical practice and are based on com-
petencies beyond basic communication skills. These
competencies provide the framework for productive
clinician–patient relationships. The essential commu-
nication competencies include effective communica-
tion, self-awareness, and relationship development
and refinement. Each competency builds upon the
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rapprochement resulting from basic communication
strategies and techniques.

Effective communication in service of clinical rela-
tionships requires flexibility, the ability to engage in

the clinical encounter and develop the relationship to
benefit the patient. As rapport is established, there is
increase in the clinician’s awareness of the patient’s
and of their own feelings. The clinician can then

BOX 4.1 Communication Strategies and Education/Training Programs

Communication with Patients
AIDET: A simple communication training technique, identifying aspects of communication as Acknowledge,

Introduce, Duration, Explain, Thank you. Focuses exclusively on verbal communication skills.
Balint Groups: Group members and the leader sit round in a circle; a case is presented and then discussed, with

emphasis on the doctor–patient relationship. Named after Michael Balint who, with his wife Enid, held psychological
training seminars for GPs in London.

RESPECT: Intercultural communication, with training in cultural awareness, knowledge, skill, and encounters
leading to the provider becoming ‘culturally desiring’ of cultural knowledge, skillful, and familiar with cultural
encounters.

BATHE Technique: Recommended for eliciting information about a new patient – or a new problem, this model
utilizes mnemonic device: Background, Affect, Trouble, Handling, Empathy. Clinicians are encouraged to inquire
about the patient’s response to the problem, how troubled they are, and empathic responses are recommended.
The experience of feeling empathy for the patient is presumed.

Empathetic Training: Web-based, self-paced didactic instruction includes basic neuroscience of interpersonal
connections, detection and management of patients’ emotional states, and offers recommendations for provider
responses and self-management skills.

Mindfulness: Based on an eight-week behavioral program and educational course that offers first hand
experience of meditation techniques, including mindful awareness of daily activities and communication. Evidence
suggests that mindfulness-based stress reduction (MBSR) can improve empathy skills in clinicians. MBSR reduces
burnout and develops self-awareness and self-compassion, and assists in development of empathy with others, as
well as with oneself.

Narrative Med: Taught in small groups and workshops, narrative medicine training teaches one to recognize,
absorb, interpret, and honor the stories of patients’ illnesses. Clinicians are encouraged to imagine and enter patients’
worlds, to better understand, and reflect on their own experiences in patient care.

REDE: Provides peer training in basics of healthcare communication training, with additional options for such
concerns as managing conflict and difficult conversations.

Schwartz Reflection Rounds:Multidisciplinary forumwhere staff reflect on psychosocial issues that arise in caring
for patients. These interactive discussions are anchored in a case presentation and focus on clinicians’ experiences,
thoughts, and feelings and encourage staff to share insights, vulnerabilities and support.

Sharing Bad News
SPIKES:Developed for oncology originally, recommends a six-step process in delivering bad news, with the goal

of fulfilling the objectives of the discussion, gathering information from the patient, transmitting the medical
information, providing support, and eliciting the patient’s collaboration in developing a plan.

Oncotalk/VitalTalk: Communication programs designed for oncology, end-of-life and palliative care
conversations. This training may include four-day residential training, small group discussions, role-playing,
standardized patient experiences, and self-evaluation.

Cultural Communication
RESPECT: Model using action-oriented communication and behaviors to build trust across race ethnicity,

culture, and power differences. Utilizes mnemonic device including respect, explanatory model, social context,
power, empathy, concerns and trust/therapeutic alliance. Specific responses to patients are suggested within the
model.

Communication with Colleagues
PEEER: Training recommends critical elements in intra-professional communication, including Plain Language,

Engagement, Empathy, Empowerment, Respect. Specific examples of communication skills are offered.
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interpret these feelings as reflecting those of the
patient. Gleichgerrcht suggested that the ability to
engage in self-other awareness and regulate one’s
emotions, along with the tendency to help others,
contributes to the sense of compassion that comes
from clinical practice [37]. Informed by both verbal
and non-verbal communication, the skilled clinician
can then refine and further develop the trusting and
shared relationship.

To do this effectively the clinician must feel com-
fortable within the interpersonal relationship, be
aware of one’s own biases, concerns, and context,
and use the knowledge of their own internal experi-
ence as a reflection of the patient’s internal experience.
This process is the clinical application of empathy,
where the clinician is aware that they are sensing the
patient’s feelings within themselves. In addition, the
efficacious use of self in the medical encounter
expands the capacity for communication and connec-
tion and deepens the clinician–patient relationship.

The essential communication competencies
require that the clinician use one’s self as an instru-
ment in medical care. Philip Hopkins, as he reflected
on the power of the healthcare relationship, stated,
“The most frequently used drug in medicine is the
doctor himself” [38].

The ability to skillfully use oneself in the health-
care relationship requires competence in communica-
tion, interpersonal skills, insight, self-awareness and
empathy. As clinicians gain experience and confi-
dence in their basic interpersonal skills, providing
opportunities for reflective practices will support
and sustain clinician–patient relationship develop-
ment, as well as increase both patient and clinician
provider satisfaction.

Programs such as Balint Groups [39], reflection
rounds [40], and self-reflective processes, such as
mindfulness practices [41], provide opportunities for
deeper understanding of both patients and clinicians.
Such programs provide interventions that enhance

communication and develop empathy, utilizing
inductive-based strategies.

The most innovative programs are grounded in
the clinical encounter while providing reflection and
self-awareness skills development. Balint Groups are
an example of a strategy that enhances reflection and
increases understanding of both the patient and the
clinician’s experiences. In this case-based group pro-
cess, the discussion focuses on the clinicians’ relation-
ships with their patients. Participants report feeling
more expansive, creative, and compassionate and less
isolated as the result of Balint Group work. Although
historically embedded in primary care medicine, sev-
eral programs offer Balint Group work in women’s
healthcare training [42, 43], and currently additional
specialties are piloting Balint Groups to support pro-
fessionalism, communication skills development, and
as a buffer for professional burnout [44, 45, 46].

Reflection rounds aremultidisciplinary forums for
staff reflection on emotional and psychosocial issues
that arise in caring for patients. These interactive
discussions are anchored in a case presentation and
focus on clinicians’ experiences, thoughts and feel-
ings. Attendees are encouraged to share insights,
vulnerabilities and support. Preliminary research
indicates that reflection rounds enhance team and
provider communication and support [47].

Mindfulness training has many benefits for clin-
icians. Well established as practices to decrease anxi-
ety, depression and pain [48], mindfulness training is
being piloted among healthcare clinicians. Medical
students demonstrated increased empathy as well as
decreased anxiety and depression, after mindfulness
training [49]. Mindfulness-trained primary care phy-
sicians reported enhanced attentive listening skills
and the ability to more effectively respond to patients,
and had developed greater self-awareness [50].
Mindfulness training has also been shown to reduce
psychological distress and burnout and to increase
empathy [51].

Difficult Conversations and Specific
Communications
Complex communication skills are also required in
clinical practice, such as when sharing concerning
news or prognoses, dealing with angry and difficult
patient encounters, and caring for patients from dif-
ferent cultures and languages.

BOX 4.2 Essential Communication
Competencies in Women’s Healthcare

1. Effective communication: rapport development,
information exchange

2. Self-awareness
3. Relationship development and refinement
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Sharing difficult news and prognoses is challen-
ging, and clinicians report inadequate training and
modeling for such encounters. Unfortunately, these
are not rare encounters for the women’s healthcare
clinician [52]. Many of the techniques used for com-
municating bad news can also be used for other diffi-
cult encounters.

The SPIKES Protocol provides a template for dis-
closing unfavorable information. This protocol con-
sists of six steps, with the goal being to enable the
clinician to fulfill the four primary objectives of dis-
closing bad news, including gathering information
from the patient, transmitting the medical informa-
tion, providing support to the patient, and eliciting
the patient’s collaboration in developing a strategy or
treatment plan for the future. Originally piloted with
oncologists, SPIKES is currently utilized by other
specialties. SPIKES users report increased confidence
in their ability to disclose unfavorable medical infor-
mation to their patients [53]. Oncotalk was also tar-
geted at oncologists, and was piloted as a four-day
residential training program, offering reflective
practices and communication skills training. Skills
include basic communication and difficult conversa-
tions, such as giving bad news, palliative care discus-
sions and family conferences.

As modeled by Kubler-Ross, inviting patients to
serve as educators delivering bad news may be an
effective teaching strategy [54]. Specific advice and
recommendations shared by patient-educators
included setting the scene and pacing the discussion,
non-verbal messages of caring, and allowing patients
to maintain hopefulness.

Skilled and effective inter-colleague communica-
tion is essential in healthcare. Medical care lends
itself to teams and systems and, when well function-
ing, patients and the clinicians benefit. Designed
for all health professionals, the PEEER model repre-
sents Plain Language, Engagement, Empathy,
Empowerment, Respect, and these goals are met
with training about specific communication skills
[55]. The skills of patient-centered communication
transfer to inter-colleague communication, increasing
self-efficacy in communication in general [56].

Electronic Medical Records (EMR)
and Healthcare Communication
In addition to difficult patient encounters, the chal-
lenges and demands of modern healthcare systems

must be noted as impacting clinicians’ practices.
Electronic medical records (EMR) are being utilized
to enhance patient charting and communication
between colleagues and between patients and their
clinicians. Research indicates that patients view EMR
communication with their clinicians positively [57].
However, feedback from medical professionals sug-
gests that the computer has negative effects on
communication between clinicians and patients, dis-
tracting and preventing them from having meaning-
ful personal interactions with their patients [58].
Discussing a patient’s care via electronic communica-
tion presents challenges for clinicians who benefit
from face-to-face discussions with colleagues.

Attending to verbal and non-verbal messages is
critical when incorporating computer and keyboard
work into the clinical encounter. After establishing the
relationship, purposeful and transparent charting may
be done in the patient’s presence. Prior to coming in
the exam room, the clinician should review relevant
medical records. When a clinician takes time to review
the EMR, even if briefly, and then reflects this review
back to the patient, the patient is likely to perceive that
the EMR is of value and an integral aspect of their
care. Shared decision making and a recap of the plan
can be done with the patient and, with the assistance
of the EMR, relevant educational materials may be
reviewed on the screen and printed for the patient’s
use. We recommend a discussion about electronic
email follow-up, which can save significant time for
the clinician, and feel personal to patients.

In addition, some medical practices are piloting
the use of medical scribes, who are individuals trained
in transcription of the pertinent medical details of the
clinical interaction. Scribes allow clinicians to devote
100% of their verbal and non-verbal attention to the
patient, and evidence suggests they may improve clin-
ician satisfaction, productivity, time-related efficien-
cies, revenue, and patient–clinician interactions [59].
As the use of EMR expands, developing and sustain-
ing relationships and utilizing effective communica-
tion strategies in conjunction with electronic tools
will be more critical than ever.

Cultural Communication Competencies
Culture and ethnicity have often been cited as barriers in
establishing effective and satisfying clinician–patient
relationships. Schouten and Meeuwesen’s review of cul-
tural communication literature found major differences
in doctor–patient communication as a consequence of
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patients’ ethnic backgrounds. They noted that physi-
cians behaved less effectively when interacting with eth-
nic minority patients, as compared to patients of the
dominant culture. Ethnic minority patients themselves
are also less verbally expressive, less assertive, and less
effective during medical encounters than patients of
dominant culture [60].

It is helpful to develop strategies to enhance aware-
ness of patients’ attitudes, beliefs, biases, and behaviors
that may influence patient care and adherence to treat-
ment. Understanding the role of culture will allow
clinicians to explore the meaning of illness, understand
patient’s social and family context, and provide patient-
centered and culturally competent care [61].

Summary
Women’s healthcare specialties provide opportunities
for long and productive relationships with patients and
families. Specialists in obstetrics and gynecology may
follow patients through puberty, childbearing and the
years of aging, and form trusting and healthy relation-
ships that serve the patients during routine care and
significant life events. Using the patient–clinician rela-
tionship skillfully leads to significant health benefits, as
well as patient and clinician satisfaction.

In that empathetic communication is the corner-
stone of caring relationships, ensuring adequate train-
ing and support to maintain empathetic skills is
critical during training years and beyond.
Incorporating the essential communication compe-
tencies of skilled communication – rapport develop-
ment, self-awareness, and relationship refinement –
will elevate the clinician from basic communication
skills to excellence and provide enhanced patient and
provider satisfaction. Many tools and trainings are
available to aid in this process. We favor a method
that actively incorporates reflection and self-
awareness such as Balint Groups, reflection rounds,
and mindfulness-based training.

In this fast-paced, high-tech era of medicine,
where knowledge and information are ever expand-
ing, it is imperative that we stay focused on what is
truly at the center: the clinician–patient relationship.

Imagination is not only the uniquely human capacity
to envision that which is not, and, therefore, the foun-
dation of all invention and innovation. In its arguably
most transformative and revelatory capacity, it is the
power that enables us to empathize with humans
whose experiences we have never shared [62].

Key Points

• Developing and maintaining communication
skills allows for productive and empathetic
healthcare relationships. Being empathic is to
perceive the internal frame of reference of
another with accuracy and with the emotional
components andmeanings which pertain thereto
as if one were the person.

• In addition to patient and clinician satisfaction,
empathetic communication is associated with
increased adherence to treatment and fewer
malpractice complaints. Empathy serves as
a positive feedback loop, enhancing relationships
with patients, which results in both increased
patient and clinician satisfaction.

• Due to the nature of women’s healthcare specialties
and the intimacy and trust embedded in the
clinician–patient relationship, more complex and
nuanced communication skills are required of
women’s healthcare clinicians.

• These include rapport development, self-awareness,
and relationship refinement, and could be acquired
through training initiatives such as Balint Groups,
reflection rounds, and mindfulness-based training.
Templates such as the SPIKES protocol and the
PEEER model enhance empathy and
communication.

• As the use of EMR expands, developing and
sustaining relationships and utilizing effective
communication strategies in conjunction with
electronic tools will be more critical than ever.

• Patients can be engaged as educators, for example,
in teaching how to communicate challenging news.
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Chapter

5
Biopsychosocial Aspects of Eating Disorders
in Obstetrics and Gynaecology
Suzanne Abraham

Presentation of Eating Disorders
The prevalence of eating disorders (EDs) depends on
the diagnostic criteria employed, the population stu-
died, their age and gender. It is believed at least 20% of
cases do not present for help; these people may have
the resilience and support from family, friends and
community to make changes and maintain a good
quality of life without professional help. There may
be even more who present for help with fertility and
gastrointestinal problems, rather than their ED.
Unfortunately, women tend not to report the presence
of an ED to obstetricians and gynaecologists, or phy-
sicians, perhaps because they may be labelled as hav-
ing a ‘mental health problem’, and many doctors do
not ask [1,2]. Physicians consider their training in
diagnosing and treating EDs is poor [2].

A few women may choose their ED as a lifestyle.
Websites encouraging and perpetuating disordered
eating also negatively affect individuals who have
never suffered from an ED [3].

Asking about disordered eating and weight control
should be included during assessment of menstrual
irregularities and infertility.

Asking about exercise should be included during
assessment of menstrual irregularities and infertility.

Asking about disordered eating and weight control
should be included during assessment of gastrointest-
inal disorders.

Have a list of reliable local websites for people with
eating disorders.

What Is an Eating Disorder?
In simple terms, ED is when eating- and/or energy-
controlling behaviours significantly affect a person’s
quality of life. These behaviours are commonly food
restriction, binge eating, overeating, excessive exercise,
self-induced vomiting and laxative use. A range of other
medications, including prescribed, online and illegal
drugs, can be included.

The behaviours cover up or provide an escape or short
term relief from dysphoric moods and stressful anxious
feelings and symptoms.

EDs are considered addictive disorders by some pro-
fessional bodies. Anxiety, particularly social anxiety,
and depressive moods are common. Although most
ED patients do not have a personality disorder, they
may have some of the features, the most common
being anxious/avoidant, followed by borderline and
dependent [4]. There may be other comorbid medical
and psychiatric problems, such as diabetes mellitus or
coeliac disease, present, but these should not explain
the disordered eating.

Body Image
This chapter includes discussion of anorexia ner-
vosa with and without body image problems, buli-
mia nervosa and bulimia nervosa–like disorders,
including purging disorder, and binge eating and
overeating disorders. Although obesity, BMI above
30 kg/m2, is not necessarily associated with an ED, it
is when the disordered eating leads to obesity and
continuing weight gain. For a few obese people the
ED does not become apparent until after bariatric
surgery.

An ED does not have to include major issues with
body image (see functional gastrointestinal disorders).
What constitutes a disturbed body image can be hard to
assess in some people. Most women want to be lighter
than they are and the heavier they are, the more weight
they wish to lose; this is normal.Women without an ED
are happy at a BMI of 18–19 kg/m2 (actual BMI equals
desired BMI); an ED woman who does not purge is
content at a BMI of 17–18, and below this wants to be
heavier. This degree of disturbance overall appears
small.

The characteristics of the EDs are given in
Table 5.1. Criteria for the EDs are available online
DSM-5 (2013) and ICD 10 (2010).
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Binge Eating and Other Eating
Behaviours
Binge eating is considered to be discrete episodes of
the overeating of a large amount of food; persons feel
outside their own control. Out-of-control overeating
may not have the urgency of a binge, does not occur in
episodes or not a lot of food is necessarily eaten in an
episode.

One-fifth to one-third of obese women experience
disordered eating. Overeating behaviours leading to
obesity are ‘grazing’, eating small amounts of food
throughout the day, experiencing a constant drive to
eat, waking up at night and eating, ‘comfort eating’
and ‘emotional eating’.

Other patterns also occur: chewing and spitting,
regurgitating and re-swallowing or spitting out; fol-
lowing bariatric surgery other variations can be seen.

The type, frequency and duration of the behaviours,
intensity of body image problems and poor self-esteem
are important to ascertain during assessment.

EDs also occur in men with onset a few years later
than women. Adolescent men continue to grow and
lay down muscle rather than fat after their growth
spurt. In younger males excessive exercise usually
plays a major role and there is a greater incidence of
psychopathology. Problems with binge eating appear
to be more common especially among older men.

Excessive Exercise
It is hard to define excessive exercise as many people,
for example athletes and dancers, do a lot of exercise
which is considered healthy. When does exercise
become unhealthy?: when the reproductive system is
switched off, when it is compulsive, when there are

withdrawal symptoms if it is stopped, when exercising
interferes with the person’s quality of life? Excessive
exercise may occur before or after the onset of dis-
ordered eating.

Exercise helps control moods and feelings.
Exercise can replace eating and body image as the

main focus of the disorder.
Many sports and some careers support disordered

eating and exercise.

Eating Disorders and Functional
Gastrointestinal Disorders (FGID)
Gastrointestinal symptoms that occur without evi-
dence of structural gastrointestinal disease are a well-
recognized feature of patients with EDs. Disordered
eating can be associated with gastrointestinal disor-
ders among women with no or little body image
problem. Women may restrict the amount or types
of foods they eat, induce vomiting or take laxatives to
relieve their gastrointestinal discomfort and bloating.

Discomfort from slow gastric emptying can
exacerbate undereating in starving patients with anor-
exia nervosa by enhancing satiety [5].

Reassure low weight women their discomfort following
eating meals will cease as they continue eating
a normal amount of food.

A history of physical and sexual abuse is common to
FGID and EDs [6,7].

Enquiry about sexual, physical and emotional abuse
is important in women with eating disorders and
FGIDs.

Among anorexia and bulimia-like ED patients,
over 90% report at least one FGID and 33% report
three or more [8,9,10]. The most prevalent FGIDs
using ROME III questionnaire were postprandial

Table 5.1 Eating disorder types

Types of eating disorders

Anorexia nervosa–like: preoccupation with control of food, eating and weight-losing behaviours with sustained low
body weight.

Bulimia nervosa–like: episodic binge eating with use of dangerous weight control measures

Purging disorder: self-induced vomiting or other purging behaviour for control of weight

Exercise disorder: preoccupation with control of excessive exercise

Binge eating disorder: binge eating without compensatory weight control methods

Overeating disorders: unwanted out-of-control overeating leading to chronic obesity

These disorders may overlap or occur at different times in a person’s life; purging may continue after binge eating has ceased or vice versa,
binge eating and purging may occur at very low body weight.

Section 1 Generic Issues

06
11:41:52



distress syndrome (an unpleasant sense of fullness in
the abdomen after a meal), irritable bowel syndrome
(IBS), followed by unspecified functional bowel dis-
orders, and functional heartburn (symptoms of heart-
burn not related to gastro-oesophageal reflux). The
most significant predictor of postprandial distress
syndrome was starvation; depression was a very
weak predictor. The predictor of functional heartburn
and unspecified functional bowel disorders was soma-
tisation, and of IBS laxative use [9]. A recent study
also found obese patients with a binge eating beha-
viour showed a significantly higher prevalence of
postprandial distress syndrome [11].

A greater understanding of postprandial distress syn-
drome may help in the management of ED patients.

Bloating among ED patients leads to fears of
weight gain, food avoidance, greater weight-losing
methods and general self-loathing. Bloating is
reported more frequently than distension (78% versus
58%). After controlling for BMI, IBS was the most
significant predictor of bloating [12].

What Causes an Eating Disorder?
The onset of disordered eating most commonly occurs in
women in the years after menarche.

When a young woman gains weight before her
first menstrual period, her self-esteem may decrease
and she may become aware of psychological feelings
of anxiety and depression. The changes in body image
are thought to challenge her self-esteem and initiate
dieting and disordered eating.

Earlier signs of disordered eating, prior to menarche,
may reflect other psychiatric disorders such as autism,
bullying and childhood emotional sexual or physical
abuse.

Other adolescent triggers among women with
a genetic/epigenetic propensity to develop EDs can
be academic challenges, change in the amount of
exercise, boyfriend or family issues, media, viral ill-
ness, depression and anxiety.

Many young women have a phase of disordered
eating and experiment with changing their eating and
body weight and experience binge eating without
developing a chronic ED.

Onset after 25 years is usually associated with other
medical or psychiatric problems or life crises such as,
chemotherapy, bipolar depression.

Risk and Perpetuating Factors
The risk factors for the development of an ED are
impaired learning of ‘normal’ eating and exercise;
a daily familymeal is protective. Childhood emotional
deprivation and abuse are risk factors.

The perpetuating factors involve the reward of the
behaviours themselves, self-induced vomiting being
one of the most addictive behaviours and one of the
most difficult to extinguish. Self-induced vomiting is
associated with a quick relief from anxious and
depressive feelings. Stressful life events, personality
characteristics, psychiatric or medical problems and
lack of support exacerbate these behaviours and allow
them to continue. There are many advantages to hav-
ing an ED such as avoiding making decisions, being
looked after and to feel in control of life.

The perceived advantages of having an eating disorder
are explored during treatment.

The risk and perpetuating factors are addressed
during treatment.

Explaining Why Eating Disorders
Happen
There are many theories put forward to explain the
occurrence of EDs. These include theories relating to
genetic and epigenetic factors, childhood and adoles-
cent development, sexual and physical abuse, social,
personality, physiological factors and recently the gut
microflora [13,14,15].

The healthy immune system of an adult is depen-
dent on the microflora acquired at birth and early life,
and these microflorae are thought to play a role in
control of body weight [16]. Whether changes in the
gut bacteria that produce large quantities of epigen-
etically active metabolites result in turning on an ED
has not been explored. The gut microbiota may be
responsible for increased intestinal permeability,
resulting in the development of a chronic low-grade
inflammatory state that contributes to obesity and
associated chronic metabolic diseases [17].

Have you ever been told you have any autoimmune
problems, e.g. diabetes, coeliac?

Menarche and Menstruation
When did you have your first menstrual period?

Menarche occurs earlier in overweight and obese
girls. Earlier menarche is associated with a greater
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likelihood of binge eating behaviour developing [18].
Late or delayed menarche can reflect excessive exer-
cise associated with training, failure to gain weight or
the onset of weight loss before menarche.

Have you ever lost your periods?
Has there been a time when your periods were

reasonably regular and you were not taking ‘the pill’?
Women with underlying menstrual irregularity

may believe they are having normal menstrual cycles
when they are taking oral contraception.

Women will not know if they have amenorrhoea
when taking oral contraception except at very low
weight – the pill may mask an underlying
amenorrhoea.

When the body is under stress the first system to
switch off is the reproductive one.

Women with normal BMI can also become ame-
norrhoeic, as frequently happens with athletes, dan-
cers and women with bulimia nervosa, purging or
exercise disorders [19]. This may reflect lack of avail-
able energy or stress from the behaviours. Cortisol is
involved in energy regulation and reported to be
associated with both increases and decreases in eat-
ing and body weight. Cortisol levels are high in
anorexia nervosa, women who eat in response to
stress and those who are obese. Relapses in binge
eating occur following emotional stress. Although
we queried the usefulness of amenorrhoea in the
diagnosis of anorexia nervosa, it remains a good
indicator of insufficient energy and a body under
stress [20].

Asking about the type, intensity and duration of activ-
ity is important.

Although BMI is a useful tool to assess body
weight, including low weight, it is not an accurate
measure of body composition in people who exercise,
particularly those involving weight requirements for
competition [21,22]. In a study of female athletes,
both ‘under-’ and ‘overfat’ athletes self-reported men-
strual dysfunction, stress fractures, history of weight
fluctuation and use of weight control methods, and
were diagnosed with clinical EDs and/or low bone
density [22].

Recommendations have been suggested to help
prevent and detect ED behaviour among male and
female athletes before they become chronic, including
education and treatment. Like non-athletic people
with EDs they recover from their ED 10–20 years
later [23].

Bone Mineral Density (BMD)
Weight loss and amenorrhoea are associated with loss
of BMD, particularly neck of femur and lumbar ver-
tebrae. Bone loss occurs within 12 months of amenor-
rhoea and over 50% of women with long-standing
amenorrhoea will be osteopenic within two years.
Patients can be reassured their menstrual periods
will return when they are above and remain above
a BMI of 19 kg/m2 and if they are not employing other
weight-controlling behaviours, particularly exercise.

Treatment for Low Bone Density
Optimal treatment to prevent osteopenia and osteo-
porosis is restoration of body weight and return of
menses as soon as possible.

Both are necessary; weight gain alone will not
result in recovery of bone. In the case of excessive
exercise, ceasing exercise completelymay be necessary
for return of menses. Recovery of BMD to age-related
levels can take many years; up to six years has been
reported [24].

Doctors frequently prescribe oral contraception
for young women for low BMD. This can allow the
patient to believe she is no longer losing bone and
delay recovery from her ED [25].

There is debate about hormone replacement in women
with eating and exercise disorders in their teens, 20’s
and 30’s.

There is no evidence from studies that ‘the pill’
improves bone density, even if body weight is gained
[24]. In adolescents ‘the pill’ may prevent peak bone
density being reached [25]. In older women it may
slow down the recovery of bone. One recent study,
using physiological levels of oestrogen, has shown
improvement with the transdermal oestrogen patch
(and cyclic progesterone) in both spine and hip [26].

Supplementation with calcium and vitamin
D does not improve bone outcome, although low-
weight ED patients are more likely to have low vita-
min D levels [27].

Polycystic Ovarian Syndrome (PCOS)
Have you ever been told you have PCOS?

Great care must be taken in the diagnosis of poly-
cystic ovarian syndrome (PCOS) in women with irre-
gular cycles, particularly in women 25 years and less.
Androgenisation (free testosterone) must be
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measured. Follicle count is greater in many young
women than that needed for diagnosis, and the ultra-
sound may look ‘polycystic’ in appearance in amenor-
rhoeic women. An eating, weight-controlling and
exercise history may help to clarify the diagnosis,
particularly in normal or low-weight women. Obese
women who have oligomenorrhoea or amenorrhoea
and hirsutism may have PCOS.

Care must be taken before diagnosing PCOS in young
women with disordered eating.

Premenstrual Syndrome (PMS)
and Menopause
There is little known about premenstrual syndrome
(PMS) and EDs. One of the accepted PMS symptoms
is a premenstrual increased appetite. Patients report
greater overeating or binge eating in the luteal phase.

Late-onset EDs have been reported. Whether this
is an exacerbation of a dormant ED in response to the
events around menopause is unknown [28]. The pre-
dominant ED among middle-age women is binge
eating disorder [28].

Recovery from an Eating Disorder
The outcome studies involve patients who have been
treated at major institutions. Among those studied,
recovery from an ED can takemany years and relapses
occur. After 10–15 years approximately 80% of
patients have recovered and have a good quality of
life, with about half still ‘watching their weight’ simi-
lar to other women in the community. Of the 20%
who have a chronic condition, most improve and
a few die (suicide or ED-related).

The predictors of a good outcome are treatment is
sought early, never been at very low or very high weight,
no self-induced vomiting, no medical or psychiatric co-
morbidity and no sexual or physical abuse [13].

In the two years following bariatric surgery there is
marked weight loss and improvements in medical
comorbidities and psychological functioning.
Unfortunately, a minority also experience problems,
such as reoccurring or new psychiatric disorders
including EDs [29].

Sexuality
Are you using any type of contraception?

If a woman is or likely to be sexually active it is
important to discuss her need for contraception.

Fertility can return unexpectedly, particularly during
treatment and so amenorrhoea cannot be relied upon
for pregnancy prevention.

Amenorrhoea is not a form of contraception.

Women with ED show a wide range of sexual
knowledge, attitudes and practices. A decrease in sex-
ual interest is reported with both weight loss and
weight gain. Anorexia nervosa patients who binge
eat and purge are likely to be less inhibited, have
more than one sexual partner and have experienced
oral-genital sex. Sexual matters, usually associated
with boyfriends, are often associated with onset or
exacerbation of their ED [29].

Bulimia nervosa women are more likely to describe
their libido as ‘above average’ and to have had an abor-
tion. Marital breakdown is also more common [30].

In the first two years following bariatric surgery,
body contouring to remove the excess folds of skin
improves sexual intimacy, body image and psycholo-
gical variables and decreases weight regain [31].

Gynaecological Examination of a Woman
with a Current or Past History of an Eating
Disorder
A careful and sensitive history, including sexuality and
abuse, can help your approach.

Conducting a gynaecological examination with
sensitivity is important. Women, particularly those
who have been at low weight, may have had little
sexual experience when they present with amenor-
rhoea or infertility. Care approaching and explaining
why you would like to conduct the examination and
how it is done are important [32,33].

Getting Pregnant
Both underweight and obese women, and women
with eating and exercise disorders, may have difficul-
ties falling pregnant.

Small changes in behaviour can help conception.

Commencing appropriate changes in body weight
and decreasing the frequency or ceasing extreme
methods of weight control improve the chances of
conception. Learning to eat regular meals and snacks
during the day and exercising sensibly may be suffi-
cient for normal-weight women who are recovering
from their ED (see ‘normal eating’, Table 5.2).
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Treatment of disordered eating and exercise can pre-
vent the need for assisted conception.

Induction of ovulation or other assisted concep-
tion will usually result in pregnancy. Unfortunately,
these methods of assisted conception are more likely
to result in miscarriage and several attempts may
be needed. Changing eating and exercise patterns
will help.

It is usually suggested induction of ovulation is
deferred until the ED is no longer active because of
the relapse rate and possible complications asso-
ciated with pregnancy, childbirth and postpartum
[34,35].

Infertility clinic doctors should inquire about exer-
cise and EDs before inducing ovulation.

Eating Disorders and Management during
Pregnancy
The pregnancy and postnatal complications asso-
ciated with ED are shown in Table 5.3.

Relapse prevention is a major aim of antenatal and
postnatal care.

Women with active symptoms of an ED at the
time of conception can continue with their disordered
eating or relapse at any time during pregnancy and
the following year. Relapse among recovered women
is much less frequent [36, 37]. Follow-up of bulimia
nervosa patients for 10–15 years found recovered
patients had no perinatal problems [30].

Women delivering growth-restricted babies (small
for gestational age [SGA]) are more likely to have ED
pathology before and after the birth, to be at low body
weight before pregnancy, have low maternal weight
gain during pregnancy and be more likely to smoke
compared with women who had small babies who
were born early. Women with a past history of an
ED were at no greater risk of delivering a low-birth-
weight infant [38].

A large multicentre study confirmed obesity is an
independent risk factor for adverse obstetric outcome
and is significantly associated with an increased cae-
sarean delivery rate. Obese women may also have
small or large babies who may grow up and become
obese adults with the metabolic syndrome [39].
Women who have had bariatric surgery also need to
be monitored carefully as they have an increased risk
of SGA infants, and possibly an increase in stillbirth
and neonatal death, although other obesity-related
risks are decreased [40]. Adjustable band surgery
may be preferable for women in their reproductive
years as the band can be released during pregnancy.

Women with disordered eating at conception must be
assessed and monitored more frequently during
pregnancy.

Table 5.2 What is ‘normal’ eating?

Normal eating for people with disordered eating is
establishing regular structured eating that is flexible
and appropriate in different situations [13].

Eating three meals and two or three snacks each day

Eating at approximately the same time each day
(usually)

Eating in discrete intervals of time (not grazing)

Being able to eat spontaneously on social occasions
with others

Eating a wide range of foods

Knowingwhat proportions of food and size of meals are
appropriate

Being able to eat more or less on occasions

Learning to eat or not eat when you are happy, sad or
anxious

Table 5.3 Complications of pregnancy in women with eating
disorder

Women with disordered eating are more likely to
experience complications during their pregnancy and
after the birth [13].

Complications during pregnancy include:

increased risk of miscarriage

hyperemesis gravidarum

pregnancy-induced hypertension

gestational diabetes

delivery of a growth-restricted baby

delivery of a small-for-gestational-age baby

delivery of a premature baby

delivery of a large-for-gestational-age baby

need a caesarean section

anxiety and depression

Complications after birth include:

postpartum haemorrhage

postnatal depression

feelings of distress
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Body Image and Pregnancy
The following information can help to reassure
women and help prevent relapse:

Deposition of fat in the breasts, hips and thighs is
essential for the growth and development of the fetus
and is a normal part of pregnancy.

Most of the weight gain during pregnancy is fluid,
baby and placenta.

It is normal for a woman to be less active as pregnancy
proceeds, to increase the energy available for the baby.

Decreased activity can be a challenge for women
with EDs who exercise for control of body weight and
their emotions. Constipation of pregnancy can also be
a trigger for some women.

Weight Gain during Pregnancy
Underweight women need to gain an amount of
weight to reach a BMI of over 19, in addition to the
normal weight gain expected during pregnancy.
Overweight and obese women do not need to put on
as much weight during pregnancy, probably because
they already have energy reserves for the development
of their baby. Knowing her body weight can trigger
relapse for some women.

Do you want to be told your weight at antenatal visits?

Eating during Pregnancy
Many women, including women with EDs, report that
their eating and nutrition improves during pregnancy
[41]. Food cravings are common and vary from
woman to woman.

‘Picking’ (eating small amounts of food more often) is
reported as the most common unwanted behaviour.

Binge eating can be experienced by women, but
less than 10% report it to be a ‘severe’ problem. This
may explain the increase in binge eating disorder
found in some studies.

It is thought binge eating occurs at times of rapid fetal
growth when there is inadequate maternal food intake.

Binge eating may also follow the nausea and
vomiting of early pregnancy, because insufficient
energy may have been available for storage in the
mother’s body.

Binge eating is more common in the second half of
pregnancy.

Binge eating, fear of weight gain, vomiting, exercise,
constipation coupled with changes in mood may be
associated with relapses in women who have not
recovered.

Eating Disorders and the Postnatal
Period

Body Weight
A comparison of women with and without EDs sug-
gest most women adjust positively to changes in body
weight during pregnancy. In the year following child-
birth women with EDs lose weight rapidly (some to
below pre-pregnancy levels) leading to an improve-
ment in their body weight satisfaction, while women
without an ED remained dissatisfied with their weight
for most of the postpartum year [42].

Knowing that it takes most of the year after childbirth
for weight to return to pre-pregnancy levels can be
reassuring and may help to prevent relapse.

Mental State
Postnatal distress is associated with body weight and
shape concerns, with disordered eating before and
during pregnancy and with vomiting during preg-
nancy. Women with EDs are at risk for peri- and
postnatal depressive and anxiety problems in addi-
tion to other women with a history of depression
[43,44].

Assessment of mood and exploring her worries during
and after childbirth is necessary.

Breastfeeding
Women with an eating disorder do breastfeed but are
more likely to stop breastfeeding earlier than other
women [45]. Whether this reflects the rapid loss of
weight in the first months after the birth or is asso-
ciated with anxiety and depression is not known [46].

Early intervention to prevent infant feeding difficulties
is needed.

Children of Parents with Eating Disorders
There is good evidence that children of parents
with EDs disorders are at increased risk of distur-
bances in their development. Five possible ways this
may occur are suggested: genetic influences, mothers
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overfeeding or underfeeding their infants, impaired
parental availability or attachment, poor eating role
models and the presence of dysfunctional parental
and family relationships [47]. The psychopathologies
are different in boys and girls [48].

Treatment of Eating Disorders
The most important part of treatment is ongoing
biopsychosocial assessment and support.

Most treatment is supportive psychotherapy, die-
tetic counselling and cognitive behavioural therapies
as indicated. Family and partners are included as
appropriate. The dietitian is an important part
of the treatment team and may play a major role in
less severe cases [49,50]. Family doctors and
a dietitian see and treat people with EDs and may
refer them to a physician, psychiatrist, psychologist
or other health professional for assessment and/or
treatment. In more severe cases referral to
a multidiscipline eating disorder specialist team is
suggested.

As each person is an individual with a unique range of
problems continuing assessment and examination is
crucial.

Treatment in an outpatient setting is usually ade-
quate but for others lenient inpatient treatment may
be needed for physical or psychological/psychiatric
reasons. Cognitive behavioural therapy (CBT) deliv-
ered online, by a therapist or self-help group, is useful.
Help with sexual and physical abuse issues may be
needed and different versions of CBT employed
[51,52].

Treatment involves learning to cope with uncomforta-
ble feelings associated with every day matters and the
bigger life events as they occur without resorting to ED
or inappropriate behaviours.

In general medications have little effect on the
eating disorder. Antidepressants prescribed for
comorbid depression have little effect on the eating
disorder or the time to relapse. For other medica-
tions adverse side effects limit their use [53]. Atypical
antipsychotics in low doses show some positive
effects on depression and anxiety, but there is insuf-
ficient evidence to say they aid weight gain in anor-
exia nervosa [54].

Follow-up women with eating disorders for 2 years
after entering the recovery phase.

Key Points

• Eating disorders (EDs) include food
restriction, binge eating, overeating,
excessive exercise, self-induced vomiting
and laxative use.

• The type, frequency and duration of the eating
behaviours, the intensity of body image
problems and the degree of self-esteem should
be assessed.

• Onset of ED prior to menarche may reflect
other psychiatric disorders such as autism,
bullying and childhood emotional, sexual or
physical abuse. Onset after the age of 25 years
is usually associated with other medical or
psychiatric problems or life crises such as
chemotherapy and bipolar depression.

• Risk factors for ED include childhood
emotional deprivation and abuse. Stressful life
events, personality characteristics, psychiatric
or medical problems and lack of support
exacerbate disordered eating behaviours.

• The complications of ED include low bone
mineral density, subfertility, miscarriage, fetal
growth restriction, perinatal depression and
anxiety.

• Gastrointestinal symptoms that occur without
evidence of structural gastrointestinal disease
are a well-recognized feature of EDs.

• Women who present with menstrual
irregularities and infertility should be asked
about exercise, disordered eating and weight
control.

• Issues of sexuality and contraceptive needs
should be explored.

• The most important part of treatment is
ongoing biopsychosocial assessment and
support. Cognitive behavioural therapy (CBT)
is helpful. Antidepressants prescribed for
comorbid depression have little effect on eating
behaviour, weight gain or the time to relapse.
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Chapter

6
The Brain, Heart and Human Behaviour
Leroy C. Edozien

Introduction
The mind is not easy to define but comprises
a person’s consciousness, feeling, thinking, judgement
and experience. The biomedical model of clinical
practice separates the mind from the body and
focusses on the latter. Attempts to bridge this divide
led to the emergence of ‘psychosomatic’ medicine.
One problem with the term ‘psychosomatic’ is that it
does not quite succeed in eliminating the dualism of
the biomedical model: while it conjoins psyche (mind)
and soma (body), it fails to capture and reflect the web
of interconnectedness between them. Physically, the
mind and the body cannot be one because the mind is
not a physical entity; functionally, they may also not
be in unison – for example, the body may be relaxed
while the mind is agitated. Nevertheless a rigid dis-
tinction between the mind and body, as historically
advocated by dualist philosophers and scientists,
cannot be supported given current knowledge in
neurosciences, sociobiology and psychobiology.
Functionally, it can be said of the mind and the body
that they are not one but not two either – and the
interactions between the brain, the heart and beha-
viour illustrate this. The brain and the heart have
a complex but close relationship to each other. They
strongly influence, and are influenced by, behaviour
(exercise, diet, smoking, sleep, relaxation, risk taking)
and behaviour-related factors (anxiety, depression,
anger, aggression, risk aversion, social support, psy-
chological and social stress).

Basic Anatomy of the Brain
The brain is composed of the cerebrum, cerebellum
and brainstem. The cerebrum comprises two hemi-
spheres, each of which has four lobes – frontal, par-
ietal, temporal and occipital – each of which is
predominantly responsible for particular functions.
The frontal lobe is concerned with decision-making
and problem-solving; the occipital lobe is concerned

with vision and the temporal lobe is involved in hear-
ing, memory and emotion. The parietal lobe inte-
grates sensory information emanating from various
receptors. The neocortex, made up of grey matter, is
the outermost, most developed and largest part of the
cerebrum. The cerebellum is responsible for coordi-
nation and balance. The brain stem comprises the
medulla oblongata, pons and midbrain. Neural con-
nections from the cortex pass through the brainstem
to connect with the peripheral nervous system.
The brain stem also serves as a regulatory centre for
cardiac, respiratory and various other functions.
The midbrain includes the thalami (collections of
nuclei) and inferiorly adjacent to these is the
hypothalamus.

The brain is most commonly associated with cog-
nition, which is the function of the neocortex, but an
equally important role of the brain pertains to emo-
tion, and this is the function of the limbic system.

The Limbic System
The limbic system is a group of structures in the brain
that are involved in emotion, motivation, behaviour
and memory. It includes the hippocampus, hypotha-
lamus, amygdala, the basal ganglia, mammillary body,
cingulate gyrus and parahippocampal gyrus
(Figure 6.1). These structures have very complex
neural connections with each other, with other parts
of the brain and with the autonomic nervous system.

The amygdala is the emotion centre of the brain,
while the hippocampus plays an essential role in the
formation of new memories about past experiences.
The cingulate gyrus is involved in the coordination
and regulation of a range of activities and experiences
including aggressive behaviour, reaction to pain and
memories of smells and sights. The basal ganglia
comprise nuclei lying deep in the subcortical white
matter of the frontal lobes. The functions of this group
of nuclei include organizing motor behaviour and
coordinating habit learning.
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The hypothalamus, which could be described as
the Polaris of the limbic constellation, receives
a multiplicity of inputs from the hippocampus, amyg-
dala, vagus nerve, olfactory nerves, optic nerve and
other structures in the limbic and central nervous
systems. It has osmoreceptors, thermoreceptors, ster-
oid receptors and other receptors that mediate regu-
latory functions. Activities and perceptions regulated
through the hypothalamus include temperature,
appetite, hunger, thirst, pain, pleasure, sexual satisfac-
tion, anger, aggression and other forms of arousal.
The hypothalamus also regulates blood pressure,
heart rate, breathing, digestion and sweating. It is
neurally and chemically connected to the pituitary
gland, which in turn releases into the bloodstream
hormones that are important in the regulation of the
endocrine system, growth and metabolism.

The Cognitive Brain and the Emotional
Brain
The limbic system is described as the ‘emotional
brain’ and the higher centres as the ‘cognitive brain’.

The emotional brain modulates not only emotions
but also the physical activities of the cardiovascular,
digestive, immune and other systems. In a similar
vein, the cognitive brain controls emotions as well as
cognition. Without this control, life is ruled by raw

emotions, untamed by rational consideration.
Emotion must be moderated by reason. Cognitive
control of behaviour entails the selection of beha-
viours aimed at achieving specific goals. The cognitive
processes involved in this control – termed ‘executive
functions’ – include attentional control, inhibitory
control and working memory [1].

When this control by the cognitive brain is switched
off as happens in a panic attack, the limbic system is in
overdrive. This manifests as sweating, trembling,
vomiting and spasms. A similar switching off of cogni-
tive control could account for symptoms of post-
traumatic stress disorder (PTSD) (see Chapter 39).

On the other hand, excessive control by the cogni-
tive brain stifles emotions to the extent that one may
disconnect from warning signals coming from the
emotional brain or lose the ability to relate to other
persons in a sensitive manner. Complete well-being
(physical and psychological) requires a balance between
emotion and reason. The extent to which this is
achieved is determined by Emotional Intelligence –
the ability to recognize, manage and respond appropri-
ately to one’s emotion and the emotion of others.

Hormones and the Brain
The brain regulates metabolism, growth, reproduc-
tion, emotions and other physiological and social

Fornix Pineal gland

Hippocampus

Parahippocampal
gyrus

Cingulate gyrus

COMPONENTS IN
THE CEREBRUM

Amygdaloid body

Mamillary body

Hypothalamus

Anterior group of
thalamic nuclei

COMPONENTS IN
THE DIENCEPHALON

Corpus callosum

The Limbic System

Figure 6.1 The limbic system

Source: Image courtesy of Bruce Blausen; Blausen.com staff. ‘Blausen gallery 2014’. Wikiversity Journal of Medicine. DOI:10.15347/wjm/
2014.010. ISSN 20018762. (Own work) [CC BY 3.0 (http://creativecommons.org/licenses/by/3.0)], via Wikimedia Commons.

Section 1 Generic Issues

07
11:41:58



functions through not only the nervous system via
neurotransmitters but also the endocrine system.
Hormones (the chemical messengers released from
endocrine glands) can influence behaviour, for
example, sexual inclinations, lifestyle and parenting
style.

The brain has receptors for a range of hormones,
including metabolic hormones (such as insulin and
leptin), thyroid hormones, steroid hormones and
others that are produced in response to stress, the
circadian rhythm and emotional states. In response
to incoming signals, neurones in the brain induce the
pituitary gland to secrete factors into the blood that
increase or decrease hormone production by the tar-
get endocrine gland. The neurones in the hypothala-
mus produce gonadotropin-releasing hormone which
stimulates the pituitary gland to release follicle-
stimulating hormone (FSH) and luteinizing hormone
(LH) into the bloodstream. These act on the ovary to
induce follicular development, production of oestro-
gen, ovulation, luteinisation and production of pro-
gesterone. In males, they promote spermatogenesis
and release of testosterone.

A feedback loop transmits signals back to the
brain to maintain hormone levels as required.
Through such feedback loops the brain acts as
a control centre for a range of human behavioural
responses to environmental and social challenges.
These responses include eating, drinking, learning,
coping with stress and formation of social bonds.
Thus, for example, oestradiol influences sex motiva-
tion and behaviour, vasopressin affects memory and
learning, testosterone mediates aggression and oxyto-
cin controls social bonding. Maternal care-giving (see
Chapter 25) is influenced by not only social condi-
tions but also oxytocin and dopamine [2].

Just as hormones could affect behaviour, so could
behaviour affect hormone levels. For example, the
anticipation of sexual intercourse has been shown to
increase testosterone levels in women [3]. Breastfeeding
induces a surge of oxytocin.More frequent partner hugs
result in higher oxytocin levels which in turn are asso-
ciated with lower blood pressure and heart rate in pre-
menopausal women [4].

Interruptions and aberrations in the
hormone–brain interaction result in anxiety disor-
ders, psychopathology, maternal neglect and other
morbidities. For example, fluctuations in sex steroid
hormones are associated with the premenstrual syn-
drome which manifests not only as physical

symptoms but also as changes in emotions and
thought processes (see Chapter 12). Premature meno-
pause is associated with reduced cognitive perfor-
mance later in life [5].

The hormone oxytocin, which has a key (physical)
role in pregnancy, labour and lactation, is also
a particularly important determinant of behaviour
[6, 7]. The specialized cells in the adenohypophysis
(anterior lobe of the pituitary gland) secrete adreno-
corticotropic hormone, thyroid-stimulating hor-
mone, prolactin, growth hormone, LH and FSH.
This secretory activity is modulated by oxytocin.
By this and other mechanisms oxytocin influences
a wide range of behaviours and physiological pro-
cesses – see Box 6.1. Epigenetic changes (see
Chapter 3) may account for some of the effects of
oxytocin [8].

BOX 6.1 Behaviours, Roles and Effects
Attributed to Oxytocin

Prosocial behaviours

Trust

Attachment

Empathy

Social recognition (memory for faces)

Sexual behaviour (‘love hormone’)

Arousal

Orgasm

Feeding behaviour

Regulation of hunger states (suppresses food intake)

Cognitive regulation of food craving in women

Parturition and lactation

Uterine contraction

Milk ejection (‘let down’) reflex

Initiation of maternal behaviour

Anxiolytic and anti-stress effects

Modulation of the immune system and inflammation;
promotion of wound healing

Modulation of peripheral hormones

Insulin

Cholecystokinin

Release of Atrial natriuretic peptide (ANP)

Modulation of autonomous functions

Aetiology of autism, schizophrenia
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The Brain-Hormone-Heart Nexus
The emotional brain has a two-way connection
with the heart through the autonomic nervous sys-
tem. This system consists of parasympathetic and
sympathetic divisions. These divisions release differ-
ent neurotransmitters and function in opposite but
complementary fashion. The sympathetic division
releases epinephrine and norepinephrine (adrena-
line and noradrenaline) which speed up the heart.
The parasympathetic division, with the vagus nerves
as its primary nerves, releases acetylcholine which
slows down the heart. The heart rate reflects the
relative activity of the sympathetic and parasympa-
thetic systems. Ideally a balance should prevail.
In some conditions excessive sympathetic activity
(or parasympathetic underactivity) may persist,
with associated physical and psychological distress
and behavioural problems [9].

The interval between beats is not regular – ‘a
healthy heart is not a metronome’ [10]. The change
in the time intervals between adjacent heartbeats is
known as heart rate variability (HRV). Excessive
variability, as occurs in arrhythmia, is detrimental to
health but so too is decreased variability. Decreased
parasympathetic or increased sympathetic activity
reduces HRV. HRV is a marker of resilience.
Functional magnetic resonance studies show that spe-
cific areas of the brain (amygdala and prefrontal cor-
tex) that are involved in perceptions of threat are also
associated with variable cardiac rhythm[11].

There is a positive relationship between emotion
regulation ability and level of resting HRV. Negative
emotions (such as anger, anxiety and everyday
worries) reduce cardiac variability, while positive
emotions (such as joy, love and satisfaction) optimize
cardiac variability. Adverse psychosocial work condi-
tions are associated with reduced HRV [12].
Compared to people who are sedentary, those who
engage in regular exercise have higher HRV [13].
HRV is reduced in people who are distressed and in
those with PTSD. Those with low HRV tend to be less
stress tolerant (as assessed by cortisol responses) and
more impaired cognitively (as assessed by tests of
executive function and working memory) [14, 15].

The autonomic imbalance underlying these find-
ings is the putative ‘final common pathway linking
psychosomatics and psychopathology’ [14]. Thayer
and colleagues suggest that ‘HRV may be more than
just an index of healthy heart function, and may in fact
provide an index of the degree to which the brain’s

“integrative” system for adaptive regulation provides
flexible control over the periphery’ [11].

The term ‘cardiac coherence’ has been applied to
the state of optimal HRV [16]. Cardiac coherence
theory holds that persons can be trained (by self or
others) to optimize their HRV.

Growing recognition of the links between the
brain, heart and behaviour has led to the emergence
of neurocardiology and behavioural cardiology, fields
which incorporate knowledge from psychology and
psychiatry [17, 18].

Nutrition, Brain and Behaviour
Deficiencies of micronutrients and polyunsaturated
fats are associated with behavioural problems.
A study conducted in Egypt, Kenya and Mexico
found positive associations between meat intake and
cognitive function, school performance and social
behaviours, and a cause-and-effect relationship was
subsequently confirmed in a random allocation trial
[19]. While the consumption of too much meat is
associated with cancer, too little results in cognitive
impairment [20]. In another study, supplementation
with omega-3 fatty acids was found to be associated
with reduced behaviour problems in children and
teenagers [21]. A systematic review published in
2013 showed that ‘broad-spectrum micronutrients’
were effective in the treatment of antisocial behaviour
and some psychiatric symptoms [22]. More recently,
a UK study has added to the evidence that nutrition
supplement may be protective against disruptive
behaviour [23].

Neurobiological factors underlie these findings.
Two-thirds of the brain is made up of fatty acids.
Fatty acids consist of a chain of carbon atoms, with
a methyl group at one end and an acid group at the
other. Unsaturated fatty acids have at least one miss-
ing hydrogen atom which has been replaced by
a double bond between carbon atoms. A fatty acid is
described as polyunsaturated if it has two or more
double bonds. Omega-3 and omega-6 are polyunsa-
turated fatty acids in which the first double bond
occurs at the third and sixth carbon atoms respec-
tively, counting from the methyl end (‘omega’).
Omega-6 fatty acids are essential nutrients but they
are pro-inflammatory and they compete with omega-
3 fatty acids for use in the body. For these reasons an
excess of omega-6 should be avoided (the ratio of
omega-6 to omega-3 should be between 1:1 and 4:1).
Omega-3 fatty acids are essential for the development
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of brain cells and, by enhancing cell membrane per-
meability, they facilitate neurotransmission.
The enzymatic reactions involved in the production
of neurotransmitters require vitamins andminerals as
cofactors. Low omega-3 levels are associated with
reduced HRV [24].

There are three common types of omega-3 fatty
acids: EPA (eicosapentaenoic acid), DHA (docosa-
hexaenoic acid) and ALA (alpha-linolenic acid).
These are ‘essential polyunsaturated fatty acids’
because while they are important for body functions
the body does not produce them de novo, and they
must be obtained through the dietary ALA (the body
synthesizes DHA and EPA from ALA). Dietary
sources of omega-3 include salmon, mackerel, grass-
fed beef, brussels sprouts, cauliflower and walnuts.

Other nutrients required for brain development and
function include vitamins and iron. The fetus requires
iron for the development of brain cells and synthesis of
neurotransmitters. There is evidence that iron defi-
ciency in newborns and infants affects brain and beha-
vioural function through alterations in dopamine
metabolism, myelination and hippocampal structure
and function [25, 26]. Sleep quality is also affected [27].

Practical Implications
Knowledge of the interactions between the brain,
heart and behaviour mediated by hormones and
neurotransmitters underscores the biopsychosocial
model of care. It should be an essential part of the
undergraduate and postgraduate training in
women’s health based on the life course approach
advocated by the Royal College of Obstetricians
and Gynaecologists [28]. This would equip specia-
lists to counsel and manage women in a more
holistic manner and promote the adoption of mul-
tidisciplinary approaches to diagnosis and treat-
ment. Women presenting to obstetricians and
gynaecologists commonly have problems that are
rooted in wider public health concerns and which
require behavioural and psychosocial interventions.
A better understanding of brain-heart-behaviour
interactions could facilitate the management and
treatment of the various conditions discussed else-
where in this book. For example, studies of oxyto-
cin and the brain could be ‘the first step in
developing novel, pharmacological treatments in
support of behavioral and psychosocial interven-
tions’ for maternal neglect [2].

Conclusion
The brain is more than a computer and the heart is
more than a pump. The heart is commonly regarded as
the seat of emotions and the brain as the seat of cogni-
tion, but the keymodulators of emotion are in the brain,
not in the heart. In everyday discourse the brain and the
heart are often pitched against each other (‘Don’t allow
your heart to rule your head’) but in reality they work in
harmony. The dynamics of the brain-heart-behaviour
interactions are highly complex, and what has been
presented in this chapter is a simplified account.
An understanding of these interactions, even if rudi-
mentary, should facilitate the practice of a biopsychoso-
cial approach to women’s health care.

Key Points

• Functionally, the brain comprises
a cognitive brain and an emotional brain.

• The autonomic nervous system is the main
channel of communication between the brain
and the heart. For maintenance of health there
should be vagal balance. In conditions of
chronic stress or anxiety there is relative
overactivity of the sympathetic system and
concomitant pathology.

• Variable cardiac rhythm is a marker of health
and well-being.

• Negative emotions (such as anger, anxiety and
everyday worries) reduce cardiac variability,
while positive emotions (such as joy, love and
satisfaction) optimize cardiac variability.

• Hormones such as oxytocin produced under
the control of the brain modulate behaviour.

• Deficiencies of micronutrients and
polyunsaturated fats are associated with
behavioural problems.
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Chapter

7
Complementary Medicine for Women’s
Healthcare
Helen Hall

Complementary Medicine
Complementary medicine (CM) describes a variety of
healthcare practices with a history of use or origins,
outside of conventional Western medicine. While the
variety of therapies included under the CM rubric is
extensive, most sit within one of twomajor categories:
natural products (herbal medicine, dietary supple-
ments, etc.), and mind and body practices (acupunc-
ture, chiropractic, massage, meditation, yoga, etc.)
[1]. In contrast to the conventional approach taken
in biomedicine, CM is underpinned by a holistic per-
spective, which promotes the body’s natural healing
ability and the individual as an active participant in
their healthcare [2]. CM therapies may be used as
single modalities, or incorporated in whole medical
systems. An example is seen with acupuncture which
may be employed as a stand-alone intervention, or
integrated with other therapies (such as herbal med-
icines) within a Traditional Chinese Medicine (TCM)
approach.

Integrative medicine (IM) refers to the use of
evidence-based CM therapies in combination with
conventional biomedical treatments. This healthcare
approach takes a holistic perspective and aims to
optimize well-being at all stages of life [3, 4]. Hence,
IM broadens the range of therapeutic options and
allows for more individualized healthcare.

Prevalence and Motivation of CM Use
by Women
Surveys undertaken in numerous countries, including
the USA [5], the UK [6] and Australia [7] indicate that
many women use CM. Indeed a systematic review of
the literature found that CM users tend to be middle
age (in the broadest sense), well-educated females
with more than one medical condition; although
they do not necessarily consider their health to be
poorer than non-users [8]. While some women turn

to CM because they are disillusioned with biomedical
treatments, most use the therapies as an adjunct to,
rather than a replacement for, conventional medicine.
Women utilize CM not only tomanage illness but also
to promote general well-being. Various therapies are
utilized by women to manage a variety of their health
problems, including dysmenorrhoea [9], infertility
[10], breast cancer [11] and conditions associated
with menopause [12] and pregnancy [13].

CM Use during Pregnancy
The discourses of holistic, ‘natural’ treatments appeal
to pregnant women, andmany integrate CM therapies
into their maternity care [14]. With the increasing
medicalisation of normal pregnancy and birth,
women may turn to CM in an attempt to retain con-
trol and reduce unwanted medical intervention [15].
Furthermore, midwives are often supportive of
women’s use of these therapies [16, 17]. Many
women report that CM helps them to manage condi-
tions associated with normal healthy pregnancy and
to assist them during labour and birth [18]. CMmod-
alities are often used to manage symptoms such as
back pain, fatigue, urinary tract infection, nausea and
vomiting and in preparation for labour [18–20].
Popular therapies utilized during pregnancy include
nutritional supplements, herbal medicine, relaxation
therapies and aromatherapy [14].

CM and Patient Safety

CM and Evidence-Based Medicine
Evidence-based medicine (EBM) integrates clinical
expertise, the best available evidence and the patient’s
preference. However, the research component has
gained prominence with the randomized control
trial (RCT) considered the gold standard. In this con-
text, concerns have been raised regarding the lack of
robust scientific evidence for many CM therapies. Yet
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there is ongoing debate about the appropriateness of
applying the EBM approach, particularly the use of
RCTs, to CM. Indeed there are fundamental ideolo-
gical differences which need to be considered; while
biomedicine values an objective and reductionist
approach, many CM therapies have emerged from
a holistic paradigm which emphasizes complex sys-
tems and individual differences. Further to these ideo-
logical challenges, additional barriers to CM research
include lack of available funding, infrastructure, pro-
fessional expertise and suitable validated research
instruments [21].

Currently, much of CM expertise is based on tra-
ditional knowledge and empirical wisdom, rather
than scientific verification. However, a growing num-
ber of therapies are now being subjected to rigorous
scientific enquiry. For example, acupuncture has
a long history of being used to stimulate labour, and
the effectiveness of this intervention has recently been
supported with findings from clinical trials [22]. Yet it
should be noted that while traditional use may pro-
vide some level of confidence, it does not ensure either
safety or efficacy. A case in point is seen with blue
cohosh (Caulophyllum thalictroides), which was tradi-
tionally used for birth preparation but is now contra-
indicated due to evidence associating it with an
increase in the risk of congenital problems [21].

Regardless of the current debate, healthcare pro-
viders should remember that while EBM has become
entrenched in the modern biomedical approach,
women are likely to continue to use CM regardless
of the lack of scientific evidence. For instance, a study
exploring menopausal women’s views towards CM
found women were not deterred by a lack of scientific
validation and they expected their conventional
health provider to respect their decision to use it
[23]. Furthermore, it is worth reflecting upon the
fact that many medical procedures have not been
assessed according to the principles of EBM [21].
Nonetheless, it is widely accepted that there needs to
be more quality scientific research into effects of CM
therapies and a significant amount of work is now
being undertaken [21].

Communication and Information
The exchange of appropriate information and open
dialogue between patients and healthcare profes-
sionals is fundamental to good care. Yet women
often base their decisions to use CM therapies on non-
professional sources of information (such as family

and friends), without their healthcare providers’
knowledge or input. Research indicates that women
may not disclose their CM use because they are con-
cerned that they will encounter a negative response
or they recognize that mainstream health providers
have a poor understanding of the therapies [24].
In fact many conventional health professionals do
have limited understanding of CM, and this problem
is further exacerbated by lack of collaboration with
qualified CM practitioners.

Given the popularity of CM, all health profes-
sionals should have the basic understanding to engage
in open dialogue regarding use of the therapies and,
when appropriate, refer to CM practitioners [25].
Improved CM education and communication would
help address the current disconnect between the
acceptance of CM in the community and its margin-
alisation in modern biomedicine.

Useful information can be accessed via the web
sites outlined below.

The National Center for Complementary and
Integrative Health (NCCIH) is a leading agency for
scientific research on complementary and integrative
health approaches – https://nccih.nih.gov

CM on PubMed® was developed jointly by the
National Library of Medicine (NLM) and NCCIH
and contains citations to journal articles related
to CM – https://nccih.nih.gov/research/camonpubmed.

Medline plus is produced by the NLM and has
reliable, up-to-date health information, for the free
consumers about drugs and over-the-counter medi-
cines, including herbal and dietary supplements –
https://medlineplus.gov/druginformation.html

CM Modalities and Women’s Health
The use of specific CM therapies for women’s health
conditions varies significantly according to context
(e.g. country) and acceptability by women and their
health providers. An extensive search of the evidence
is beyond the scope of this chapter, however common
therapies are highlighted here to provide examples.

Natural Products
Natural products are therapeutic substances derived
from nature such as herbs and dietary supplements.
While they generally have less serious adverse effects
than conventional drugs, the underlying assumption
that natural products are safe is largely unsubstan-
tiated [17]. As well as the intrinsic toxicity of some
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plants, CM supplements are generally not subject to
the same level of regulation or formal assessment of
safety and efficacy as pharmaceuticals. Moreover,
inconsistencies in harvesting and manufacturing pro-
cess and problems with adulteration can all lead to
adverse events. Added to this risk is the potential
for some natural products to interact with pharma-
ceutical drugs. Indeed, both adverse and beneficial
interactions have been reported with a number of
products [26].

In addition, a number of behaviours increase
a person’s risks when they consume natural pro-
ducts. These actions include individuals using CM
supplements and pharmaceuticals concurrently,
self-prescribing without advice from a qualified
practitioner and failure to inform their biomedical
doctor of their use.

Herbal Medicines and Women’s Health
Herbal medicine refers to the use of a plant, or plant
part, for its medicinal properties. Herbs are incor-
porated into numerous approaches, including the
Western herbal tradition, Ayurveda, TCM and
many local indigenous medicinal systems. One of
the challenges with investigating the efficacy of her-
bal medicines for women’s health conditions lies in
the very nature of plants themselves. While modern
pharmaceuticals are usually based on a highly regu-
lated dose of an active ingredient, herbal medicines
have been derived from plants containing multiple
constituents with a synergistic effect. In addition to
this, herbal medicines are often a compound mix of
a variety of plants. Therefore the therapeutic activ-
ity of herbal medicine is due to its complex interac-
tion of different constituents, rather than one
specific active ingredient that can be isolated and
tested.

Nevertheless, an evidence base for the use of her-
bal medicines to various women’s health conditions is
beginning to emerge. For instance a Cochrane review
found promising evidence for the use of Chinese
herbal medicine for primary dysmenorrhoea [7].
There is also evidence that soy extracts are effective
against vasomotor complaints in some menopausal
women [27] and ginger reduces pregnancy-induced
nausea [28]. Alternatively, there are now concerns
that some commonly used herbal medicines may not
be safe. For example black cohosh (Actaea racemosa),
that is commonly used to manage menopausal symp-
toms, may cause liver problems [27].

Nutritional Medicine and Women’s Health
There has been increasing appreciation of the
impact of diet on well-being and nutritional assess-
ment is now considered an important aspect of
a health history. In addition, surveys reveal that
many women consume nutritional supplements
[29]. This surge in interest may be in part due to
the decreasing nutritional value of the modern
Western diet. It is clear that, despite the availability
of food, malnutrition is prevalent. In contrast to
undernutrition where there is insufficient food to
sustain healthy life, malnutrition relates to poor-
quality diet. Evidence from the USA, Australia and
the UK indicates declining levels of nutritional
value in our food [3]. Furthermore, research con-
firms that most people do not consume a balanced
diet. More adults are becoming overweight or
obese, and vitamin and mineral deficiencies are
common in these people [30]. In fact the majority
of patients seen by doctors in today’s society are at
a high risk of having or developing a nutritional
deficiency [3]. In addition to the problems of
a poor diet, some drugs may cause nutrient defi-
ciency. For example medications containing oestro-
gen have been associated with a decrease in the
serum zinc and magnesium levels [26]. Research
indicates that as well as correcting dietary insuffi-
ciencies, nutritional supplementation may prevent
or improve a wide variety of women’s health con-
ditions, including dysmenorrhoea, cervical cancer,
miscarriage, pregnancy-induced nausea and vomit-
ing, premature birth, osteoporosis and more [3, 4].

Mind-Body Therapies
The NCCIH states ‘mind-body medicine focusses on
the interactions among the brain, mind, body, and
behaviour, and the powerful ways in which emo-
tional, mental, social, spiritual and behavioural fac-
tors can directly affect health’ [1]. Hence, mind-body
therapies are based on the premise that supporting
the well-being of the mind will promote physical
health and vice versa. In addition, most diseases
have a psychological component as a trigger and/or
as an outcome and therefore stress management can
improve well-being generally. Women often use
mind-body therapies to support their health [31].
Common examples of therapies categorized as
‘mind-body medicine’ include massage, yoga, medi-
tation, hypnosis, tai chi, acupuncture, chiropractic
and osteopathy.
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Massage and Women’s Health
Massage involves the systematic manipulation of the
body tissue for a curative effect. While the exact
mechanism is not fully understood, massage can reduce
muscle tension and promote circulation as well as
improve psychological well-being. As such it is
a popular therapy for a wide range of conditions from
sports injuries to stress relief. Although caution must
be taken, massage has few risks and can be provided in
multiple settings, from a person’s home to a hospital
ward. There has been extensive assessment of the effec-
tiveness of massage for a variety of medical problems
and patient populations. The findings of studies explor-
ing its use for women’s health problems indicate that it
is safe and acceptable treatment for many conditions.
For example prenatally depressed women who received
massage twice weekly from their partners reported less
pain, depression, anxiety and improvements in their
relationship [32]. Likewise, women with breast cancer
who received a 35-minute massage three times a week
for a month had improved quality-of-life scores com-
pared to a control group [33].

Yoga and Women’s Health
Yoga aims to achieve balance of body, mind and spirit
using three basic components: posture (asana),
breathing (pranayama) and meditation (dhyana).
Advocates of yoga assert that practising the postures
improves flexibility and strength, learning to control
breathing supports relaxation while undertaking
meditation focusses the mind. There are a number
of different approaches, with hatha yoga being the
most widely practised in the West. Although yoga is
a holistic system, the common approach tends to
focus on various postures as a stress-reducing prac-
tice. The use of yoga for various women’s health issues
has received considerable attention from researchers.
For example a review of the studies investigating the
effectiveness of yoga to manage menopause found
moderate evidence for short-term effectiveness on
psychological symptoms but no evidence for somatic,
vasomotor or urogenital symptoms [34]. Other stu-
dies have reported that the practice of yoga is asso-
ciated with reductions in severity of dysmenorrhea
[35] and positive effects on pain, balance and general
health in postmenopausal osteoporotic women [36].

Meditation and Women’s Health
Meditation involves undertaking a set of intentional
practices which lead to increased awareness, greater

presence and a more integrated sense of self.
Typically, the practice involves a combination of
repeating a mantra, listening to the breath, self-
directed mental practices or detaching from the
thought process. Common types of meditation include
concentrative and mindfulness. Concentrative medita-
tion comprises focussing attention on an object
(sound, light, idea) and sustaining attention until the
mind achieves stillness. Transcendental Meditation
(TM) is a form of concentrative meditation that is
based on Hindu teachings. Another approach ismind-
fulness meditation which involves a person focussing
on the present and being aware of their current actions,
emotions and thoughts without judging them. While
not its primary purpose, relaxation may also occur as
a result of mindfulness meditation. There is a growing
repertoire of research investigating the effectiveness of
these practices for a wide range of health conditions,
including those specific to women. For example, there
is now good evidence that meditation is an effective
intervention to support women’s mental health when
they are dealing with a range of conditions, including
pregnancy [37], infertility [38], breast cancer [39] and
menopause [40].

Hypnosis and Women’s Health
Hypnosis uses suggestions that are aimed at enabling
a person to focus narrowly and intensify their con-
centration. During hypnosis the conscious mind is
placed ‘on hold’ and beneficial suggestions made by
a therapist can be accepted more readily into the
subconscious mind. Commonly used to help people
stop smoking or reduce food intake, hypnosis is now
being used for some women’s health conditions.
A systematic review of the literature found promising
evidence for the effectiveness of hypnosis in breast
cancer care; in particular, it was found to be useful
in the management of pain distress, fatigue, nausea
and hot flashes [41]. Hypnosis has also been shown to
significantly improve hot flashes in postmenopausal
women [42].

Tai chi and Women’s Health
Tai chi is a type ofmindfulness-based exercise that has
its origins in China as a martial art. The practice of tai
chi involves slow, gentle movements and elements of
meditation (such as imagery and deep breathing),
with the aim of rebalancing the body’s healing capa-
city. Due to the gentle nature of tai chi, it is an appro-
priate therapy for many people, including the elderly
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and those with physical limitations. In light of its
practicality for an aging population, it is interesting
to note that there is evidence that tai chi may be an
effective and safe intervention for maintaining bone
mineral density, reducing fall frequency and increas-
ing musculoskeletal strength in postmenopausal
women [43]. Tai chi also shows promise for other
health concerns, including the management of anxi-
ety and depression in women with a range of medical
conditions [44].

Acupuncture and Women’s Health
According to TCM, the body has a network of
invisible channels through which life energy (qi)
flows, known as meridians. Blockage of the meridians
can result in an inadequate life energy leading to
imbalance and ultimately illness. This obstruction
may result from stress, poor diet, pathogens, environ-
mental conditions and lifestyle factors. Acupuncture
involves the stimulation of specific points along the
meridians to remove blockages of the energy and
restore balance. Acupressure is similar to acupunc-
ture; however, it employs gentle, firm pressure to
stimulate energy rather than penetrating the skin
with fine needles. There is an increasing volume of
research investigating the use of acupuncture for
women’s health conditions. For example an RCT
found that acupuncture can reduce the duration of
the third stage of labour [22], while a pilot study found
a reduction in the fatigue experienced by breast cancer
survivors who received acupuncture [45].

Spinal Manipulation/Mobilization and Women’s Health
Spinal manipulation/mobilization aims to re-establish
a healthy balance within the body by restoring normal
alignment. Treatment is usually characterized by the
application of biomechanical force (high- or low-
velocity thrust) to a localized joint. In addition to its
impact on pain via spinal ‘gating’ mechanism, spinal
manipulation may also improve mobility. Although the
safety of spinal manipulation remains contentious,
most of the adverse events are benign and transitory,
with only rare reports of serious complications [46].
Women commonly seek out chiropractors and osteo-
paths to support their health; however, a review of the
scientific evidence regarding the effectiveness ofmanual
therapies reported mixed results; spinal manipulation
was useful for back pain and migraine, but the evidence
for its role in premenstrual syndrome was not conclu-
sive and lacking for dysmenorrhea [47].

Conclusion
In summary, there is a growing interest in the integra-
tion of evidence-based CM therapies into women’s
healthcare. IM has the potential to support women to
manage a wide range of their health conditions.
Although many CM therapies are recommended on
the basis of traditional practices, a scientific evidence
base is beginning to develop. The increasing popularity
of these therapies places an onus on the healthcare
professions to develop the relevant knowledge and
referral systems. Healthcare providers need to acquire
the information and confidence to communicate openly
so women who are interested in CM have the appro-
priate support to make informed and safe decisions.

Key Points

• Most CM therapies can be classified into
one of two categories: natural products
(herbal medicine, dietary supplements,
etc.) and mind and body practices
(acupuncture, chiropractic, massage,
meditation, yoga, etc.).

• Integrative medicine (IM) refers to the use of
evidence-based CM therapies in combination
with conventional biomedical treatments.

• While some women turn to CM because they
are disillusioned with biomedical treatments,
most use the therapies as an adjunct to, rather
than a replacement for, conventional medicine.

• Women may not disclose their CM use
because they are concerned that they will
encounter a negative response or they
recognize that mainstream health providers
have a poor understanding of the therapies.

• Biomedicine values an objective and
reductionist approach; however, CM adopts
a holistic view which emphasizes complex
systems and individual differences.

• There needs to be more quality research
into CM therapies and a significant amount of
work is now being undertaken.

• Randomized controlled trials have
demonstrated the benefits of various CM
modalities for a range of obstetric and
gynaecological conditions.

• Health professionals should have the basic
understanding of CM in order to support
women to make well informed therapeutic
decisions.
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Chapter

8
Domestic Violence and Abuse
Rachel Adams and Susan Bewley

Introduction
Once per clinic, once per night shift, a clinician is likely
to meet a patient who is currently experiencing domes-
tic violence and abuse (DVA) [1]. Although it can
impact upon every aspect of health and well-being,
DVA is misunderstood, often undisclosed, and when
survivors of DVA present in healthcare contexts, pro-
fessionals feel ill-equipped to respond.

Domestic violence and abuse can be defined as:

Any incident or pattern of incidents of controlling,
coercive or threatening behaviour, violence or abuse
between those aged 16 or over who are or have been
intimate partners or family members, regardless of
gender or sexuality. This can encompass, but is not
limited to, the following types of abuse:

Psychological
Physical
Sexual
Financial
Emotional [2]

Those experiencing violence have described their needs
and expectations when they become patients. Survivors
want their experiences heard, and responses to be
respectful and empathic. They need safe and confiden-
tial spaces for disclosure, and for health professionals to
signpost them towards multidisciplinary support [3].

At face value these seem simple, and within the
central remit of healthcare. However, significant bar-
riers to health professional enquiry, and survivor dis-
closure, have been described. This chapter takes the
literature on barriers as its starting point and focusses
on the example of doctors as front-line healthcare
professionals. It examines the context of doctors’
work, their questions and the underlying assumptions
that may challenge engagement with DVA. In so
doing, important comparisons between survivor and
clinician experiences are found, which may offer
a new approach to clinician engagement.

Barriers in Context
Barriers occur at different levels. By its nature, DVA
demands an understanding of power, gender, class
and culture dynamics [4]; this language may be unfa-
miliar to many clinicians. For example, while this
chapter focusses on violence experienced by women
and perpetrated by men as the most common, most
chronic, and most severe form of DVA [5], it is not
meant to exclude other patterns. It is intended as a
starting point for learning, specifically for obstetrician/
gynaecologists.

The medical context poses further challenges. For
example, the literature focusses on barriers from
senior healthcare perspectives [6], but in practice the
front-line doctors (and nurses and midwives) enga-
ging with survivors of DVA are junior and non-
specialist [7]. Doctors at all levels lack training in
DVA, but juniors also lack experience of their profes-
sional and structural context [4]. The pressurized set-
ting of a labour ward or emergency department may
be a challenging [8], or even hostile, environment to
the ‘problem’ of women with DVA.

The global context is one of recognition of the
harms of violence against women and girls, and
newly trained doctors have grown up with WHO
gender mainstreaming and resurgent feminism [9].
However, after a decade of austerity, the local context
of healthcare is changing. Preventative, community-
based work is being lost and crises of violence are
presenting in healthcare settings more regularly [10].
Concurrently, more legalistic and punitive
approaches are taken; healthcare training on DVA
often appears solely as an adjunct to child safeguard-
ing, whilst ‘target-driven’ pushes for female genital
mutilation convictions enter the health arena [11].
Doctors will see more violence, and it may be framed
in a legalistic (rather than therapeutic) way.

At the individual doctor–patient level, barriers can
be re-imagined as a series of questions that may arise
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as the front-line doctor is confronted with DVA.
As shown in Table 8.1, this chapter asks:

• Is it my job to address DVA?
• What effect will it have on patient management?
• How will I change my clinical practice to

incorporate DVA enquiry?

Against the backdrop of barriers and questions,
there are examples of junior doctors as champions
and innovators [12,13]. This chapter aims to empower
like-minded ‘front-line doctors’ and supportive
seniors to explore why colleagues may have doubts.

Working through Barriers
A history of DVA is an important social determinant
of health. Figure 8.1 maps this onto a typical
Obstetrics & Gynaecology doctor’s clerking structure
and demonstrates how DVA awareness is an essential
part of this process

Making links with an individual patient’s presen-
tation during the initial enquiry forms part of a front-
line response, which is further described in
Tables 8.2–8.4 and Figure 8.2.

Despite this, neither screening nor case-based
enquiry about DVA has become routine in practice
[17]. What prevents DVA enquiry becoming an
essential part of history and formulation?

‘Is It My Job?’
It is not uncommon to hear clinicians say ‘dealing with
domestic violence is not part of my job’. They might
argue that DVA is not a disease, and that it is not the
job of medicine to address social phenomena but
merely its downstream ill-effects. However, as
Figure 8.1 demonstrates, the connections between phy-
sical, psychological and social manifestations of DVA
are thoroughly enmeshed. For example, survivors of
violence are over-represented in cases of chronic
abdominal/pelvic pain and subsequent diagnostic
laparoscopies, as their doctors search for physical
causes for unexplained symptoms [18,19]. The ‘reason’
will never simply be ‘violence’, but acknowledging its
association with pain will influence the clinical
workup – and thus associated risks and harms [20].

A clinician may respond negatively to DVA as
a ‘taboo’, associated with sex, mental illness, addiction
and the ‘private sphere’ [15,21]. Nevertheless, there is
evidence that women find enquiry about DVA accep-
table, even welcome. Patients test whether it’s safe
(psychologically and practically) to reveal DVA,
often dropping hints within their minor physical
complaints and repeat visits [22], but are unlikely to
disclose unless actually asked directly [23]. Even if this
were not hidden, doctors in their special societal posi-
tion must often confront taboos that affect health and

Table 8.1 Barriers to Domestic Violence and Abuse disclosure and enquiry

Barriers Facilitators

Survivors Fear of perpetrator

Fear of losing children

Shame

Stage of change/ awareness

Powerlessness

Confidentiality

Multidisciplinary response

Acknowledgement

Non-judgmental listening

Professionals Desribed as “External”

Time

Resources

Job definition

‘Obstructive patients’

Lack of training

Exposure

Support

Training

Described as “Internal”

Frustration

Powerlessness

Prejudicial attitudes

Exposure (professional / personal)
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Demographics

• Domestic violence and abuse (DVA) affect all ages, genders, sexualities, cultures and classes.
• Risk factors include young age, poverty, and presence of a male partner.
• The most prevalent, severe and repeated violence is experienced by women in
  heterosexual relationships [5].

Presenting
complaint

• Abuse is often chronic, types of violence overlap, and there is complex interplay of biological-
  psychological-social factors by the time of presentation.
• The history often does not point to a clear diagnosis and there is a high rate of medically 
  unexplained symptoms [17].
• This is considered a pattern of help-seeking behaviour [18].

Past history

• Increased rate of chronic abdominal and pelvic pain, and an increased number of diagnostic 
  laparoscopies [19].
• Dose-response relationship between common physiological symptoms of pregnancy and the 
  severity of sexual abuse [20].
• Risk of DVA increases with common mental disorders e.g. depression (lifetime OR 2.7), and
  PTSD (lifetime OR 7.3) [21].

Gynaecology 
history

• Reduced reproductive control: Increased rate of sexually transmitted infections and symptoms.
  Increased rates of termination of pregnancy (TOP), repeat and concealed TOP [22].
• Shame, fear and re-traumatizing: Less likely to participate in cervical screening [23].
• More likely to experience increased pain, fear and embarrassment with intimate examination [24].

Obstetric 
history

• Chronic effect on maternal-fetal health – associations with small-for-gestational age,
  intrauterine growth restriction, stillbirth and premature labour.
• Traumatic effect on maternal-fetal health- association between violent abdominal trauma and 
  abruption [17,25].

Social History

• Relationship breakdown is time of high risk  [26].
• Smoking, alcohol, and substance abuse high [27].
• Successive Confidential Enquiries into Maternal Death document the patterns of late booking, 
  frequent non attendance and chaotic social situations among the lives of women who died of all 
  causes with DVA in their history [28].

Figure 8.1 The clinical history of a DVA survivor: Mapping onto a doctor’s clerking

Section 1 Generic Issues
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that require otherwise intrusive questioning (e.g.
harmful alcohol use, suicidality, rectal bleeding).
DVA should be considered in a similar light.

A rebuttal may be that doctors are not the best
professionals to deal with DVA, suggesting it is up to
social workers, the police or violence/safeguarding

specialists instead [14]. DVA certainly demands
a multidisciplinary response, but there is evidence
that survivors present more often, and more quickly,
to health professionals [3]. As such, it is worth reiter-
ating that these will be junior, unsupported doctors in
frontline roles such as emergency departments and

Table 8.2 Front-line response: Asking the question

Ask the question:
Open questions and /questions that link with clinical presentation (see Figure 8.1)

The HARK questions are an evidence-based tool designed to identify DVA in clinical context[29] See also Figure 8.2:
Have you been humiliated, or emotionally abused by your partner/ex?
Are you afraid of your partner/ex?
Have you been forced to have sexual contact, have you been raped?
Have you been kicked, punched or physically threatened?

Power and control:
Power and control are central to a woman’s experience of DVA – consider specific questions.
Be aware that survivors may decline help or even react negatively.
A sensitive enquiry is still valuable.

Table 8.3 Front-line response: Initial response to a disclosure

Vocalize reassurance and acknowledgement:
‘no-one has the right to harm you’. Assume there is more she is not telling you but don’t push for information that is not
necessary.

Adapt examination and environment as needed [13,35].

Avoid breaches of confidentiality: open waiting rooms, computer ‘reminders’ and entries in patient-held maternity notes.
Keep DVA history strictly separate from material that the partner, family or public may see.

Safe and confidential written documentation is vital to validate, record and provide legal evidence for victims. It may be
needed for criminal or civil actions years later. Do not avoid documentation altogether [38].

Formal risk assessment requires training, but all frontline doctors must be alert to high-risk presentations. Knowledge of
formal risk assessment tools such as CAADA-DASH and Department of Health advice can inform clinical practice [39,40].

Except where you suspect significant and imminent harm, your patient is the best judge of her safety.

Power and control:
A safe disclosure and secure documentation can empower a survivor to take the next steps on her own terms.

Table 8.4 Front-line response: Next Steps

All doctors can perform a limited advocacy role. For example, believe your patient, share decisions, find and provide
a 24hr helpline number: UK 0808 2000 247 [43].

Independent domestic violence advocates (IDVAs) are specially trained patient advocates who stand by survivors and
navigate routes to safety and self-efficacy.
IDVA referral improves mother and child well-being and helps reduce violence [4].

Involving IDVAs is a way that doctors can facilitate their patient’s safety and well-being whilst acknowledging the limits of
their role. This is especially true when there are concerns about child safeguarding:
‘What you tell me is confidential unless I think there is a serious risk to you or your children. But I want to help, and have
found services who can support you’.

Power and control:
Child safeguarding is the clinician’s priority, but theremay be conflicting responsibilities that disempower patients.
Work alongside your patient; discuss decisions wherever possible [42].

Domestic Violence and Abuse

57
09

11:41:56



general practices. Pregnancy in particular is
a heightened time for DVA onset and escalation, but
also a rare period of close contact with survivors [24].
These clinical encounters are a ‘window of opportu-
nity’ for women to seek help on their own terms,
which is more difficult once criminal justice, social
services or education systems are involved [25]. This
aspect changes the imperative to act:

To ignore the offered ‘calling card’ is to collude with
the continuing concealment of domestic violence
behind closed doors [26].

The harm caused by DVA cannot be measured
and explained in terms of an epidemic. Instead, the
active vector is human behaviour, fraught with injus-
tice and inequality [27]. Doctors, perhaps especially in
Obstetrics & Gynaecology, are actors in these issues of
social justice, and responding to DVA should be
a priority [28].

‘I Don’t Have Enough Time’
This is the most prominent barrier in the literature,
and taps into ever-present, complex concerns for
medical professionals [16,30,31].

We’re overwhelmed . . . [by] physical . . . and mental
problems . . . and now social problems . . . its prob-
ably easier not to ask [about DVA] . . . to open that
can of worms [32].

Suggesting you create more time or give more
resources might seem a reasonable solution. Yet it is
not actually quantities of time that women want [33]
and delays and wrong turns can occur if the issue is not
addressed. ‘Time’may not really be the barrier at hand.
‘Not enough time’ is perhaps better understood under
a theme of ‘external barriers’ (see Table 8.1) where
doctors seem to reject the job of engaging with DVA.
This is in contrast to ‘internal barriers’ which reflect
feelings, attitudes and behaviours [16,30,31].

3) Acknowledging and 
adapting 

4) Confidentiality

5) Assessing risk, 
balancing harms

6) Advocacy and MDT

1) Linking to clinical 
presentation

2) Asking the question 

Patient-
Survivor

Afraid?

Raped?

Kicked?

Humiliated?

Contemplating 
change

Preparing for 
change

DVA not 
questioned

Questioning 
DVA

Violence 
ends

Violence 
continues

Figure 8.2 A patient’s journey through DVA; a front-line doctor’s response.

Adapted from [20,29]
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Furthermore, when external barriers are
expressed, doctors often simultaneously use powerful
imagery: ‘opening a Pandora’s Box’ [21] or the ‘can of
worms’ [15,32] This hints at hidden aspects of their
reluctance to engage:

Focusing on lack of time may mask other barriers that
are more challenging for practitioners to address, such
as feelings of frustration, a sense of futility or help-
lessness about how best to respond. [16]

‘Will It Change Management?’
Doctors are usually action-oriented and motivated by
observing demonstrable change. This may act as
a barrier to addressing DVA in contrasting ways:

‘Will I Cause Harm?’
The fear of confronting taboos has been addressed
previously, but there is also a fear of causing psycholo-
gical harm. Professionals fear re-traumatizing the
patient through enquiry or examination [14,31], and
pain and distress during intimate examination certainly
have been found to be higher in survivors of sexual
violence [34]. However, this barrier may be short-
sighted. If examination proceeds without the doctor
acknowledging violence, it seems likely that for some
women distress would be greatly compounded. Minor
adaptations can be easily overlooked, e.g. offering
a choice of position, or allowing women to guide the
speculum during examination, but these can greatly
increase a patient’s sense of control over a frightening
situation [13,35] and might enhance all consultations
where women do not disclose previous bad experiences.

There are also concerns of causing a dramatic
negative outcome such as increased violence resulting
from disclosure, and disengagement with care for fear
of safeguarding intervention [16]. These barriers are
paramount to women and are addressed next.

‘Will It Change Outcomes?’
Some doctors report that their attempted intervention
failed. This is often accompanied by a sense of futility
or even resentment towards their patient:

I have been repeatedly frustrated by women who,
after I have taken the trouble to provide alternatives
for them, have ‘backed down’ and returned to their
abusive partners [16].

It appears the desired outcome here was dramatic
and public – the cessation of an abusive relationship
and change of life this would trigger. These

expectations may stem from an inaccurate character-
ization of DVA.

Doctors tend to focus on ‘physical and visible’
harms and feel competent identifying cases on this
basis [31].This leads to vast under-detection of DVA
[6], but also contributes to an overly ‘physical and
visible’ definition of an intervention. If the problem
is always imagined as an acute, violent, physical crisis,
then the corresponding intervention may naturally
aim to match this urgency and visibility.

What Is the Evidence?

Mechanisms for Harm
There is a potential risk of harm when doctors enquire
about DVA. Women are most at risk of being mur-
dered in the aftermath of leaving a violent relationship,
and violence often escalates if the perpetrator discovers
a disclosure [36]. Therefore pressurizing a woman to
leave, or making an unsafe breach of confidentiality,
are mechanisms by which doctors can cause harm, and
there are case studies which demonstrate this [37].

Likewise, child protection interventions, intended to
avoid catastrophic harms, are also capable of causing
suffering to parent and child. More than three quarters
of women endure the erosion of their own personal
safety and agency for long periods, and make a change
specifically and solely to protect their children [36].
However, many women feel portrayed as ‘part of the
problem’ for failing to leave an abusive partner imme-
diately, and fear their children will be ‘taken away’ [41].
Although little researched, there are potential mechan-
isms by which doctors could compound these fears.

A doctor may feel that because social services
involvement is protocol-driven (and in some situa-
tions mandated), triggering this is a straightforward
way to pass responsibility. At this point, the doctor
might disengage from the reality of DVA (‘not my
job’), which may be perceived by the woman as sham-
ing or uncompassionate. Furthermore, under time
pressure and lacking experience, they may not even
explain that a referral has taken place. This under-
mines basic principles of shared decision-making –
even when safeguarding concernsmight override con-
sent – and for the patient it profoundly compromises
trust in healthcare professionals [42].

In such a fraught situation there are multiple
competing interests, one of which is the vital respon-
sibility to safeguard children. Even in overview, it is
clear that a front-line clinician cannot represent all
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parties. Referral to specialists such as an independent
domestic violence advocate is essential (see Table 8.4).

Benefits and Outcomes
Having focussed on crisis points, the risks need to be
put back in context. The experience of DVA (and the
process of change to escape it) is not usually a linear or
explosive event. It is best described as a cycle, with
multiple steps and changes of direction [20,44].
Doctors meet survivors for a few short moments on
this journey, and the interactions will not always
coincide with crisis, visible injury or turning points
for change. This is illustrated in Figure 8.2.

Taking this more balanced view, at meta-analysis
level, no study chose ‘leaving the partner’ as an end-
point and there is no evidence that clinician enquiry
about DVA causes harm. There is limited evidence of
any benefit either, and it may be that the endpoints of
‘intervention’ needmore careful definition. For exam-
ple, ‘case identification’ may be too conservative an
endpoint and only a proxy for any action. Making
a compassionate and humane enquiry of itself is likely
to have an impact because it opens a ‘broader discus-
sion opportunity’ with the patient and resets social
norms over time [45].

Acknowledging this changes the locus of the inter-
vention, situating the important moral and clinical
work in the initial conversations. It demands atten-
tion, due to the serious potential harm to avoid, but it
may also have a positive effect on barriers: you can
avoid doing harm and you can make a difference by
listening, acknowledging and providing a safe envir-
onment. This alternative intervention for frontline
clinicians is outlined in Figure 8.2.

‘How Will I Change My practice?’
Despite addressing many barriers and outlining
a different intervention, unless health professionals
are conscious of this shift, they may continue to feel
they have failed:

Help-seeking and self-empowerment behaviours
may be subtle and are sometimes not recognized by
health providers who want to see major changes [44].

Health professionals engage daily with enquiries
and management plans which may fail, e.g. smoking
cessation or diabetes management, yet would rarely
characterize the encounters as failures that didn’t
deserve raising in a medical consultation. Nor would
‘poor outcomes’ be suggested as a reason to avoid

enquiry altogether. Yet, with DVA, this appears to
be a major barrier [46].

Looking into the ‘Pandora’s box’may help explain
the difference. With DVA, it is not just the condition
or situation that is characterized as difficult or ‘bad’,
but the patient herself. Survivors of DVA have been
characterized as ‘non-compliant’, misusers of services
and liars [14,21]. Survivor testimony records inci-
dents such as this:

The GP wrote ‘raped’ in inverted commas in my
notes . . . When my case went to court, it got thrown
out on the basis that the GP didn’t believe me [47].

Women are also sometimes blamed for the situation
[31], for examplemale doctors theorizing that abuse was
a result of women withholding sex in relationships [48].
It is likely that negative attitudes will have a negative
downstream effect on clinician behaviours [6]:

Domestic violence is a bigmorass which we will never
escape. I get a headache thinking about it. And that
attitude translates into the type of care we give those
patients [21].

There are many other ways in which confronting
DVA is difficult or challenging.Many clinicians them-
selves will have experienced, witnessed or even perpe-
trated violence. Bringing the issue ‘close to home’
raises difficult emotions, especially for women clini-
cians who tend to identify with and be affected by the
patient’s experience [21,48]. However, a sense of per-
sonal connection to the problem, unlike negative
emotions of frustration or blame, has also been seen
to act as a facilitator for engagement in certain cir-
cumstances [15].

Doctors often cite lack of training as a barrier for
avoiding enquiry and non-intervention [15,16], but
we argue that to change practice, the ‘negative patient’
characterization and its potential rationalization of
‘problematic’ medical behaviour also need to be
addressed: ‘There is no such thing as a difficult
patient, just a patient with difficult problems’.

Reframing DVA

Similarities between Patient and Provider
Exploring doctors’ barriers has illuminated a link
between negative clinician attitudes and potentially
avoidant behaviours. Similarities between patient
and provider voices may help to overcome this, for
example acknowledging that there is a shared

Section 1 Generic Issues
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dissatisfaction with the ‘fix and solve approach’[14] of
the biomedical model [15,21,31].

There is also a shared experience of ‘powerless-
ness’, although experienced very differently and for
different reasons. A web of ‘power and control’ is
exerted by perpetrators over every part of survivors’
lives, best illustrated by the Duluth Wheel which in
turn has informed simple clinical tools for enquiry
such as the HARK questions, shown in Table 8.2 [29,
49].

Doctors’ responses similarly mention a sense of
powerlessness [26]:

Many physicians were frustrated by their inability to
control the patient’s behaviour, and the patient’s
inability to control the circumstances of their lives.
This . . . was one of the major obstacles to physicians’
willingness to address domestic violence[21].

Powerlessness in Clinical Encounters
These challenges can collide during a clinical encoun-
ter but can also offer a solution. A common example is
a DVA survivor who appears to reject help or refuses
to leave her partner:

A senior emergency department doctor was dis-
tressed when a patient reacted to a DVA enquiry
by . . . storming out and complaining loudly to her
partner and the entire waiting room ‘How dare any-
one think [I am a victim of violence]’, and threaten-
ing legal action[50].

Here the doctor’s distress could easily turn into
a ‘bad’ patient characterization. However, by bringing
powerlessness to the surface, it can remind the clin-
ician to ask why the patient may have reacted in this
way. DVA victims are often under constant surveil-
lance and restriction by their oppressors and changing
the situation is a high-stakes decision:

She [the doctor] realized her patient had acted to pro-
tect herself . . . She had made the abuse public, and her
partner now knew that people were aware of it. She had
also demonstrated her complete loyalty to him[50].

In this example, focussing on the two experiences
of powerlessness helps explain and potentially over-
come a negative reaction.

Likewise, a social services referral can be pro-
foundly disempowering for a woman, especially if
the referral and its implications are not explained,
(as would routinely be done for the dangers of emer-
gency surgery). The alternative approach is more

a shift of viewpoint than a great change in clinical
practice. Open and inclusive communication can
address power imbalances and allow doctor and
patient to work together. One survivor describes:

When I told my [children’s social work] nurse she
listened to me carefully and believed me. She told
me what she was going to do and let me hear her on
the phone talking to the police [47].

It may not take much more time than cannulation
or writing a drug chart and can transform the health-
care professional from opponent to advocate.

Conclusion

A Front-Line Doctor’s Response
Doctors are duty bound to help their patients, and
a fair starting point assumes that they earnestly strive
to achieve this [51]. When the type of problem
a patient presents is not easily amenable to help,
doctors may feel that their identity is challenged [52]:

The difficult patient is one that makes me feel inef-
fective[53].

This is hard to acknowledge and has rarely been
linked to the characterization of DVA survivors by
health professionals. However, facing up to this may
actually help to transform interactions [16, 54].

Figure 8.2 sets out a model for front-line doctors’
engagement in DVA which has elsewhere been called a
‘first-responder’ role[20]. It is patient-centred but also
holds clinical attention on the dynamics of power and
control, as illustrated by the HARK clinical questions.

It demonstrates the cycle of change a woman goes
through, sometimes over years, whereas a doctor’s
role is peripheral and must adapt to the stage of the
cycle. The clinical signposts and clerking map within
the text come together to form this front-line inter-
vention: identification, initial response and referral
for next steps.

Perhaps the most empowering aspect of this
approach, for a clinician, is that it puts emphasis on
the everyday skills of communication and the central
professional tenets of confidentiality and shared
decision-making. This intervention is short, allows
the doctor to avoid doing harm and aims to over-
come negative patient characterization. In so doing it
aims to address the main barriers to enquiry outlined
previously. Even if the brief encounter stays at the
level of an unanswered empathic enquiry about
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violence, it can ‘lessen feelings of shame and appre-
hension’ [44], ‘interrupt and prevent recurrence of
violence’ [28,31], and improve clinician confidence
and competence [46].

Next Steps
Doctors do not routinely discuss power dynamics and
hierarchies, yet these are certainly key issues for DVA
work and more broadly [4]. The effect of poor staff
morale and bullying on patient outcomes is a political
headline [55]. Proportionally more staff in Obstetrics
& Gynaecology experience bullying than in any other
specialty, and responses appear problematic and ‘vic-
tim-blaming’ [56]. A specialty that advocates for
women patients must enable its doctors to look into
the ‘Pandora’s box’ and engage with power-and-
control dynamics, both for their patients and the
profession.

Other unintended benefits from this approach
may be that it sheds light on urgent topical issues
of bullying, whistle-blowing, obstetric violence and
other issues of social justice within medicine [57].
Furthermore, a relatively ‘universal’ approach may
have applications for other topics where patients
themselves are characterized in problematic ways:
mental health and addiction for example.

Often these topics are kept within the remit of
academic discussion, but much could be gained
from helping doctors see ‘power-and-control’
dynamics in their everyday work: in emergency
departments, during night shifts and busy clinics,
and be equipped with the front-line skills to respond.

Key Points

• Domestic violence and abuse (DVA) can
encompass, but are not limited to, the
following types of abuse: psychological,
physical, sexual, financial, emotional.

• A history of DVA is an important social
determinant of health but doctors at all levels
lack training in DVA.

• Barriers and facilitators associated with DVA
enquiry and disclosure should be explored in
DVA training – both groups experience
powerlessness.

• Patients experiencing DVA are subject to a web
of ‘power and control’ exerted by perpetrators.
Considering presentation in light of these
factors may facilitate the clinical encounter.

• Women find enquiry about DVA acceptable,
even welcome. Patients test whether it’s safe
(psychologically and practically) to reveal
DVA, but are unlikely to disclose unless
actually asked directly.

• Doctors often feel powerless to help women
with a history of DVA, maybe particularly if
they expect to see dramatic change, thus
leading to negative characterization of their
patients.

• The experience of DVA (and the process of
change to escape it) is cyclical rather than
a one-off event. Doctors should consider their
supportive enquiry and communication as
interventions in their own right, even if not
leading to cessation of violence.

• Open and inclusive communication, especially
around safeguarding and support, can address
power imbalances and allow doctor and
patient to work together.

• The HARK questions are an evidence-based
tool designed to identify DVA in a clinical
context.
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Chapter

9
Female Genital Cutting
Leroy C. Edozien

Introduction
Female genital cutting (FGC), also called female geni-
tal mutilation (FGM), is defined by the World Health
Organization as ‘all procedures involving partial or
total removal of the external female genitalia or other
injuries to the female genital organs for non-medical
reasons’ [1]. It is performed routinely in many com-
munities, particularly Africa, the Middle East and
Asia. It was estimated in 2016 that 200 million
women had undergone the procedures in Africa,
Asia and elsewhere. One of the Sustainable
Development Goals (SDGs) set by the global commu-
nity under the auspices of the United Nations
Organisation is the elimination of FGC by the year
2030. The UN reported in 2016 that while there has
been a reduction in the prevalence of FGC, the rate of
progress is insufficient to keep up with population
growth, and that if trends continue the number girls
and women undergoing FGC will continue to rise in
the next 15 years [2].

Clitoridectomy was used in nineteenth-century
Britain to suppress female masturbation, but FGC is
alien to contemporary western norms and values and
is referred to as mutilation. The affected women do
not wish to be described as having mutilated bodies,
and they sometimes feel that they have been treated
with disrespect by health professionals [3], or that
their ‘mutilation’ has taken precedence over the health
problem that they presented with [4]. The term
‘female genital mutilation’ is pejorative, and the
more neutral term ‘female genital cutting’ is prefer-
able in culturally sensitive discourse [4].

Health Professionals’ Knowledge
about FGC
With global trends in immigration and multicultural-
ism, doctors, nurses and midwives in the western
world are increasingly likely to encounter in their

clinical practice girls or women who have had, or are
at risk of having, FGC. There is evidence, however,
that health professionals worldwide do not know
enough about FGC [5, 6]. Studies on healthcare pro-
viders’ awareness, knowledge and attitudes regarding
FGC have shown a lack of awareness of the preva-
lence, diagnosis and management of FGC, but there
are no robust studies showing whether the training to
improve the knowledge and attitude of healthcare
providers has an impact on the quality of the care
offered [6].

Girls born to immigrants from communities that
practise FGC are at risk, and health professionals in
both community and hospital practice should have
both the knowledge and the cultural competence to
offer appropriate and sensitive care to the women
[4–6]. Health professionals should know what action
to take when they encounter a child or woman who
has had or is at risk of FGC. They should also know
the law in their country pertaining to FGC. The Royal
College of Obstetricians and Gynaecologists recom-
mends that all gynaecologists, obstetricians and mid-
wives should receive mandatory training on FGC [7].
Each health board should have a designated obstetri-
cian and/or gynaecologist responsible for FGC care.
These lead clinicians should be aware of local and/or
regional specialist multidisciplinary FGC services and
should be competent in all aspects of FGC (including
child safeguarding protocols).

Reasons for FGC
There are no health benefits to FGC and the reasons
for doing it are sociocultural. A fundamental reason is
the belief in patriarchal societies that FGC would
preserve the chastity of the woman, preserve her vir-
ginity and prevent extramarital sexual activity [8].

FGC is often deemed to be a rite of passage and in
some communities an uncircumcised vulva is seen as
dirty [9]. The practice is often perpetuated by women
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who believe that their daughters or granddaughters
will not find a husband or will not bear a male child
if there is no genital cutting. Girls may submit to the
ritual in order to belong to the community and for fear
of social isolation if they are different from their peers.

Types of FGC
The WHO [10] classifies FGC as follows:

Type 1: Clitoridectomy – removal of the clitoral
hood and/or removal of all or part of the
clitoris.

Type 2: Excision – partial or total removal of the
clitoris and labia minora, with or without
removal of the labia majora.

Type 3: Infibulation – narrowing of the introitus by
creating a seal, formed by cutting and
repositioning the labia. On examination,
the vulva is flat, without labia and with only
a small opening allowing egress of urine and
menstrual flow.

Type 4 Other (piercing, scraping, pricking, labial
elongation and cauterizing).

The operation is usually performed by non-medical
persons, using knives, scissors, scalpels, broken glass
or razor blades, and without anaesthesia or sepsis
precautions. In some countries it is performed by
doctors.

Complications of FGC
The complications vary with the type of FGC and the
environment (sepsis, equipment, medical/non-
medical operator) in which it was performed. They
include haemorrhage (with potentially massive bleed-
ing from laceration of the internal pudendal artery or
the clitoral artery), infection, vulval cysts, keloids,
chronic pelvic or vulval pain, menstrual and urinary
flow problems, subfertility and problems during
labour and childbirth. A study of 28,393 women at
28 obstetric centres in six countries found that women
with type 3 FGC have on average 30% more caesarean
sections and 70% increase in incidence of postpartum
haemorrhage compared with those who have not had
any FGC [10]. A meta-analysis of obstetric conse-
quences showed that women who have undergone
FGC were over three times more likely to have
a difficult labour and twice as likely to suffer obstetric
haemorrhage [11]. FGC is associated with an
increased need for neonatal resuscitation and
increased risk of perinatal mortality.

Psychological and psychosexual complications
include loss of libido, lack of pleasurable sensation,
dyspareunia, flashbacks, loss of self-esteem and risk of
self-harm [12]. Women who have undergone FGC
have a significantly lower Sexual Quality of Life-
Female score than control women [13].

The Law
FGC is illegal in various countries of the world [14,
15] but enforcement of the laws has been difficult and
not been prioritized. In the United States federal law
(18 US Code § 116) makes it illegal to perform FGC in
the United States or knowingly transport a girl out of
the United States for purpose of inflicting FGC. Also,
at least 23 states in the United States have laws against
FGC, with sentencing provisions ranging from 5 to
30 years. In Germany, the 47th Criminal Law
Amendment Act introduced new provisions in 2013
making FGC a separate criminal offence in section
226a of the German Criminal Code. All states and
territories in Australia have laws that ban FGC.
In England, Wales and Northern Ireland FGC is ille-
gal under the Female Genital Mutilation Act 2003.
In Scotland and in the Republic of Ireland it is illegal
under the Prohibition of Female Genital Mutilation
(Scotland) Act 2005 and the Criminal Justice (Female
Genital Mutilation) Act 2012 respectively. Under US,
Irish and UK laws, a person is guilty of an offence if
they excise, infibulate or otherwise mutilate the whole
or any part of a girl’s or woman’s labia majora, labia
minora or clitoris. Necessary operations performed by
a registered medical practitioner on physical and
mental health grounds and any operation performed
by a registered medical practitioner or midwife on
a woman who is in labour or has just given birth, for
purposes connected with the labour or birth, do not
count as infringement of the law on FGC. Operations
performed as part of gender reassignment, for exam-
ple, do not count as FGC as defined by the law.

Under these laws anyone who performs FGC
could face up to 14 years in prison. In Germany,
offenders can be sentenced to 15 years’ imprisonment.
In 2016 a former midwife, a mother of two girls and
a community leader were each sentenced to
a maximum of 15 months in prison after Australia’s
first criminal prosecution for FGC.

Despite existing legislation the practice of FGC
continues, and this necessitated strengthening of the
UK law and there are proposals to strengthen the legal
framework in Australia [16]. In the United Kingdom,

Female Genital Cutting

67
10

11:44:04



the Serious Crime Act 2015 extends the extraterritor-
ial reach of FGC offences, provides anonymity to
victims, creates a new offence of failing to protect
a girl under 16 from the risk of FGC and makes
provision for FGC Prevention Orders to protect vic-
tims and likely victims. It imposes a new duty on
professionals to notify the police of acts of FGC.
Anyone found guilty of failing to protect a girl from
FGC can face up to seven years in prison.

Reporting Requirements and Referrals
in the United Kingdom
In the United Kingdom a health professional who
identifies FGC in a child under the age of 18 years
has a legal duty to report this information to the
police. For the purposes of this duty, the relevant age
is the girl’s age at the time of the disclosure/identifica-
tion of FGC (i.e. it does not apply where a woman
aged 18 or over discloses she had FGC when she was
under 18).

There is no requirement to report a non-pregnant
adult woman aged 18 or over to the police or social
services unless a related child is at risk. It is not
mandatory to report every pregnant woman identified
as having had FGC to social services or the police
unless the unborn child, or any related child, is con-
sidered to be at risk of FGC. Indicators that a girl is at
risk include the following:

• Her family or community is known to practise
FGC.

• There are indications that she is to be taken out of
country for a prolonged period.

• She expresses concern about a planned overseas
travel.

• Her mother or siblings have undergone FGC.

Risk assessment can be facilitated by use of an FGC
safeguarding risk assessment tool [17].

Any suspicion that a child under the age of 18
years has undergone or is at risk of undergoing FGC
should be referred to the Children’s Social Care and
multi-agency FGC safeguarding guidelines should be
followed. The doctor or midwife making the referral
should consult the local safeguarding specialist mid-
wife if such a position exists within the unit.

The psychological health needs of any child under
18 years who has been subjected to FGC should be
assessed, and she should be referred to the appropriate
specialist services.

Recording Information
Healthcare professionals must amply record any iden-
tified or suspected FGC and related safeguarding con-
cerns in the health records, and information should be
shared with the GP and other professionals. When
a patient with FGC is identified, this must be docu-
mented in the medical records regardless of whether
FGC is the reason for presentation. An FGC Risk
Indication System was introduced in the United
Kingdom to help safeguard girls up to 18 years who
are at risk of FGC. An indicator is added to a girl’s
electronic healthcare record, thus alerting other
healthcare professionals.

A mandatory requirement to accurately record
information about FGC was introduced in the
United Kingdom in March 2014. In April 2015, an
enhanced dataset was introduced, requiring health
organizations to record FGC data and return patient-
identifiable data to the Health and Social Care
Information Centre (HSCIC, now NHS Digital).
Data should be submitted every time the woman or
girl has treatment related to her FGC and every time
FGC is identified, not just the first time. Formal con-
sent is not required but the woman should be advised
that information about her FGC will be submitted to
the FGC Enhanced Dataset. She should be informed
that her personal data will be submitted without
anonymization to NHS Digital, in order to prevent
duplication of data, but reassured that all personal
data are anonymized at the point of statistical analysis
and publication.

Care of Women with FGC
Health professionals caring for women with FGC
should ensure that their approach is sensitive and
non-judgemental. Skilled communication (see
Chapter 4) is essential. Discussions, examination and
treatment could trigger flashbacks, and this should
be anticipated. Counselling should be offered as
appropriate to the partner/husband as well as to the
woman.

The law on FGC should be explained. Where it is
necessary to use an interpreter, efforts should be made
to obtain a female interpreter and preferably one who
does not support the practice of FGC. A family mem-
ber should not be used as an interpreter.

Written information should be provided. The
‘Statement Opposing Female Genital Mutilation’
leaflet [18], also known as the FGC Health Passport,
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is a written declaration by the UK government which
stresses that FGC is a serious criminal offence. It is
designed for girls and their families to keep in their
passport, purse or bag and show to families when
there is a threat of FGC.

Antenatal Care
When booked for antenatal care, every woman
should be asked directly if she has undergone FGC
(e.g. ‘Have you been cut . . .’) and their response
should be documented. Women who disclose FGC
should be referred to the lead clinician for FGC and
a safeguarding risk assessment should be done.
A birth plan should be documented. If the woman
has type 3 FGC she should be offered deinfibulation
(see discussion). Deinfibulation is performed
between 20 and 32 weeks’ gestation, early enough
for the scar to heal before birth.

Intrapartum Care
Some women will require deinfibulation in labour –
because either they have chosen to have it at this time
or the FGC was identified for the first time in labour.
Deinfibulation can be performed in the first stage of
labour to facilitate catheterization and vaginal
examinations.

An episiotomy will usually (but not invariably) be
required. When repairing episiotomies and perineal
tears the operator should take care to avoid reinfibu-
lation. Declining a request from the woman or her
husband to reinfibulate is relatively straightforward;
avoiding a spontaneous reinfibulation (due to apposi-
tion of raw edges), which could leave the surgeon
vulnerable to allegations of intentional reinfibulation,
is more challenging. All findings, repair details and
advice given to the woman should be fully
documented.

Postnatal Care
The type of FGC and its current status, child protec-
tion concerns and advice given to the woman should
be documented, and this information should be
shared with the community midwife, health visitor
and GP. It should be documented in the neonatal
examination charts that the baby has normal genita-
lia (unless there are any recognized congenital
anomalies). Where applicable an indicator should
be added to a baby girl’s electronic healthcare record,
per the FGC Risk Indication System, with consent

from the parent and/or guardian. The mother’s his-
tory of FGC should also be documented in the child’s
Red Book.

Gynaecological Interventions
Women presenting with dyspareunia and some with
urinary problems will require deinfibulation (see dis-
cussion). Those with urethral strictures may benefit
from cystoscopy and urethral dilation. Where there
is doubt, the woman should be referred to a urologist
or urogynaecologist. A multidisciplinary approach
should be taken, so that the associated psychological
and psychosexual issues are also addressed.

Deinfibulation
Deinfibulation (also known as defibulation) is the
division of scar tissue formed by the apposition of
cut labia. The scar tissue may be thin or thick and is
divided by means of a longitudinal midline incision
starting at the narrowed vaginal opening and pro-
ceeding upwards until the urethral meatus becomes
visible. This operation is usually done under a local
anaesthetic, but the woman may prefer a general or
regional anaesthetic for psychological reasons.
Postoperatively woman should be advised to keep
the area dry and clean and to periodically part the
labia so that they don’t spontaneously fuse again.
Suturing is not usually required if the divided scar
tissue is thin.

Educational Resources for Health
Professionals
The Royal College of Obstetricians and Gynaecologists
[7], Royal College of Midwives [19], Royal College
of Nursing [20], Society of Obstetricians and
Gynaecologists of Canada [21], Royal Australia
and New Zealand College of Obstetricians and
Gynaecologists [22], American College of Obstetricians
and Gynecologists [23] and the UK Department of
Health [17, 24, 25] have produced guidelines and educa-
tional materials on FGC for health professionals.

Conclusion
In the United Kingdom and other countries there is
a push for greater enforcement of existing and new
laws against FGC. Health professionals have a major
role to play in implementing the law while also offer-
ing culturally competent care. This role requires an
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understanding of the sociocultural issues, the legal
framework and the safeguarding protocols that apply.

Key Points

• Female genital cutting is illegal in various
countries. In the United Kingdom it is
illegal not only to perform FGC but also to
take a child outside the United Kingdom for
FGC and to fail to protect a child from FGC.

• Health professionals in the United Kingdom
have a legal duty to report to the police if
a child reports that she has had or is found on
examination to have had FGC.

• Doctors, nurses, midwives and other
professionals should be aware of the legal and
safeguarding frameworks pertaining to FGC
that are applicable in their place of work.

• Complications of FGC include loss of libido, lack
of pleasurable sensation, dyspareunia,
flashbacks, loss of self-esteem and risk of self-
harm. Long-term physical complications include
urinary problems, vulval cysts, subfertility and
difficulties in labour and childbirth.

• Deinfibulation, the division of scar tissue
formed by the apposition of cut labia, may be
required, to facilitate sexual intercourse,
micturition or childbirth. Reinfibulation after
childbirth is illegal.

• Health professionals caring for women with
FGC should ensure that their approach is
sensitive and non-judgemental.
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Section 2 Gynaecology

Chapter

10
Diverse Sex Development
Critical Biopsychosocial Perspectives
Lih-Mei Liao

Diverse Sex Development
The dimorphic sex categories obscure the important
fact that the embryonic tissues that develop into
testes, penis and scrotum are initially the same as
those that develop into ovaries, womb, vagina, clitoris
and labia. Sex differentiation typically begins at about
six weeks of embryonic life, and a sex-undifferentiated
fetus soon assumes the anatomical structures and
appearance of what we think of as female or male.
Certain genetic conditions may lead to some changes
in the developmental pathway so that the usual mar-
kers of sex – gonads, genitalia and karyotype are not
female- or male-typical.

Historically, the term ‘hermaphroditism’ was
used in Anglophone societies to refer more specifi-
cally to genitals deemed not clearly differentiated.
The hermaphroditic myth of a dual set of function-
ing male and female reproductive organs in one
individual is impossible in humans. Nevertheless,
the term was adopted in medicine from the 1870s,
before the science of anatomy revealed internal
structures/functionality [1]. The term ‘intersex’ was
introduced in 1917 to represent a number of hetero-
geneous conditions, not all of which are associated
with ambiguous external genitalia and some are
associated with physical health problems requiring
medical treatment. Prevalence depends on inclusion
criteria. Using a very broad definition, prevalence of
intersex live births has been estimated to be as high
as one in two hundred [2], although each of the
numerous named condition is very much rarer.

The past two decades have witnessed rapid
advances in molecular biotechnology that have
resulted in the identification of more variants of
intersex conditions so that a different categorization
scheme was needed to facilitate the burgeoning basic
science research. In 2006, the intersex nomenclature
underwent major revision and development in the
(first international) ‘Consensus Statement on the

Management of Intersex Disorders’ [3]. The term
‘disorders of sex development’ was invented to
encompass all ‘congenital conditions in which the
development of chromosomal, gonadal or anatomi-
cal sex is atypical’. Genetic diagnosis has begun to
replace clinical diagnosis as the gold standard.
Unsurprisingly, ‘disorders of sex development’ has
been greeted with mixed reactions [4]. ‘Diverse sex
development’ (DSD) is adopted in this chapter to
reflect the fact that many affected individuals con-
sider their bodies different rather than disordered.
The gynaecological subspecialty most likely to work
with women diagnosed with DSD is Paediatric and
Adolescent Gynaecology (PAG) [5].

Until relatively recently, psychologists in the field
have been preoccupied with brain gender research [6, 7]
rather than contributions to health care. Professional
interests have more recently shifted to care provision,
and any psychologically attuned clinician can make
useful contributions. It is, however, argued that
a strong conceptual framework underpinned by trans-
parent social values is foundational [8].

Traditional Medical Management
DSD may present in childhood or adulthood, some-
times alongside other bodily differences and/or medi-
cal problems. Detection in childhood is usually
triggered by visible genital differences, which do not
apply to all conditions. Normalising genital surgery on
atypical genitalia of children who cannot give consent
continues to be controversial. Another major criticism
is the concealment of diagnosis and treatment infor-
mation, especially for girls and women with initial
presentations in adolescence and adulthood.

Phallocentric Gender Assignment in Infancy
Erectile and penetrative potential of the phallus has
been an overriding consideration in male assignment,
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and fertility potential the overriding factor in female
assignment. Children presenting ambiguous genitalia
at birth were assigned female in the ratio of approxi-
mately 9:1 [9].

In the past, paediatricians stated that the decision
to raise a child as a boy should be ‘dictated entirely by
the size of the phallus’ [10] and that phallus size was
‘of paramount importance’ in gender assignment
[11]. Newborn penile size charts were first used in
the 1960s, and any child with a penis of stretched
length of less than 2.5 cm was likely to be assigned
female regardless of the underlying diagnosis [10].
For a child with a 46,XY karyotype, the phallus and
testes would typically be removed and the child would
undergo feminizing genital surgery and female gender
of rearing. The leaning towards female assignment
may also have been influenced by the technical diffi-
culties in penile reconstructive surgery. Multiple pro-
cedures may create a penile structure, but the capacity
for erection and penetration is often limited.

A larger group that presents ambiguous external
genitalia at birth comprises 46,XX children with con-
genital adrenal hyperplasia (CAH). These children,
who have a female-typical karyotype, have been
exposed to male-typical amounts of androgens in
utero. The metabolic consequences relating to salt
loss and dehydration require endocrine management
[12]. The child may present externally with a larger
clitoris and/or fused labia and/or absence of a vaginal
opening and internally with both ovaries, a uterus and
an internal (upper) vagina. Because of their fertility
potential, these children tend to be assigned female.

Childhood Feminizing Genital Surgery
In contrast to the justifiably cautious tone around
penile construction, paediatric urologists have been
much more confident in their ability to construct
female-typical genital anatomies that meet cultural
expectations of appearance and function. Cosmetic
surgery to reduce the size of the clitoris has evolved
from clitoridectomy (amputation of the clitoris) to
clitoral recession (pleating together the erectile tissue
to shorten the clitoris) and clitoral reduction (removal
of the erectile tissue and attempted preservation of the
nerve and blood vessels) [13]. The highly popular ‘one
stage genitoplasty’ means refashioning the scrotal
appearance of the labia where applicable and creating
a vagina at the same time. The vagina has no anato-
mical purpose for the child. Postoperatively, she has

to perform daily dilation to keep the cosmetic vagina
open and, controversially, if too young tomanage this,
her adult caretakers would have to perform dilation
on her.

Ambiguous genitalia have been known to many
premodern cultures in different parts of the world,
and community responses have been highly variable
across temporal and geographical loci. Surgery to
erase genital ambiguity began in Europe and North
America in the mid-nineteenth century, though the
rationale is often wholly attributed to the protocol
developed much later in Johns Hopkins in the late
1950s. The protocol was based on the psychological
theory that all infants are gender neutral at birth until
about two years old. From then on, the child’s appear-
ance, including genital appearance, was thought to be
pivotal for unambiguous gender development.
Parents and child must be left in no doubt of the
assigned gender. Parents were advised to withhold
information about the diagnosis and treatments
from the child. This particular gender theory has
been abandoned, and today’s surgeons cannot agree
on ethics and techniques [14]. However, surgery
appears to be continuing [15].

Sexual outcomes of feminizing genital surgery by
definition can only be examined longitudinally, when
the children who have been operated on reach puberty
and adulthood, i.e. many years after the procedures
are initially performed. The widespread practice of
childhood surgery has meant that there are very few
children available for comparative research. Nuanced
longitudinal follow-up of the children may have been
possible, but there has been a collective neglect to
investigate potential multiple outcomes.

Persistent concerns expressed by recipients of
childhood surgery have prompted some clinicians to
recall adults who have been lost to paediatric follow-
up. In a landmark study, 44 adolescent girls with CAH
who had undergone feminizing genitoplasty in child-
hood were reviewed by a team of gynaecologists [16].
Despite multiple childhood operations, nearly all of
the study participants had required further surgery
for either menstrual flow or vaginal intercourse, or
both, in adolescence and adulthood. Case notes
enabled the authors to conclude that the initial sur-
gery had been positioned as ‘one-off’ for the majority
of the participants. These findings raise issues about
how accurately informed were the consenting parents.
Subsequent research has identified more difficulties
with orgasm for women who had undergone clitoral
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surgery [17] and diminished sensitivity specific to the
site of surgery [18]. The quality of the flurry of more
recent reports is variable, but it is undeniable that
there is a groundswell of provider and recipient opi-
nions that interrogate the practice of childhood fem-
inizing surgery.

Adolescent and Adult Presentations
Some DSD conditions are more typically diagnosed in
adolescence and adulthood. For example, women and
girls withMayer-Rokitansky-Küster-Hauser (MRKH)
syndrome may present to gynaecological services in
adolescence and adulthood for absence of menarche.
Sometimes the process is triggered by difficulties dur-
ing attempts at a smear test or vaginal sex. These
women and girls are usually physically healthy with
a 46,XX karyotype and functioning ovaries and there-
fore do not require estrogen replacement. They do not
have a womb or a cervix and have a smaller vagina
which the majority elect to have treated (see discus-
sion). Rare subtypes of MRKHmay be associated with
certain medical complications.

Women with complete androgen insensitivity
syndrome (CAIS) also tend to present in adolescence
and adulthood. They have a 46,XY karyotype female-
typical external genitalia and a smaller vagina.
Internally, they have testes that produce male-typical
quantities of androgens but lack receptors to decode
them, and they do not have a womb or cervix. Because
of the absence of visible signs at birth, almost all of the
children are reared as female. They may present for
medical investigations in adolescence because periods
have not started – as for MRKH, although in CAIS
some girls may have been presented to paediatricians
prompted by the identification of protruding testes in
the pelvic area. Reports consistently suggest that
women and girls with CAIS identify unambiguously
as female [19].

Secrecy has been central to traditional medical
management of intersex but especially for women
with XY conditions such as CAIS. One would think
that, given the nature of the investigations and treat-
ments, continued dialogue between doctor, patient and
family would be unavoidable. However, difficulties in
getting full diagnostic and treatment information have
been corroborated by personal [20, 21, 22] and profes-
sional accounts [23, 24, 25]. Complaints range from
inadequate information and non-discussion to out-
right deception (e.g. being told that the procedure
was a hysterectomy when testes were being removed).

Some people have taken decades to piece together their
medical history; catalysts in the process might have
been a television programme or magazine article on
intersex, a smear test that could not take place or
fertility investigations that did not identify a womb.
Medical secrecy had hindered for some decades the
development of peer support and psychological care
as well as quality evaluative research.

Gynaecological management is focussed upon
hormonal management in the case of CAIS, and
vagina construction in both CAIS and MRKH.
A number of surgical techniques exist. The type of
surgery would depend on the genital anatomy and
whether or not the woman has already had surgery
[13, 26]. All vaginoplasties are major operations and
complications are not uncommon. Quality scientific
evaluation of morphological, cosmetic and psycho-
sexual impact is sparse.

In the light of the uncertainties surrounding sur-
gical vagina construction which in most circum-
stances would require a dilation regime to be
maintained by the patient afterwards, non-surgical
dilation has become the first line approach for vaginal
agenesis in some countries. Dilation involves daily
insertion into the vaginal space cylindrical shapes
that graduate in width and length, not unlike those
prescribed for women presenting at psychosexual
clinics for ‘vaginismus’. Generally women are advised
to dilate daily for some months and thereafter less
frequently to keep the vagina open unless they engage
in regular vaginal penetrative sex.

Multidisciplinary Team and
Psychological Care
The 1990s saw the emergence of intersex patient
advocacy/support groups campaigning for a number
of changes to clinical management. Some argued that
parental distress should not be treated by surgery on
the child, and that all children should be assigned as
boy or girl without surgery. New and non-medical
narratives of intersex sparked a proliferation of
media reports, psychosocial analyses and ethical
debates in the 1990s and 2000s. Since then, formal
acknowledgment of the need for care from
a multidisciplinary team (MDT) including access to
psychological input can be identified in almost all
clinical recommendations, including the consensus
statement a decade ago [3]. The role of care user
groups is also formally acknowledged in recent care
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documents [27]. The level of implementation is
unknown. By far the most verifiable impact of the
consensus statement is the widespread use of the
term disorders of sex development and exponential
genetic research output.

In terms of access to psychological support, the
consensus statement recommends thus: ‘Psychosocial
care provided by mental health staff with expertise in
DSD should be an integral part of management to
promote positive adaptation. This expertise can facili-
tate team decisions about gender assignment/reassign-
ment, timing of surgery and sex-hormone replacement’
[3]. Whilst the importance of psychological care is fre-
quently alluded to, its remit, scope, theories, methods
and accountability have not yet been coherently articu-
lated [28]. Therefore the range, depth and quality of
psychological work can be expected to be highly variable
between services [29]. It is, however, self-evident that an
individualistic approach based on the diagnosis and
treatment of psychopathology is not appropriate.
In recognition of the need for methodical development
of psychosocial research, practice and education in
DSD, psychologists and care users have recently
founded the European Network for Psychosocial
Studies of Intersex/Diverse Sex Development (www
.europsi.org). Following are example situations that jus-
tify the need for advance psychological skills and con-
ceptualizations including a norm-critical approach to
body differences [30].

Emotional Safety
Qualitative analysis by psychosocial professionals [23]
and narratives published by affected adults [20, 21]
and parents [31] point to a risk of significant psycho-
logical harm in case of poor emotion care [32].
Uncontained emotional distress may render it diffi-
cult for parents to prioritize the child’s future in their
appraisal of the risks of irrevocable surgical interven-
tions for their child; as such it compromises the prin-
ciples of informed consent [33].

Atypical sex anatomies fascinate clinicians and
researchers so that intimate examination and medical
photography may not always be optimally managed
[see 20]. Professional eagerness to correct what is
deemed an aberration could set off a negative chain
reaction in affected people and their families, making
open communication within families a near impossi-
bility. An important role for psychosocial profes-
sionals is to facilitate team reflections, to prioritize
emotional containment for affected persons [32] and

to help to overcome the significant communication
barriers imposed by the binary language on sex and
gender [29].

Gender Assignment
As a result of the emergent evidence from adolescents
and adults, it is now generally accepted that phallus
size alone should not dictate gender assignment.
Some XY adolescents and adults who had been female
assigned and subjected to feminizing surgery have
reported latent gender dysphoria leading to reassign-
ment to the male gender [34]. It had been assumed
that all XY babies with ambiguous genitals were infer-
tile but, with the advent of intracytoplasmic sperm
injection, there are reports of pregnancies even in the
presence of oligospermia or even azoospermia for
people with a number of 46,XY diagnoses [35, 36].
Furthermore, recent reports suggest that a stable gen-
der identity is possible in male assigned adolescents
with 46,XX CAH [37].

Gender assignment of infants with DSD is cur-
rently understood as a collaborative process between
team and family, taking into account the results of
a range of investigations as well as parental prefer-
ences that may be influenced by family, culture and
religion. Given the negative reports on feminizing
surgery from XX and XY individuals however
assigned, and some possibility of reassignment in
adolescence and adulthood, a more conservative
approach to childhood genital surgery is needed.

The process of gender assignment and decision-
making about normalizing surgery is characterized by
uncertainties and dilemmas and can be expected to be
highly stressful for parents [31]. Psychological sup-
port from professionals and user groups is pivotal.
It is a team responsibility to protect the time and
space for parents and support staff to manage emo-
tional distress so that the future of the child can be at
the forefront of clinical decisions. An alternative psy-
chosocial care pathway should be developed for
families who opt to delay surgery [38].

Managing Stigma
Stigma is defined as a negative sense of social differ-
ence from others or as an adverse reaction to the
perception of a negatively evaluated difference [39].
This ‘difference’ is outside of the socially defined
norm and therefore deeply discrediting [40]. Fear of
devaluation can be part of the psychological landscape
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of many XY women [23]. Research participants have
also spoken of feeling like outsiders un-entitled to
relationships [24]. Supported exploration of feelings
of stigmatization is perhaps the most important focus
in psychosocial interventions for the adult woman.
Stigma, shame and avoidance often surface in dilem-
matic decisions on self-disclosure about DSD in social
situations [25]. Openness is generally felt to be high
risk (e.g. ‘people would flip if they find out’), whilst
withholding information may be experienced as
a moral lack of integrity (e.g. ‘what kind of person
does my secrecy make me?’).

Whereas a person can choose not to disclose in
many situations, given the presence of physical signs
including those left behind by surgery, choosing not
to disclose to sexual partners is more difficult. Some
individuals may withdraw from intimate relations in
order to avoid having to explain. Avoidance and safety
seeking despite a desire for relationships and intimacy
can persist for years. Distress may be expressed in
seeking (further) surgery to afford ‘normality’ in iden-
tity, relationships and sexual practices. However,
expressions of happiness and joy appear to be far
more identifiable in the narratives of people who
embrace their differences and engage with likeminded
people [32].

Parents may require assistance to talk to their
child about DSD in developmentally appropriate
ways and to encourage the children to ask questions.
Fear of shaming and stigmatizing the child may
make this task challenging even for the most com-
mitted parents [32]. Talking to the child may mean
also talking to siblings and perhaps the extended
family and wider communities. This is easier said
than done. Paediatric psychological interventions to
support parental tasks should receive adequate
resource allocation to translate this recommendation
into reality.

Reconsidering Sex
The belief that all genitals look discretely male or
female and that they are not only capable of but are
naturally inclined towards blissful union with each
other seldom comes into question in society.
The normalization/naturalization of genital inter-
course frames a wide range of pleasurable and mean-
ingful sexual experiences as ‘other’ and vastly limits
the construction of these experiences as satisfying and
affirming. It is unsurprising that many women with
DSD who have already accessed pleasurable sexual

experiences seek vagina construction in order to
‘have sex’, reflecting a strong linguistic and conceptual
conflation of ‘sex’ and coitus in society [24]. In other
words [41], ‘Full genital performance during hetero-
sexual intercourse is the essence of sexual functioning,
which excludes and demotes nongenital possibilities for
pleasure and expression’ (p. 53, emphasis original)

Research has identified a higher prevalence of
anticipatory and experienced sexual difficulties
regardless of diagnosis and whether or not women
have undergone genital surgery [24, 41, 17, 42, 43].
In psychosexual education and support, a move away
from ‘normal sex’ and a greater emphasis in sensuality
rather than gender performance can offer greater
scope for pleasure as people become more open to
opportunities for good-enough sexual relating [28].
Therapeutic exploration might focus on the develop-
mental trajectories of the following: (1) gender posi-
tioning of self; (2) gender(s) of preferred partners; (3)
body perceptions; (4) sexual concerns and experi-
ences – actual and fantasized; (5) sexual and relation-
ship aspirations and (6) knowledge and attitude
relating to a range of sexual activities.

Some of these ideas were taken up in the develop-
ment of a vagina dilation protocol as a less invasive
alternative to surgery for women seeking vagina con-
struction [44, 45]. The development was in response
to some of the difficulties aptly expressed by a research
participant: ‘I felt . . . like [] I hadn’t learned all the
social sort of skills that were needed to [] you know to-
to establish a relationship and that maybe that was the
main problem, and having a vagina wouldn’t really
help . . . there’s more going on than just vaginal
length’.[24, p.579] Unlike surgery, self-managed dila-
tion takes several months which affords time and
space to rethink sexuality [44]. Engaging materials
have been developed by a user advocacy group (www
.dsdteens.org) to enable more services to access the
multidisciplinary approach.

Facilitating Informed Choice
DSD does not preclude people from living well.
However, the diagnosis could propel individuals into
dilemmatic decisions. Although psychological sup-
port is more clearly indicated at the point of the initial
diagnosis, there are subsequent time points where
such help may also be beneficial. A few brief examples
are as follows.

In infancy and early childhood, parents may be
presented with the option of feminizing surgery. As it
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does not affect the child’s health, DSD teams should
ensure that it is presented as a choice, and give weight
to non-intervention also as a choice [33]. Parents
should be allowed plenty of time to recover from the
shock of the diagnosis, digest all of the information,
consult with support groups if they wish and, most
importantly, bond with their child [31]. When parents
decide on normalizing surgery, they are likely to be
seeking ‘normality’ for their children in future identity,
sexuality and relationships. Psychosocial professionals
can gently guide parents to question what is normal in
identity, sexuality and relationships. They can help
parents toweigh up the reality of the surgical trajectory,
which may involve repeat operations and examina-
tions, and uncertainties about the anatomical and psy-
chological impact. For the currently small proportion
of parents who decide to defer surgery until their child
can give consent, psychological input may need to be
intensified, to co-create the best approach to educate
and support the affected child, the siblings, the
extended family and perhaps the wider community.

In the past, prophylactic gonadectomywas routine
for XY girls and women to reduce cancer risks and for
gender compatibility. The patient would require hor-
mone replacement therapy for long-term health [46].
In recent years, more women with functioning testes
are choosing to retain their testes to avoid taking
exogenous hormones. Ongoing research suggests
that the cancer risk is relatively small for some condi-
tions but high for others [47]. Decision counselling
regarding the gonadectomy trade-off can support
women to make an informed choice.

Choice is important not just for surgery. Studies with
other populations suggest that genetic testing could pose
significant dilemmas for family members who may
struggle to discuss certain conditions and carrier status
[48]. The Androgen Insensitivity Syndrome Support
Group in the United Kingdom (www.aissg.org) has
documented how genetic testing could fill people with
dread about having to discuss DSD within the family.
A collaborative approach means plenty of time and
opportunities to help people explore the potential impli-
cations of genetic testing for family relationships, as well
as education and support for potential carriers to con-
sider the implications (including the communication
challenges with the next generation) [29].

This leads to the issue of supporting individuals
and couples in their parenthood considerations.
Choosing to be childfree is entirely valid for all indi-
viduals and couples with or without a DSD diagnosis.
For those who wish to be parents, adoption is a viable

option across all diagnostic groups. In terms of ferti-
lity potential, women with CAH have a uterus and
ovaries and the potential for natural conception and
pregnancy subject to optimal steroidal replacement
[12]. Regarding assisted reproduction, women with
MRKH have ovaries but no uterus and therefore the
potential to have genetic children via surrogacy.
Fertility considerations for XY women can be com-
plex. Women with gonadal dysgenesis have an
intact Müllerian system and can carry a pregnancy
conceived via ovum donation and in vitro fertiliza-
tion. There are reports of pregnancies successfully
carried to term for this group of women [11]. For
women with CAIS, sperm could potentially be aspi-
rated from a testis and used to fertilize an ovumwhich
could then be carried by a surrogate. The ethical and
psychosocial considerations are complex and there
are no reported cases in the literature.

Consumption of assisted reproductive technology
is characterized by overwhelming uncertainties and
dilemmas. Complex treatment with uncertain timing
and outcome should not be presented as
a straightforward solution for a desire or longing,
however understandable. Rather, many individuals
and couples need psychological input to manage
expectations and emotions and to maintain a healthy
engagement with the broadest possible range of life
goals [49].

Public Engagement and Education
Medicine has helped to preserve the sex and
gender dichotomy by erasing anatomical characteris-
tics that speak of the continuity betweenmaleness and
femaleness. The secrecy and taboo has resulted in an
impoverished linguistic framework with which to
address diverse sex characteristics. Normalizing inter-
ventions can be physically and psychologically costly
for some individuals. Medicalization can furthermore
marginalize systemic solutions, perhaps especially
public engagement with DSD.

Social tolerance that fosters self-acceptance in
individuals born different reflects a healthier society
than social intolerance that fosters shame and
stigma that underpins normalization. Public under-
standing is a possible goal. Bodily characteristics
deemed insufficiently gendered do not only affect
people with DSD but the general population. For
example, healthy men may also have breasts and
healthy women may not, and healthy men may
have sparse facial or body hair and healthy women
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may have a lot. The burden of social pressure to do
gender in particular ways is widely shared in
society.

Summary
DSD encompasses numerous congenital conditions
associated with atypical development of chromosomal,
gonadal or anatomical sex. Traditionalmedicalmanage-
ment has been dominated by a surgical focus. Phallus
size was themain consideration in gender assignment of
babies with ambiguous genitalia, and there has been
a leaning towards female assignment. Longitudinal eva-
luation has been sparse. Strong reservations from adults
so treated as children and recent research have
prompted a re-examination of the approach.

A shift from a surgical focus to multidisciplinary
team working is evident in clinical recommendations.
Integral psychological care is now emphasized. Perhaps
most importantly, the role of care user groups in ser-
vice development and peer support is now acknowl-
edged. The change in ethos has not eliminated
normalizing interventions, but it has opened up more
possibilities for psychosocial professionals and care
users to explore a wider range of narratives and educa-
tional strategies relating to diversity in sex and gender.

Key Points

• Terms such as ‘hermaphroditism’, ‘intersex’
and ‘disorder of sex development’ have been
used to describe atypical development of the
lower genital tract, but these terms have
limitations. ‘Diverse sex development’ (DSD)
is adopted by some workers to reflect the fact
that many affected individuals consider their
bodies different rather than disordered.

• DSD conditions may be diagnosed at birth or
later, when an adolescent girl presents to
gynaecological services with primary
amenorrhoea.

• For children diagnosed at birth, the process of
gender assignment and decision-making
regarding surgery to normalize the genitalia is
characterized by uncertainties and dilemmas
and can be highly stressful for parents.

• A more conservative approach is currently
advocated for medically non-essential surgery
in childhood. Issues of informed choice and
consent to treatment should be addressed
through a transparent process.

• The management of DSD across the life span
requires a multidisciplinary team approach
including access to psychological input and
involvement of care user groups.

• Although the importance of psychological care
is frequently alluded to, its remit, scope, resource
allocation, methods and accountability have not
yet been coherently articulated.
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Chapter

11
Biopsychosocial Factors in Paediatric
and Adolescent Gynaecology
Gail Busby, Gail Dovey-Pearce and Andrea Goddard

Introduction
Awide range of gynaecological conditions is managed
within paediatric and adolescent gynaecology
(PAG). Broadly speaking the conditions can be
subdivided into general PAG, disorders of puberty
and adolescence and developmental abnormalities.
(Developmental abnormalities are not discussed in
this chapter and are covered in Chapter 10.)

The aim is to explore the interaction between
gynaecological health and the changes occurring in
childhood and through adolescence. Suggestions for
clinical practice (in both paediatric and adult settings)
will be discussed. There is a distinct lack of empirical
study in this area, so clinical case law and extrapola-
tions from other areas of paediatric and adolescent
health will be the basis for this discussion. Adolescent
health as a specialist area and the needs of young
people are increasingly being discussed and addressed
[1], but no specific guidelines exist for children and
young people presenting in gynaecology, and few
studies examine the views of those accessing gynaeco-
logical services [2]. Training tools are being developed
but clinicians often have to navigate consultations
using the skills they have developed as either
a paediatrician or adult clinician. The need for further
research and professional training will be outlined,
and the importance of the integrated, multidisciplin-
ary approach will be emphasized.

The term ‘young people’ will be used to refer to
those aged 11–25, to reflect the developmental
changes occurring during these years. Physically,
they are experiencing pubertal changes and, cogni-
tively, they are moving from concrete to more
abstract thinking. In terms of social and self-
development, young people are acquiring auton-
omy and beginning to broaden their focus from
salient tasks of childhood (e.g. friendships and aca-
demic goals) to include emerging tasks of adult-
hood, such as work, partnership and family [3].
Neurologically, the brain undergoes a period of

significant remodelling from early adolescence
into the third decade of life. The structural, con-
nective and neurochemical changes allow young
people to be primed for salient developmental
tasks (e.g. the primacy of social reward systems,
to prompt relationship building outside of the
immediate family). Predominant neural circuits
become more efficient and the integration of brain
functions increases [4].

Communicating with Children, Young
People and Parents
Clinicians need to build rapport and sustain discus-
sion in order to knowwhat children and young people
understand about their condition and treatment and
the fears they may have. Having an interest in the
individual patient will enable rapport and lead to
more effective history-taking, information giving
and health education [5]. Key communication skills
enable dialectical, rather than didactic, discussion
with children and young people presenting in gynae-
cology: avoiding problem-saturated talk; asking ques-
tions in an easy-to-answer way; acknowledging that
you expect them to have different perspectives and
shaping discussion by using analogies that fit with
their interests. It should be said that these skills are
equally important when working with adults.

Children and young people can be reluctant to
offer up information early on in the clinical relation-
ship, especially considering their stage of self-identity
and body image development and the likely embar-
rassment of discussing gynaecological issues.
Assessment and treatment planning might need to
happen at a slower pace to facilitate trust. Young
people describe the importance of staff consistency
and civility, accessible services, age-appropriate infor-
mation and education, and support around their emo-
tional, social and developmental needs being
impacted upon by their health [6].
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Managing the patient-parent-clinician triad of
communication is key, and the child or young person
has to remain central to the consultation. Asking
questions directly to them and giving the young per-
son the opportunity to be seen alone are vital. This
might constitute just two minutes of the consultation
with an 11-year-old and the entire time with a 25-year
-old. Equally, some pre-teens will feel confident to
have more time alone, and some 20-somethings will
want their parent or partner in the room for most of
the time. It will work best if clinicians and depart-
ments offer the opportunity to be seen alone as stan-
dard practice, thus being able to normalize and
explain the reasons for it. Parents of 11–16s could
usefully be given information about confidentiality
and being seen alone, prior to the appointment, either
in the post or when booking in upon arrival.

Parents will have their own needs in relation to
their child’s health and they are an important source
of support for them, so their questions and concerns
must be elicited and addressed, yet not at the expense
of supporting the child’s ownership of their health
issues or the development of the young person’s
autonomy within the consultation.

Examining Children
Approaches to examining the genital area in child-
hood depend on age and developmental stage. At all
ages it is important to establish a good rapport with
the child and carer first. The examination setting
should be child-friendly and contain pictures and
activities to reassure and distract the child. A normal
examination couch is sufficient for examination in
the ‘frog leg’ position. A couch that children can
‘help’ to raise and lower is a useful distraction tool.
Younger children can be examined on their mother’s
knees or lap.

Babies and toddlers up to about 2 years or 3 years
are accustomed to having their nappy changed, and
there is usually no difficulty examining the genital
area. Examining older children with developmental
difficulties varies from child to child. In both cases the
presence of a familiar, reassuring parent or carer is
essential and it may be that the parent is needed to
help with the examination – for example by separating
the labia to allow the examining doctor or nurse to
inspect the vestibule and peri-urethral area. At about
4 years of age children become aware of the ‘private’
nature of the genital area. Before starting any exam-
ination, a discussion should be held with the child and

the parent explaining the reasons for examining
the genital area, an explanation given to the child
outlining what is going to happen and reassurance
provided that the examination will be halted if
requested. It is good practice to explain to the child
that the genital area is ‘private’ so that normally only
a parent/carer and in certain cases a doctor or nurse
should be looking or touching that area. Throughout
the procedure, age-appropriate explanations should
be provided to describe exactly what is happening.
Note that the hymen and vestibule are extremely
sensitive before puberty and that even taking a swab
will be painful for the child. Digital or instrumental
vaginal examination is very rarely indicated in pre-
pubertal girls. If so, this should be conducted under
a general anaesthetic. Once the examination is com-
plete, the child should be told how helpful she was and
thanked for agreeing to be examined [7].

Examination of a child when there is a disclosure
or concern about sexual abuse is a specialized area and
the local Sexual Assault Referral Centre (SARC) or
specialist service should be contacted.

Although it is impossible to cover every condition
seen in PAG within the confines of this chapter, sev-
eral conditions have been chosen to highlight the
significant biopsychosocial aspects which need to be
considered in order to manage these conditions in
a holistic manner. This list is by no means exhaustive,
and many other conditions may also have overt or
more difficult to elicit biopsychosocial implications.

Vulvovaginitis
Redness, irritation and discomfort of the external
genitalia and dysuria are the common symptoms of
what is called vulvovaginitis (VV) in prepubertal
girls. Vaginal discharge is sometimes present. VV is
ascribed to the low oestrogenic environment of the
prepubertal genital area once the influence of intra-
uterine maternal oestrogens has worn off in infancy
resulting in thin, sensitive external genitalia.
Aggravating factors for VV are thought related to
hygiene, though the evidence for this is not robust.
Some young girls have considerable difficulties
which include missing school. Infection, especially
with streptococcus, needs to be excluded, as does
identifying a vaginal foreign body. Swabbing the
genital area is painful for young girls. Girls pre-
senting with problematic vulvovaginitis need
a sensitive enquiry into all aspects of their physical
and emotional health. The possibility of sexual
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abuse, or other psychological issues, e.g. bullying at
school, needs to be looked into. A multidisciplinary
approach with a paediatrician, specialist in vulval
disorders and psychologist can be very helpful in
severe or persistent cases [8].

Lichen Sclerosus
Lichen sclerosus (LS) is an uncommon inflammatory
skin disorder with a predilection for the anogenital
area. The cause is unknown but there are genetic and
autoimmune associations. The disease is mostly seen
in prepubertal and postmenopausal females.
The lesions present as sharply demarcated white pla-
ques encircling the vagina and anus. Pruritus, dysuria,
bleeding and constipation are the dominant com-
plaints, although patients may be asymptomatic.
Delay in diagnosis and/or misdiagnosis are reported
and cause significant problems and frustration for
both the patient and her family. Lesions may mimic
the findings of sexual abuse. An experienced clinician
can usually make the diagnosis of lichen sclerosus by
examination alone, but skin biopsy is recommended if
the diagnosis is not certain, or if another vulvar skin
disease might be present. Potent corticosteroids are
very effective in symptomatic treatment [9].

Traumatic Gynaecologic Injuries
(Including Straddle Injuries and
Puncture Injuries)
Accidental trauma is commonly seen in the prepuber-
tal girls, with straddle injuries the most prevalent.
Sexual abuse must always be a consideration in the
evaluation. Genital injuries in girls often cause great
anxiety because of the location and concern for future
gynaecological and sexual development. The non-
oestrogenized prepubertal genital tissues are friable
(with excellent blood flow) and lack distensibility and,
therefore, even minor trauma can cause injury and
bleeding which may appear extensive. Though uro-
genital trauma frequently raises the question of sexual
abuse, it is uncommonly associated with it. It is
important to be able to correlate the history of the
injury with physical findings on examination.
Thorough documentation and appropriate referral
of cases suspicious for abuse is a priority of care.
Themajority of cases require no surgical intervention;
however, penetrating injuries or hemodynamic
instability may require immediate laparotomy or
laparoscopy [10].

Delayed and Precocious Puberty
in Girls
Normal, true or central GnRH-driven puberty in girls
usually begins with thelarche (the onset of breast
buds) which can start anywhere between age 8 and
14 but typically start about age 11 years. Pubarche (the
onset of pubic hair) is usually caused by secretion of
adrenal androgens, the initiation of which is termed
adrenarche. Pubarche usually follows thelarche by
a few months, with menarche (the onset of periods)
usually starting about 2 years after breast buds are first
noticed. Girls have their growth spurt fairly early in
puberty and by the time they start their periods, a lot
of their growing will have been done. Most girls will
have started their periods by the time they are 13 and
finish growing by about the age of 15. It is normal for
there to be some variation in the age at which puberty
starts and most girls will start theirs 2 years before or
after the average. Thus 95% of girls start their periods
between the ages of 11 and 15. Problems most com-
monly arise through ‘mistiming’ of puberty which is
either early (‘precocious’) or delayed.

In the last 20 to 30 years there has been a great deal
of controversy over the issue of timing of puberty in
girls with concerns about vulnerability and sexualiza-
tion of a generation of girls reaching puberty earlier
than previous generations and before they are emo-
tionally ready. Longitudinal studies from the 1990s
show that while thelarche, especially in black girls,
may be earlier than studies done in the 1950s sug-
gested, the age of menarche is only minimally earlier,
with most current studies documenting an average
age between 12 and 12.5 years, only four months
younger than documented in the mid-twentieth
century.

Precocious Puberty
Causes of abnormally early pubertal maturation may
be separated into GnRH-dependent and GnRH-
independent processes.

Central precocious puberty is GnRH-dependent,
resulting from activation of the hypothalamic-
pituitary-gonadal axis by a variety of central nervous
system abnormalities, including malignancies,
trauma, infection, malformation, neurocutaneous
syndromes. However, by far the most common is
idiopathic.

Two common variants of GnRH-independent
precocious puberty exist. Premature thelarche refers
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to the isolated development of breast tissue. Typically,
there are no other pubertal findings, such as acceler-
ated linear growth, rapid progression of breast devel-
opment or advanced skeletal maturation. Classical
premature thelarche does not progress and usually
regresses over several months. It often occurs in tod-
dlers but may also be seen in older girls.

Premature adrenarche is a variant in which mildly
elevated concentrations of adrenal-derived androgens
cause gradually progressive pubic and/or axillary hair
growth. Breast development is absent, and skeletal
maturation may be mildly advanced [11].

Psychosocial effects of early normal
and precocious puberty
Psychosocially, early puberty raises concerns about
being different from peers and, for example, having
to cope with periods while still in primary school.
Significant concerns arise in relation to physical and
sexual maturity not being accompanied by emotional
maturity and the vulnerability that can arise as
a result. The long-term behavioural and emotional
outcomes of girls with puberty occurring in the nor-
mal time frame but earlier than average suggest that
adverse outcomes are limited to adolescence with
more risk-taking behaviours, including being delin-
quent and advanced sexual experiences. By adult age,
there were no differences in psychosocial adjustment
between the early- and late-developed women [12].

The relevance of these studies to those with true
precocious puberty is unclear, and there is little cur-
rent literature addressing this subject.

Delayed Puberty in Girls
A girl who has not reached thelarche by the age of 13 is
considered to be delayed.

Causes include:

• constitutional delayed puberty, more likely to
occur if the mother started her periods after age 14.

• decreased body fat seen in girls who are very
athletic, particularly in gymnasts, ballet dancers
and competitive swimmers.

• decreased body fat seen in girls with anorexia
nervosa – see ‘Eating Disorders’.

• chronic illnesses in which body fat is often
decreased, e.g. inflammatory bowel disease where
it can be a presenting feature.

• primary ovarian insufficiency with Turner
syndrome being a major cause.

• damage to the ovaries due to radiation, usually to
treat leukaemia or certain other kinds of cancer.

• pituitary insufficiency, which may be
accompanied by evidence of other pituitary
disorders.

Menstrual Disorders in Adolescence
In the United Kingdom, the onset of puberty occurs at
approximately 10 years of age, with a median age of
menarche of 12.9 years. The establishment of regular
menstrual cycles can take several more years.
Variations in menstrual patterns (frequency, volume,
duration, irregularity) can create anxieties regarding
ill health or serious underlying disorders.

Normal Menstrual Cycle
The hypothalamic-pituitary-ovarian axis is active dur-
ing fetal life and quiescent during childhood. It is reac-
tivated at puberty due to removal of the inhibitory
mechanisms that are responsible for the release of gona-
dotrophin-releasing hormone from the hypothalamus.
This results in increased pulsatility of follicle-
stimulating hormone and luteinizing hormone.
Menarche occurs towards the end of puberty when the
complex cascade of hormonal events results in sufficient
oestrogens to promote endometrial proliferation [13].

Early menstrual life is associated with anovulatory
cycles. The frequency of ovulation is related both to
the time since menarche and age at menarche. Early
menarche is associated with early onset of ovulatory
cycles. When the age at menarche is <12 years, 50% of
cycles are ovulatory in the first year. In contrast, it
may take 8–12 years after menarche until females with
later-onset menarche become fully ovulatory [14].

The menstrual problems experienced by young
people include dysmenorrhoea, oligo/amenorrhoea,
heavy menstrual bleeding and premenstrual syn-
drome. There is currently a limited exploration of
health-related quality of life and menstrual problems
in the younger age range, but studies suggest lower
quality-of-life scores across physical health and psy-
chosocial health domains. Comparing these scores
with those from other studies of chronic diseases
demonstrates statistically lower scores than adoles-
cents with cystic fibrosis and a lower score in psycho-
social health compared with adolescents with juvenile
arthritis [15].

Dysmenorrhoea may impact more upon physical
functioning and school attendance and amenorrhoea
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more upon psychosocial functioning [16], but very
little has been studied about psychosocial functioning
in young people with menstrual-related problems and
much more research is needed.

A young person’s experience of these difficulties
will be influenced by their understanding and beliefs
about what is happening to their body and develop-
mentally appropriate information and education will
be needed, with an awareness of the person’s cultural
context, and further assessment and support for
young people showing the lowest mood and/or social
functioning should be considered.

Menstrual Suppression in Adolescents
Physicians who treat adolescents commonly use
extended cycles of combined hormonal contraception
to treat menstrual symptoms. This is in keeping with
the preference of many adolescents to experience
fewer menses (also of reproductive health
professionals).

Some of the conditions for which extended cycles
have been specifically studied are premenstrual syn-
drome, dysmenorrhoea and menorrhagia, headaches,
haematology and oncology disorders, and menstrual
hygiene.

Menstrual Problems in Adolescents
with Physical or Developmental
Disabilities
For adolescents with physical or developmental dis-
abilities, the onset of menstrual cycles, the expression
of sexuality and the possibility of abuse can provide
many challenges for patients and their caregivers [17].
Patients and caregivers will often present for help and
direction, from anticipatory guidance before
menarche to assistance with menstrual suppression,
hygiene and menstrual symptoms [18].

Concerns regarding the onset of menarche can
include behaviour deterioration, vulnerability to
pregnancy or difficulty managing the actual bleeding.
Although it is important to acknowledge the concerns
these often-overwhelmed parents/carers feel, for gen-
eral health and optimal growth, the adolescent should
usually be allowed to go through puberty at their pace
and timing. Once the menses have started, the effects
on the teenager can be addressed [17].

The menstrual flow, whether normal or abnormal,
may affect daily living for these young women by
causing difficulties in maintaining hygiene or the

resulting behaviours. For some teenagers with devel-
opmental delay, blood may be associated with pain
or injury and the concept of ‘normal’ blood may be
difficult to understand. Thus the sight of menstrual
blood can be extremely distressing to the patient.
Cyclical mood or behaviour changes can be
a manifestation of dysmenorrhoea in non-verbal
patients. The patient’s behaviour can be significantly
affected, especially in teenagers with autism.

The available modalities of treatment for men-
strual suppression include depot medroxyprogester-
one acetate (DMPA) injections, continuous oral
progestogens, continuous combined hormonal con-
traceptives and gonadotrophin-releasing hormone
(GnRH) analogues. Surgical options include insertion
of a levonorgestrel-releasing intrauterine system and,
rarely endometrial ablation or hysterectomy [19].
Complete amenorrhoea is difficult to obtain with
any hormonal treatment, and scheduled withdrawal
bleeds may be better tolerated than erratic unpredict-
able bleeding. The choice of treatment can only be
made in partnership with the parents/carers and the
young woman herself. If after full explanation therapy
is warranted, an assessment of bone mineral density
(BMD) status should be made and other factors such
as acceptability of injections, oral medications or
patches, anticonvulsant use, thromboembolic risk
factors, family history of malignancy, patient weight
and need for contraception should be assessed.
Surgical options should be considered a last resort
when symptoms are severe and other treatment
options have failed. The ethical and legal situations
are also difficult in a patient who is unable to under-
stand the issues surrounding surgery and likely steri-
lity which would be a consequence of endometrial
ablation or hysterectomy.

Eating Disorders
Eating disorders begin mostly in adolescence and may
hinder or delay adolescent development. They have
long-standing physical and psychosocial effects in
adulthood. Although the rates of eating disorders
continue to increase, the age of onset remains
unchanged. The peak age of onset is 15 years of age,
which corresponds with the time of greatest adoles-
cent challenges [20,21].

The onset of puberty starts the process during
which adolescents have to adapt to a changing
body and new demands of maturing sexuality. Very
early puberty in girls has been associated with
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depressive disorders, eating disorders, disruptive
behaviour disorders and comorbid depression and
substance disorders [22].

The presenting symptom of eating disorders may
be menstrual irregularity and therefore may present
to the gynaecologist.

There are three major groups of eating disorders:
anorexia nervosa (AN), bulimia nervosa (BN) and
those who have features of an eating disorder but do
not fit the criteria for either AN or BN, referred to as
eating disorders not otherwise specified (EDNOS),
which accounts for the majority of adolescents pre-
senting for treatment.

The features of AN are self-imposed weight loss
leading to a weight less than 85% of that expected for
age and height, a distorted body image in which
patients see themselves as being too fat, an intense
fear of gaining weight and amenorrhoea for at least
three months.

The main feature of BN is the binge episode in
which a large amount of food is consumed over
a short period of time. The binge is associated with
a feeling of lack of control and is followed by beha-
viours such as self-induced vomiting, excessive exer-
cise, periods of prolonged starvation or the use of
laxatives.

The EDNOS group comprises those who have not
yet lost enough weight to meet the criteria, who have
been amenorrhoeic for less than three months, who
purge but do not binge and who binge but do not
purge. The female athlete triad also falls under this
category [23].

The Female Athlete Triad
The athlete triad refers to the combination of low
energy availability, menstrual dysfunction and low
BMD.

Energy restriction in female athletes: This ranges
from an inadvertent decrease in energy intake or fail-
ure to increase caloric consumption for exercise to
pathologic restrictive behaviours in the context of
eating disorders. The prevalence of disordered eating
ranges from 1% to 62% in female athletes with higher
rates in sports reliant on weight categories or lean
build (e.g. gymnastics, running, dancing) [24].

Menstrual dysfunction: From delaying the onset
of menarche, oligomenorrhoea and amenorrhoea,
exercise can impact menstrual function in several
ways. These disorders occur in 12% to 79% of female
athletes and are more prevalent in lean sports [25].

Low BMD: This ranges from optimal bone health
to osteoporosis. The International Society for Clinical
Densitometry recommends that BMD in children and
premenopausal women be expressed as Z-scores.
A Z-score below -2.0 is termed low bone density for
chronological age. Osteoporosis in children refers to
the presence of both a fracture history and low BMD.

Low energy availability and hypo-oestrogenism
have independent and cumulative effects on bone
health. It was previously thought that low BMD was
solely a function of hypo-oestrogenism, but weight
gain has been reported to have favourable effects of
BMD, whereas lack of complete recovery of BMD
with oral contraceptive pills in patients with AN or
exercise-induced amenorrhoea suggests that oestro-
gen levels are not the only factor involved in the
maintenance of BMD [26].

Management of eating disorders and the female
athlete triad is multidisciplinary and should involve
a physician, dietician and, if an eating disorder is
present, a mental health professional. Treatment
should aim for nutritional recovery, which offers the
best response in terms of BMD and the metabolic
abnormalities seen in these patients [27]. Nutritional
rehabilitation is associated with restoration of menses
at weights approximately 90% of the median for age
and height [28].

The mainstays of treatment are nutritional ther-
apy, psychological therapy including psychotherapy,
cognitive behavioural therapy and family therapy
which have been shown to be of benefit [29].

Pharmacological therapy may include antidepres-
sants and anxiolytics [29]. Calcium and vitamin
D supplements may be necessary [30]. The oral con-
traceptive pill, in the absence of nutritional recovery,
has not had consistent efficacy in reversing low BMD
and may provide false reassurance while the under-
lying problem of energy deficit continues to under-
mine skeletal health. Exogenous hormone-induced
monthly bleeding will also obscure resumption of
spontaneous menses, an objective indicator of return
to biological health.

Due to a lack of safety data in women of repro-
ductive age, bisphosphonates should be avoided [27].

Premature Ovarian Insufficiency
Premature ovarian insufficiency (POI) arises from
a predetermined reduced number of ovarian follicles
at birth, accelerated follicular atresia or follicular dys-
function [14]. The majority of cases are idiopathic
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(90%) but known causes include ovarian injury due
to chemotherapy, radiotherapy or surgery, and
genetic factors involving the X chromosome. It has
also been associated with autoimmune diseases, infec-
tions and smoking. In adolescents with POI,
a karyotype should be performed to rule out sex
chromosome translocation, short arm deletion,
X chromosome excess or deficiency or the presence
of an occult Y chromosome, which is associated with
an increased risk of gonadal tumours. About 16–20%
of women who are carriers of the permutation of
Fragile X syndrome (FMR1 gene) experience POI
and must undergo testing for this permutation [31].
Up to 40% of women with POI have autoimmune
abnormalities, usually autoimmune thyroiditis.
Approximately 20% have an autoimmune disease
such as diabetes, thyroid disease or adrenal disease.

Adolescents with POI have a 5–10% chance of
spontaneous conception at some time after diagnosis
[32]. Appropriate contraceptive advice must therefore
be given to avoid unwanted pregnancy. Referral to
a reproductive medicine clinic for counselling regard-
ing fertility options is also appropriate. This would
usually involve donor egg in vitro fertilization and
embryo transfer.

Oestrogen deficiency should be corrected to avoid
symptoms including vasomotor symptoms, atrophic
vaginitis and dyspareunia. These women are also at
risk of osteoporosis and cardiovascular disease.
Adolescents with POI should be given appropriate
counselling prior to starting oestrogen replacement
therapy.

The three management issues in adolescents with
this condition are the effect of the diagnosis on the
psychological health of the patient, the consequent
fertility issues and the short- and long-term effects
of oestrogen deficiency. Adolescents and their parents
may experience a sense of helplessness, anger, sadness
and guilt which may also give rise to a negative impact
on body image and perception of femininity.
Evaluation by a psychologist is important to evaluate
levels of depression, anxiety and coping mechanisms.

Contraception in Adolescents
Hormonal contraceptives are prescribed to adoles-
cents for a range of indications including contracep-
tion, dysmenorrhoea, endometriosis, ovarian cyst
suppression, polycystic ovarian syndrome, dysfunc-
tional uterine bleeding and hormone replacement
therapy for POI.

A working knowledge of contraception is there-
fore essential in dealing with adolescents in gynaecol-
ogy. Best practice in adolescent anticipatory guidance
and screening include a sexual health history, screen-
ing for pregnancy and sexually transmitted infections,
counselling and, if indicated, providing access to con-
traceptives [33].

The 2008 WHO Consensus statement on Sexual
health in Young People noted that ‘responsible ado-
lescent intimate relationships’ should be ‘consensual,
non-exploitative, honest, pleasurable and protected
against unintended pregnancy and STDs if any type
of intercourse occurs’ [34].

The decision to embark upon sexual activity is
a positive choice for most adolescents, but may for
some be associated with issues of regret, particularly
with the co-use of alcohol.

Sexual Competence and the Law
Relating to Adolescent Sexual Activity:
The age for consent for sexual activity in the United
Kingdom is 16 years. Research indicates that the
median age for coitarche is 16 years – so quite a few
adolescents are sexually active before the age of 16.
The Sexual Offences Act 2003, England and Wales,
brought together all laws designed to protect persons
under 16 years of age from sexual abuse. This law is
not intended to prosecute mutually agreed sexual
activity between two adolescents of a similar age,
unless it involves abuse or exploitation [35].

In England, Wales and Northern Ireland, young
people can access contraception at any age if they are
deemed to be ‘Fraser Competent’ according to Fraser
Guidelines.

Fraser Guidelines
These are guidelines set out by Lord Fraser (House of
Lords 1985). They relate specifically to health profes-
sionals giving contraceptive advice to a young person
(YP) and allow advice and treatment without parental
consent (see Table 11.1).

Treatment relating to sexual health can be under-
taken without the knowledge or consent of an adult
with parental responsibility, although their involve-
ment should be encouraged. Children and young
people have the same rights to confidentiality as
other patients and this should be broken only if
there are concerns that they or someone else is being
harmed, or at risk of being harmed.
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Any interaction with an adolescent patient is an
opportunity to assess their risk for pregnancy.
To encourage honest disclosure of sexual activity, it
is essential that the adolescent is given an opportunity
to see the clinician alone, without a parent or carer
present. In the context of a psychosocial assessment,
determine pregnancy risk and ascertain if any steps are
being taken to avoid pregnancy. Assess satisfaction
with their current method of contraception, if rele-
vant, and any barriers they are experiencing to method
use. The adolescent should be encouraged to choose
an effective method of pregnancy and sexually trans-
mitted infection risk reduction and empower them to
follow through on their method of choice [36].

The methods of contraception suitable for adoles-
cents are identical to those for adult women. Careful
consideration should, however, be taken before use of
Depot Medroxyprogesterone Acetate (DMPA) in
adolescents, particularly in young women below the
age of 18 years who may not have attained their peak
bone mass, due to the risk of reduction of BMD with
DMPA [37].

Sexual Abuse
Child sexual abuse is defined by the WHO as

the involvement of a child in sexual activity that he or
she does not fully comprehend, is unable to give
informed consent to, or for which the child is not
developmentally prepared and cannot give consent,
or that violates the laws or social taboos of society.
Child sexual abuse is evidenced by this activity
between a child and an adult or another child who
by age or development is in a relationship of respon-
sibility, trust or power, the activity being intended to
gratify or satisfy the needs of the other person [38].

Measurement of sexual abuse relies on retrospec-
tive self-report studies of episodes that are recalled
years later by adolescents or adults. Between 5% and
10% of girls are exposed to penetrative sexual abuse

during childhood, although figures that include any
form of sexual abuse are much higher.

Assessment of children when there are concerns
about sexual abuse requires particular expertise and is
usually done in specialist centres – SARCs in the
United Kingdom, child advocacy centres in the
United States and child houses in Europe. It is impor-
tant to note that as many as 96% of children assessed
for suspected sexual abuse will have normal genital
and anal examinations. A forensic interview by
a trained professional, ideally a forensically trained
child psychologist, must be relied on to document
suspicion of abuse.

Avoidance of re-traumatization is a key principle
when assessing children after suspected sexual abuse.

Many sexually abused children are also mal-
treated in other ways – physical and emotional
abuse and/or neglect – and it is difficult to separate
out the short- and long-term consequences specific
to sexual abuse. Maltreatment in childhood has
adverse outcomes in relation to education, mental
health, physical health and violence or criminal
behaviour with a substantial burden on the abused
individual and on society. [39].

Transition and the Transfer to Adult
Care
Transfer is the organizational shift from children’s to
adult healthcare and occurs for those initially seen in
paediatrics. Transition is the purposeful, planned pro-
cess that addresses the medical, psychosocial, educa-
tional and vocational needs of young people, as they
grow up learning to live with their long-term health
condition [40]. As well as those moving from child to
adult services, children and young people with child-
hood-onset gynaecological conditions who have
always received care from an adult clinician can also
expect to receive ‘transitional healthcare’ that pro-
motes their biopsychosocial development.

Table 11.1 Fraser Guidelines (YP = Young Person)

Fraser Guidelines

The YP understands the professional’s advice.

The YP cannot be persuaded to inform their parents, with or without involving a doctor’s help.

The YP is likely to begin or continue having sexual intercourse with or without contraceptive treatment.

Unless the YP receives contraceptive treatment, their physical or mental health, or both, are likely to suffer.

The YP’s best interests require them to receive contraceptive advice or treatment with or without parental consent.
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Research examines transition in health conditions
such as diabetes [6] and rheumatology [41]. There are
very few studies in gynaecology but the issues mirror
those from other areas. For example, a review of exist-
ing studies of young people with Turner syndrome
found that loss to follow-up in young adulthood was
a significant issue [42]. Findings from existing research
highlight the importance of attending to the impact of
health upon developmental goals and needs rather than
the specifics of each diagnosis, so the recommendations
apply equally to this field. Recent national UK guidance
is also timely and relevant [43] (Table 11.2).

As already stated, because of the current lack of
focus on young people within most health profes-
sional training programmes, all clinicians working
with young people will likely require further training.
Mandatory safeguarding training and a working
knowledge of legislation around privacy, young peo-
ple’s rights and confidentiality are key. The National
Child and Maternal Health Intelligence Network
(Public Health England) provides a useful overview
of adolescent health and health transfer resources,
including multidisciplinary and international online
training programmes [44].

Conclusion
Gynaecological conditions in childhood and adoles-
cence have the potential to impact upon physical
well-being, social functioning, the achievement of
developmental milestones such as achieving indepen-
dence and developing and maintaining friendships

and intimate relationships. These issues then impact
upon emotional well-being and coping, and
a significant issue for young people is feeling ‘differ-
ent’ when comparing themselves to their well peers.
This can impact upon a young person’s developing
sense of self and their esteem [45,46].

The available studies of psychological factors in
adult gynaecology suggest that emotional and social
issues can worsen functional impairment associated
with gynaecological conditions [47]. Studies of the
impacts upon children and young people with gynae-
cological issues is lacking and more needs to be exam-
ined about the specific treatment modalities that
could be useful.

In terms of future practice, it is suggested that an
integrated, multidisciplinary team approach should
be fostered [47,48]. The team should include doctors,
specialist nurses, a psychologist and access to other
therapists, such as physiotherapists, and inclusive
multidisciplinary clinics and case meetings, where
psychosocial impacts are openly considered as part
of management planning, are key. Direct therapeutic
work could be provided by a psychologist working as
part of the multidisciplinary team, and liaison and
consultation with other services, such as education
and voluntary agencies, could be useful, to build hol-
istic networks of support around the family. As well as
good medical and surgical practice, other key issues
for the multidisciplinary team include:

• Clear information and education, as appropriate to
stage of development and intellectual

Table 11.2 Key recommendations of good practice for transition and transfer

Transition and
Transfer

A care plan identifying the impact of health issues on their goals and setting out the support they require
to meet these goals, from age 14

Transition checklists can be a helpful way for identifying the young person’s healthcare goals

Routine copying of clinic letters to the young person, to help engage them in the planning process

Involving the GP/primary care physician in planning
Identify a coordinator within the current healthcare team in liaison with the family, to oversee the transfer
of a YP with complex health needs who might be moving to multiple adult healthcare providers

Agreeing a pathway between teams where a number of young people with the same or similar health
needs move to adult services, with a clear demarcation of clinical accountability and service
responsibilities

YP should receive a detailed outline of the service(s) they will be transferring to prior to the move, and
a multidisciplinary summary of the patient history should be completed and appropriately disseminated

A clear administrative process to ensure successful transfer of patient information and to see that the YP
receives their first appointment in the adult service in a timely manner
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understanding, with frequent opportunities to
revisit their understanding and health education
requirements.

• Monitoring adjustment to diagnosis and coping
with assessment and treatment procedures.

• Expecting anxiety to be an issue and being open to
asking questions, acknowledging their concerns
and offering additional discussion and support
when needed.

• Considering emotional and social functioning,
including impact upon self-identity and self-esteem,
intimate relationships and sexual functioning.

• Asking about parental adjustment and family
functioning and the need for support.

• Offering holistic pain management approaches.

Given the division of healthcare into child and adult
provision, all healthcare staff working with children
and young people are likely to require additional
further training, to equip them with the knowledge
and skills as outlined in this chapter.

Key Points

• Conditions presenting in paediatric and
adolescent gynaecology (PAG) can be
subdivided into general PAG, disorders of
puberty and adolescence and developmental
abnormalities.

• Key communication skills enable dialectical,
rather than didactic, discussion with children
and young people presenting in gynaecology.
The child or young person has to remain
central to the consultation.

• Lichen sclerosus lesions may mimic the
findings of sexual abuse.

• Examination of a child when there is
a disclosure or concern about sexual abuse is
a specialized area and the local Sexual Assault
Referral Centre or specialist service should be
contacted.

• Avoidance of re-traumatization is a key
principle when assessing children after
suspected sexual abuse.

• Dysmenorrhoea may impact more upon
physical functioning and school attendance
and amenorrhoea more upon psychosocial
functioning, but very little has been studied
about psychosocial functioning in young
people with menstrual problems and more
research is needed.

• Very early puberty in girls has been associated
with depressive disorders, eating disorders,
advanced sexual activity and risk-taking,
disruptive behaviour disorders and comorbid
depression and substance disorders.

• The presenting symptom of eating disorders
may be menstrual irregularity and therefore
may present to the gynaecologist.

• Any interaction with an adolescent patient is an
opportunity to assess their risk for pregnancy.
To encourage honest disclosure of sexual
activity, it is essential that the adolescent is
given an opportunity to see the clinician alone,
without a parent or carer present.

• Adolescents with premature ovarian failure
and their parents may experience a sense of
helplessness, anger, sadness and guilt which
may also give rise to a negative impact on body
image and perception of femininity.
Evaluation by a psychologist is important to
evaluate levels of depression, anxiety and
coping mechanisms.

• Children and young people have the same
rights to confidentiality as other patients, and
this should be broken only if there are
concerns that they or someone else is being
harmed, or at risk of being harmed.

• Fraser Guidelines give invaluable advice for
contraceptive provision in younger girls.
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12
Biopsychosocial Factors in Premenstrual
Syndrome
Deepthi Lavu, Suman Kadian and P. M. Shaughn O’Brien

Premenstrual syndrome (PMS) is a psychological and
somatic disorder which affects millions of women and
their families by having a major impact on their social,
occupational, academic and psychological lives [1].
Forty percent of women experience symptoms of
PMS and 5%–8% suffer from severe PMS [2].
In order to differentiate physiological premenstrual
symptoms from PMS, the symptoms must cause sig-
nificant impairment to the individual during the luteal
phase of themenstrual cycle [3]. These disorders which
last from menarche to menopause did not have a clear
consensus of definitive diagnostic criteria between
authoritative bodies until the recent publication of the
International Society for Premenstrual Disorders
(ISPMD) classification. This classification now enables
provision of accurate diagnosis and effective manage-
ment of these disorders alongside allowing accurate
epidemiological data collection [4]. The aetiology of
premenstrual disorders is unknown but the symptoms
are clearly related to ovulation as premenstrual disor-
ders are not experienced before menarche, during
pregnancy or post menopause. Ovarian steroids, oes-
trogen and progesterone, and dysfunction of neuro-
transmitters serotonin and gamma aminobutyric acid
(GABA) are implicated in the causality of the symp-
toms [5]. There also appears to be a genetic link for
PMS risk [6]. Licenced treatments for this condition
are usually ineffective, although good effect has been
achieved by the use of unlicensed approaches [7, 8, 9].

Types of Symptoms
PMS is marked by a variety of emotional, physical and
behavioural symptoms, with more than 200 reported
symptoms. Some of the characteristic symptoms are
as follows:

Physical Symptoms
Joint pain, muscle pain, back pain
Breast tenderness or pain

Abdominal swelling or bloating
Headaches
Skin disorders
Weight gain
Swelling of extremities (hands or feet, or both)

Psychological and Behavioural Symptoms
Changes in appetite or specific food cravings
Lethargy and fatigue
Mood swings (feeling suddenly sad or crying,
increased sensitivity to rejection)

Irritability
Anger
Sleep disturbances
Restlessness
Poor concentration
Social withdrawal
Not in control
Lack of interest in usual activities
Loneliness
Anxiety
Depression
Confusion
Tension
Hopelessness
Suicidal thoughts or attempts

The symptoms may be predominantly physical,
predominantly psychological or both. Women with a
severe form of PMS, previously known as late luteal
phase dysphoric disorder, will also fulfil American
Psychiatric Association’s (APA) psychiatric diagnos-
tic criteria for premenstrual dysphoric disorder
(PMDD) mentioned in the Diagnostic and Statistical
Manual of Mental Disorders (DSM-5) [10, 11, 12].
Severely affected women who do not fit the criteria
are not eligible for treatment or reimbursement in the
United States [13]. The Royal College of Obstetricians
and Gynaecologists (RCOG) has relatively strict
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criteria but WHO in ICD-10 and the American
Congress of Obstetricians and Gynaecologists
(ACOG) have more liberal criteria for the diagnosis
of PMS [5, 14].

Comorbidity with Other Psychiatric
Conditions
Mood and anxiety disorders are prevalent in women
and peak during the reproductive years [15]. Hence
there is a high likelihood of comorbidity because of
the frequency of mood and anxiety disorders. There is
a high rate of major depressive disorder (MDD) in
women and this increases the likelihood that women
with MDD will have premenstrual disorders. High
rates of comorbidity between premenstrual disorders
and MDD have been documented by a number of
groups [16]. The relationship between bipolar disor-
der and premenstrual disorders is not clear. Women
with premenstrual disorders were found to have three
to four times higher rates of obsessive compulsive
disorder compared to community women [16]. Over
a quarter of women with premenstrual disorders
reported panic disorder and generalized anxiety dis-
order. There may be worsening of schizophrenia in
the premenstrual period and isolated psychotic symp-
toms have been reported in rare instances [16].

Measurement of Symptoms
The method of retrospective diagnosis, with which
most women present, was found to be unreliable
when compared to a prospective symptom assessment
in a large study [17]. There is no objective criterion for
diagnosis of PMS and as recommended by the RCOG
guidelines, the diagnosis is based on women prospec-
tively recording their symptoms in a symptom diary
over two menstrual cycles [5]. The RCOG recom-
mends the use of the daily record of severity of pro-
blems (DRSP) tool for recording symptoms. Although
the DRSP is easy to use and consistently provides
a reliable and reproducible record of symptoms, this
method delays diagnosis and the charts’ completion
and their analysis is laborious [13, 18]. An easy-to-
use, commercially available diagnostic mobile phone
app, PreMentricS, is now available and is currently
being validated. Screening using patient history and
questionnaires such as the premenstrual symptom
screening tool (PSST) avoid unnecessary data collec-
tion from women in whom the diagnosis is unlikely
[13, 19]. Treatment should be started only after

completion of symptom diaries for two cycles as the
treatment can affect the pattern of symptomsmaking
the charts inconclusive and diagnosis unreliable.
GnRH analogues, as an un-validated diagnostic
test, may be used if the completed symptom diary is
inconclusive.

Diagnosis and Classification
of Premenstrual Disorders
Premenstrual disorders (PMDs) were classified into
Core PMD and Variant PMD by the ISPMD classifi-
cation [4] (see Figure 12.1).

Core Premenstrual Disorder
Core premenstrual disorder is diagnosed based on
criteria defined by the ISPMD [4]. Core PMD is
precipitated by ovulation and women should have
spontaneous ovulatory menstrual cycles, although
ovulation does not have to be confirmed. Any num-
ber of symptoms can be present and although typical
symptoms exist, the symptoms and the number are
not defined. The timing of the symptoms is the key
characteristic. Symptoms recur in the luteal phase
and disappear by the end of menstruation, although
persistence of symptoms during menstruation does
not preclude the diagnosis. A clear symptom-free
week should occur between menstruation and ovula-
tion. Symptoms must be prospectively rated for two
cycles and if there is any discrepancy between the
two cycles then a third cycle should be rated [20].
Symptoms are not an exacerbation of an underlying
psychological or physical disorder and must cause
substantial impairment. The severity or impact of
symptoms must (a) affect normal daily functioning
(b) interfere with work, school performance or inter-
personal relationships or (c) cause significant
distress [4].

Variant Premenstrual Disorder
Variants of the core premenstrual disorder which
do not meet the core premenstrual disorder criteria
and have more complex features include the follow-
ing [4]:

Premenstrual Exacerbation of an Underlying
Psychological, Somatic or Medical Condition [21]
Such as depression, diabetes, migraines, epilepsy and
asthma. Symptoms relevant to these conditions are
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experienced throughout the menstrual cycle with
exacerbation of the symptoms in the luteal phase of
the cycle followed by a reduction of symptoms follow-
ing menstruation.

Premenstrual Symptoms in the Absence of
Menstruation
Seen in women after hysterectomy with ovarian con-
servation, endometrial ablation or with
a levonorgestrel intrauterine system.

Progestogen-Induced Premenstrual Syndrome
Occurs during exogenous progestogen administration
(cyclical hormone replacement therapy [HRT], hor-
monal contraception). Exogenous progesterone rein-
troduces symptoms in women who are sensitive to
progesterone.

Non-Ovulatory Premenstrual Disorders
Symptoms are thought to be caused by unspecified
non-ovulatory ovarian activity. Follicular activity
of the ovary is thought to be the cause of the
symptoms and is poorly understood due to lack
of evidence.

Management of Premenstrual
Disorders
While it seems obvious that PMD is related to ovula-
tion, the presentation and severity of symptoms in
individual women are varied and hence the manage-
ment needs to be tailored to each individual. For the
management plan to be successful it is crucial to
ensure that the diagnosis and classification are cor-
rect. This would need a proper history of the symp-
toms, their duration and severity along with any
treatments that may have been tried in the past
along with their outcomes. The patient’s lifestyle and
wishes would also have a bearing on any treatment
offered. Pregnancy and contraceptive needs should be
considered as well. Given the impact of premenstrual
disorders on a patient’s psychological well-being, it is
extremely important that they are involved in the
decision making regarding the treatment. This not
only enhances their understanding of the situation
but also ensures greater compliance with the treat-
ment. For women suffering from long-term severe
symptoms an ideal set-up should include
a multidisciplinary team which includes their general

PREMENSTRUAL DISORDER
(PMD)

CORE PMD

VARIANT PMD

PRIMARILY
PSYCHOLOGICAL

MIXED

PRIMARILY
PHYSICAL

ANOVULATORY
OVARIAN ACTIVITY

PREMENSTRUAL
EXACERBATION

PROGESTOGEN-
INDUCED

ABSENT
MENSTRUATION

May Also Fulfil Criteria for:
PREMENSTRUAL DYSPHORIC

DISORDER (PMDD)

ISPMD CLASSIFICATION [4]

Figure 12.1
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practitioner, gynaecologist, psychiatrist or psycholo-
gical counsellor, but this is not always possible parti-
cularly in the National Health Service.

The treatment options are broadly divided into
non-surgical and surgical methods. Figure 12.2 sum-
marizes the treatment options.

Non-Surgical Treatment

Lifestyle Changes and Education about
PMD
Changes to one’s lifestyle and education regarding
PMD may not necessarily resolve the symptoms but
often help the patient develop a better understanding
of their symptoms. Regular exercise would improve
general health, while knowledge of relaxation techni-
ques may help the patient cope with the symptoms of
stress better [13]. Stress reduction, improved self-care
along with dietary changes and regular exercise are
the first-line approach to management of premenstr-
ual disorders and are usually recommended by the
general practitioners before referral to the gynaecolo-
gists [5]. There are limitations to any science backing
up these recommendations.

Complementary Therapy
Though the evidence to support the success of com-
plementary therapy is not very robust, it is felt that
a holistic approach towards treatment with the inclu-
sion of some complementary and alternative thera-
pies may yield good results for many women [22].

This is of particular importance to women in whom
other forms of treatment like hormonal therapy or
surgery may be undesirable or contraindicated.

Women should be informed of the possible treat-
ment options after appraisal of the available evidence.
Agnus castus has been used for quite a while and
appears to have good-quality evidence to support its
use [5]. Patients should be warned not to simulta-
neously take selective serotonin reuptake inhibitors
(SSRIs) when using it. Other options include vitamin
D or calcium supplementation [23]. Reflexology and
acupuncture have also shown promise in some trials
[24, 25]. Magnesium oxide, ginkgo biloba, pollen
extract and isoflavones have also been explored for
the management of premenstrual disorders but with
limited scientific support [5].

Cognitive Behavioural Therapy
Cognitive behavioural therapy (CBT) when used by
itself or in conjunction with fluoxetine has been
shown to be quite effective especially in women with
severe symptoms [26]. The study by Hunter et al.
proposes a minimum of ten sessions and fluoxetine
may be added if required. Delivery of this treatment
would require expertise of a clinical psychologist.
Women treated by CBT may avoid medication com-
pletely, thereby avoiding the adverse effects associated
with them.

Non-Hormonal Treatment
Non-hormonal treatment includes diuretics, psycho-
tropic drugs and anxiolytics. While there are several

Treatment options

Non-Pharmacological
interventions

Pharmacological
treatments

Surgical management

- Lifestyle changes
- CBT
- Complementary therapy

Treatments without
ovulation suppression

Treatments with
suppression of ovulation

Bilateral salpingo-
oophorectomy +
Hysterectomy

- Diuretics
- Psychotropic drugs
  (SSRI and SNRI)

- Oral contraceptive pill
- Oestradiol
- GnRH agonists
- Danazol

Treatment Options

Figure 12.2
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psychotropic and anxiolytic drugs in use, the only
diuretic which has shown benefit is spironolactone.
The commonly used SSRIs are fluoxetine, paroxetine,
citalopram and sertraline. Venlafaxine, a serotonin
and norepinephrine reuptake inhibitor (SNRI), is
very effective, and the anxiolytics in use are alprazo-
lam and buspirone [13].

SSRIs and SNRIs lead to a significant improve-
ment in psychological symptoms and are used in
lower starting doses compared to when used for
depressive illnesses. These medications can be used
either continuously or intermittently in the luteal
phase of the cycle. The reported adverse effects of
SSRIs are much less common with the lower doses
and can be further reduced with intermittent use [27].
Using them this way does not appear to diminish their
effectiveness in any way.

While the psychotropic drugs do not interact with
oral contraceptives, they should be stopped if
a pregnancy is being planned as there is some evi-
dence to suggest that they may cause congenital car-
diac septal defects [28]. Though the overall risk of
congenital anomalies is extremely low, it is recom-
mended that they be stopped pre-conceptually or if
the pregnancy is unexpected, they be stopped after the
first missed period.

Hormone Therapy
Suppression of ovulation by using hormones is an
often-used effective form of treatment for manage-
ment of PMD.Whilst GnRH agonists and danazol are
also used, the mainstay of hormonal treatment has
been oestrogen (combined oral contraceptive pill and
non-contraceptive oestradiol).

Combined Oral Contraceptive Pills
Combined oral contraceptive pills (COCPs) have
been used effectively to treat premenstrual disorders
for a long time. However, some types of progestogen
used in the COCPs, especially the older COCP agents,
can reintroduce symptoms of premenstrual disorder
in many women. The most commonly used progesto-
gens are norethisterone, medroxyprogesterone acet-
ate and levonorgestrel. There is evidence to suggest
that the use of oral progestogens can often bring back
the symptoms [8]. This limitation has been overcome
to an extent with the newer preparations of COCP in
which ethinylestradiol has been combined with spir-
onolactone-derived drospirenone which is an anti-
androgenic progestogen and anti-mineralocorticoid.

A recent Cochrane review showed ethinylestradiol to
be effective when combined with drospirenone in
resolving the symptoms of severe premenstrual dis-
orders and is licensed in the United States for PMDD
in women requiring oral contraception [29].

Combined contraceptive pills can be used in two
regimens [30]. One regimen proposes using the com-
bination for 24 days followed by 4 days of placebo.
The dose of ethinylestradiol in this regimen is 20
mcg. A higher-dose regimen involves a 30-mcg ethiny-
lestradiol and is taken in standard form with 21 days
of medication followed by 7 days of placebo. The dose
of drospirenone stays the same at 3 mg. The usage
may be limited by adverse effects such as nausea, breast
pain and breakthrough bleeding (more common with
lower-dose oestrogen preparations as noted in the
Cochrane review) [29]. There are data to suggest that
using COCP continuously instead of cyclically brings
more symptom relief in premenstrual disorders [31].

Oestradiol
Oestradiol is a very effective treatment, and women
who have had hysterectomy can use it alone in the
form of transdermal subcutaneous patches, implants
or gel. Women who have their uterus in situ will
require endometrial protection, by using progestogen,
if oestrogen is being administered. The levonorgestrel
intrauterine system (LNG-IUS) provides this protec-
tion without inducing (usually) progestogen-related
return of premenstrual symptoms, which are likely if
oral agents are used. Vaginal progesterone prepara-
tions which avoid hepatic first pass metabolism could
also be better tolerated.Women should be advised that
they may experience PMS type of symptoms initially
when they have the LNG-IUS due to low-dose systemic
absorption of progestogen [5]. Women who are extre-
mely sensitive to progesterone may continue to experi-
ence symptoms even later due to the low doses of
progestogen released by LNG-IUS. In these women
natural or micronized progesterone may be tried as
these may be better at avoiding progestogen-induced
symptoms of premenstrual disorder [32].

The RCOG recommends that ‘when treating
women with percutaneous estradiol, a cyclical 12 day
course of an oral progestogen or long-term progesto-
gen with the levonorgestrel intrauterine system should
be used for the prevention of endometrial hyperplasia’.
Further it recommends that the LNG–IUS should be
used as first line to minimise side effects. It has the
additional benefit of providing contraception for
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women who require it. Six monthly scans to assess
endometrial thickness would be advisable for women
taking very low doses of oral progestogens. [5]

GnRH Agonists
GnRH analogues are highly effective in resolving
symptoms of premenstrual disorders. They suppress
production of ovarian steroids and bring significant
relief. Their use, however, is restricted to women with
severe symptoms. Long-term use (over six months)
should be supplemented with – add-back HRT, as
GnRH agonists work by inducing a ‘medical meno-
pause’ and women may be at risk of osteoporosis in
addition to suffering frommenopausal symptoms like
hot flushes, night sweats, nausea, mood swings, etc.
which can be very disturbing. Tibolone is the most
common agent used for ‘add-back’ HRT [33].

Danazol
Danazol is another effective treatment for PMS. Its
use is restricted by its adverse effect profile caused by
its irreversible androgenic properties. These include
signs of virilisation like growth of excess facial and
body hair, masculine voice, acne, etc. Additional con-
traception is advised as danazol has adverse effects on
the fetus. In low-dose luteal phase administration it is
effective for relief from mastalgia but has no effect on
other PMS symptoms [34].

Surgery
Surgical removal of theuterus andovaries is a reasonable
option in women with severe premenstrual symptoms,
where medical suppression of ovulation has brought
relief in symptoms and they wish to avoid taking long-
term medication especially in the form of GnRH analo-
gues. It is the last resort in cases where medication has
failed, but more acceptable where other gynaecological
indications for surgery exist. A trial ofGnRH is advisable
if planning on surgery [13]. Surgery is not without risks
and women need to be counselled regarding the sur-
gical risks and the problems associated with induc-
tion of early menopause by this method. The latter is
of major concern as women less than 50 years of age
will need long-term HRT to counter the problems
caused by early loss of ovarian hormones. Most
women who have reached this stage of treatment
will be women who are sensitive to progestogens
and hysterectomy should always be considered as
progestogens would otherwise be needed to counter
the effects of unopposed oestrogens on the

endometrium when administering HRT, and this in
turn could lead to return of symptoms [35]. Women
should be made aware of possibility of loss of libido
following oophorectomy. Testosterone supplements
can be used to treat this problem; however, some
women may not tolerate the androgenic side effects
that may develop with long-term use [36].

Conclusion
Premenstrual disorders can cause substantial
impairment of the lives of women and their families
by causing significant social, psychological and pro-
fessional disruption. The wide variety of symptoms
and their varied severity cause a challenge in correct
diagnosis and effective management. As the aetiol-
ogy is not well defined the treatment of the condi-
tion is complex. A multidisciplinary team approach
is ideal in the management of these cases. A com-
bination of lifestyle changes alongside medical man-
agement may be effective in most cases, with
surgical methods being reserved for severe pre-
menstrual disorders. Whilst advances in electronic
symptom scoring and diagnosis are being made,
further research into validation of electronic diag-
nosis and the aetiology of premenstrual disorders is
required for effective diagnosis and management of
this complex condition.

Key Points

• Premenstrual syndrome is marked by
a variety of emotional, physical and
behavioural symptoms, with more than 200
reported symptoms.

• The International Society for Premenstrual
Disorders (ISPMD) classification broadly
divided the disorders into core premenstrual
disorder and variant premenstrual disorders
based on prospective symptom charting by
women.

• The aetiology of premenstrual disorders is
unknown but the symptoms are clearly related
to ovulation.

• The diagnosis is based on women
prospectively recording their symptoms in
a symptom diary over two menstrual cycles.
This could be done by means of the daily
record of severity of problems (DRSP) tool or
a commercially available diagnostic mobile
phone app, PreMentricS.
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• There is a high likelihood of comorbidity with
other psychiatric conditions.

• As the presentation and severity of symptoms in
individual women are varied, the management
needs to be tailored to each individual.
A multidisciplinary team approach is ideal.

• The treatment options are broadly divided
into non-surgical (e.g. hormones, GnRH
analogue, complementary therapy, cognitive
behavioural therapy) and surgical
(hysterectomy + bilateral oophorectomy)
methods.

• A combination of lifestyle changes alongside
medical management may be effective in most
cases, with surgical methods being reserved for
severe premenstrual disorders.
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Biopsychosocial Factors in Abnormal Uterine
Bleeding
Tereza Indrielle-Kelly, Zeiad El Gizawy and P. M. Shaughn O’Brien

Introduction
Abnormal uterine bleeding (see Table 13.1) is defined
as any variation in frequency or regularity of men-
struation, duration or amount of blood flow [1].
There has been a trend to abandon traditional Greek
and Latin terms such as ‘menorrhagia’ or more tech-
nical terminology such as ‘dysfunctional uterine
bleeding’. The psychosocial research literature still
reflects this old classification; hence, for the purpose
of this chapter; both new and older terminology will
be used. Biopsychosocial research is mostly targeted at

the two main menstrual disorders – menorrhagia
(heavy menstrual bleeding) and dysmenorrhoea
(painful periods).

Menstrual cycle is closely related to various body
functions and mechanisms. It is known that malnu-
trition and obesity can cause disruption to the regu-
larity and length of the cycle. Similar effect can be also
seen in women working shifts who tend to report
more often irregular periods and prolonged cycle
[2]. Some menstrual disorders, mainly the length of
the cycle, can be therefore regarded as physiological
reaction to other conditions.

Table 13.1 Abnormal uterine bleeding. FIGO 2011

Abnormal uterine bleeding

Onset Acute Episode of bleeding that requires immediate
intervention to prevent further blood loss

Chronic Abnormal bleeding present for the majority of the
last six months

Frequency Infrequent
(old term: oligomenorrhoea)

1–2 episodes of bleeding in 90 days

Frequent (old term: polymenorrhoea) >4 episodes of bleeding in 90 days

Regularity Irregular Bleeding-free interval between menses >20 days

Absent (old: amenorrhoea) No bleeding in 90 day period

Amount of blood
flow

Heavy menstrual bleeding (HMB)
(old: menorrhagia)

Excessive bleeding that interferes with quality of
life (NICE)

Heavy prolonged menstrual bleeding
(HPMB)

Excessive menstrual bleeding that interferes with
quality of life lasting > 8 days

Light menstrual bleeding

Duration of
bleeding

Prolonged Menstrual bleeding > 8 days

Shortened Menstrual bleeding no more than 2 days

Irregular non-
menstrual
bleeding

Intermenstrual Episode of bleeding occurring between otherwise
fairly normal menstrual periods

Postcoital Bleeding after intercourse

Acyclic Bleeding with no pattern, completely erratic

Pre-/postmenstrual bleeding or
spotting

Light bleeding 1 day or more before or after
a recognized menstrual period
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Menstrual disorders have always been amajor com-
ponent of referrals from the community. In 1982 gynae-
cologists in England and Wales performed 44,400
hysterectomies for heavy menstrual bleeding [3].
Nowadays approximately 8,000 women undergo hys-
terectomy and the majority of them for reasons other
than heavy bleeding. This change is due to new con-
servative treatments that have become available, mainly
levonorgestrel – releasing intrauterine device Mirena
(used in Europe since 1991, approved by the United
States Food and Drug Administration [FDA] in 2000).

Assessment of symptoms has also changed. While
in the 1980s it was still recommended to assess blood
loss objectively, nowadays the approach is more hol-
istic and looks at the impact the menstrual bleeding
has on the quality of life. According to Matteson and
Clark (2010) women are not concerned about the
amount of bleeding as such but about the inconveni-
ence of menstruation, odour and social embarrass-
ment, mostly related to staining their clothes in
public.Women with abnormal uterine bleeding direct
their daily activities based on their periods, for exam-
ple avoiding activities where they cannot get to the
bathroom promptly [4].

In the psychosocial literature menstruation was
studied as a physiological phenomenon possibly influ-
enced by personality or coping with life events.
Sigmund Freud based his theories on male psyche
and existence of a penis. Women were therefore
regarded as sexually passive and their problems were
interpreted through male psychology. Menstrual pro-
blems such as dysmenorrhoea were regarded by a
young Freud as a possible result of masturbation and
together with his friend, surgeon Fliess, suggested
treatment through specific types of nasal surgery, as
it was believed that the nose was closely connected to
the uterus and vagina as it may swell or bleed during
menstruation [5].

As psychoanalysis developed and became influ-
enced by female psychologists and feminists, men-
struation was no longer regarded as impure or
a ‘waste of potential pregnancy’. The approach to
sexuality andmasturbatory practice, however, contin-
ued to be of interest throughout the twentieth century
(mainly as a secondary focus). It was mostly shown
that women with menstrual symptomatology show
a more negative attitude towards masturbation and
sexual practices in general [6].

At the more scientific level doctors were searching
for a link between psyche and body. It was known

from times of war that stress can interfere with peri-
ods and cause amenorrhoea (war amenorrhoea).
Initially the causality was attributed to malnutrition;
however, the fact that even female medical staff in
hospitals at that time became mostly amenorrhoeic
refuted this theory.

Psychological stress was also identified as a possible
cause of other menstrual disorders. ‘Endocrine balance
may become psychically disturbed and thus provide
a vicious circle of causation for menorrhagia’ [7].
This was the basis for the concept of psychogenic
menorrhagia, which appears in the literature from
1930 to the 1960s, which assumed that stress and psy-
chogenic factors increase menstrual bleeding.

Research in the second half of the twentieth century
adopted more scientific approaches. Because it was still
recommended in the 1980s that bleeding should be
assessed objectively, many complaints were regarded
as un-evidenced and ‘other’ reasons for complaints of
menstrual problems were sought. Some authors classi-
fied menorrhagia as a psychosomatic disorder and
researchers were calling for further psychological
assessment as many women underwent hysterectomy
with objectively normal bleeding. This was generally
due to a lack of understanding of the mechanisms
involved in menstrual bleeding.

Greenberg (1983) expanded on that and suggested
three factors that may contribute to the generation of
the complaint of menorrhagia: (1) a generally low
threshold to complain due to the patient’s emotional
state, (2) adopting a ‘sick role’ as a way to express
personal or emotional difficulties, and (3) general
vulnerability due to a neurotic personality trait [8].
His colleagues criticized his study in that it does not
leave any space for true medical causes and focusses
only on psychological reasons for such a complaint.

In the twenty-first century only premenstrual syn-
drome is appreciated as a full biopsychosocial condi-
tion, which is also reflected in some of its treatment
(SSRIs). Although there is evidence of psychosocial
factors in other menstrual disorders, it is not consid-
ered robust enough to provide a platform for change
of the current management.

Menorrhagia/Heavy Menstrual
Bleeding
Heavy menstrual bleeding (HMB) is excessive men-
strual bleeding over several consecutive cycles that
interferes with the woman’s physical, emotional,
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social and material quality of life [9]. The old-
fashioned measurement of total blood loss >
80 ml was shown to be inaccurate and clinically
irrelevant (NICE), although generally women’s per-
ception of menstrual bleeding is consistent with
objective measurements of blood loss [10].
The gold standard for measuring menstrual blood
loss used to be alkaline haematin test, which is not
suitable for routine assessment. The trend was to
develop simple low-cost self-assessment tools,
which could be widely used, such as pictorial
charts. Objective measurement might still have
place in menorrhagia management as some patients
choose expectant management when their objective
blood loss is shown to be within normal range [11].
Also quantification is necessary in clinical trials of
treatment.

HMB affects 3% of premenopausal women, with
even higher prevalence in the perimenopausal women
(40–51 years) [12]. About 30% of women will experi-
ence HMB at some point in their life [9].

According to the FIGO classification (2011) (see
Table 13.2) the causes of HMB can be divided into two
groups – structural (PALM) and non-structural
(COEIN) [1].

The treatment reflects the underlying pathology
after appropriate investigations. However, if the his-
tory is not suggestive of malignancy or structural
abnormality the initial treatment can be commenced
‘blindly’ without gynaecological investigation [9].

In the last ten years the first-line treatment has
been medical. Mirena coil (levonorgestrel-releasing
intrauterine system) was proved to be the most effec-
tive, reaching up to 100% decrease in monthly blood
loss; it is considered in the NICE guideline to be the
first-line option.

GnRH analogues are of almost equal efficacy to
Mirena providing up to 95% decrease in blood loss
but with a higher rate of side effects, hence are consid-
ered in treatment of fibroids, short-term preoperatively
or long term when other treatment options are contra-
indicated. The second line of treatment after Mirena is
tranexamic acid in combination with non-steroidal
anti-inflammatory drugs (NSAIDs) or hormonal treat-
ment with combined oral contraceptive. Progestogen at
higher doses in oral tablets or as an implant is the third
most effective medical treatment [9].

The number of hysterectomy procedures has sig-
nificantly decreased since the introduction of Mirena
coil in the management of menstrual disorders.
Despite various lawsuits, mostly in the United States,
describing the coil as a potentially dangerous device,
its use has spread quickly and many women have
benefitted from having virtually no periods after the
initial six months. The oral selective progesterone
receptor modulator, ulipristal acetate, is an effective
treatment for abnormal uterine bleeding caused by
fibroids.

Second-line treatment is minimally invasive sur-
gery, including hysteroscopic resection of fibroid or
polyp, endometrial ablation, uterine fibroid emboliza-
tion or laparoscopic myomectomy. There are several
innovative approaches that are currently under trial,
such as laparoscopic or Doppler-guided transvaginal
uterine artery occlusion or radiofrequency ablation of
fibroids.

Third-line treatment is a hysterectomy, which can
be performed laparoscopically, vaginally (with or
without laparoscopic assistance) or abdominally.

Several studies addressed psychosocial factors
related to the choice of treatment. Women from
a poorer educational background who have severe
symptoms or menstruation-related pain are likely to
prefer surgical treatment. Even among women who
are initially treated with a Mirena IUS, 42% of them
will opt for hysterectomy during five-year follow-up
[13]. Elovainio et al. (2007) found that women who
were still mildly depressed after six months of treat-
ment with Mirena were more likely to opt for hyster-
ectomy. Depressive symptoms at the beginning of
treatment were not related to increased risk of drop-
out. This was explained in previous research, where it
was found that the depression improves significantly
after the treatment of the menstrual disorder [14].

Overall we can say that pre-treatment depressive
symptoms are likely to result from menstrual

Table 13.2 FIGO classification of structural and non-structural
causes of abnormal uterine bleeding (2011)

Abnormal uterine bleeding (HMB and
intermenstrual bleeding)

Structural (PALM) Non-Structural (COEIN)

P – Polyp C – Coagulopathy

A – Adenomyosis O –Ovulatory dysfunction

L – Leiomyoma (fibroid) E – Endometrial

M – Malignancy and
hyperplasia

I – Iatrogenic

N – Not yet classified
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disorders and in turn tend to resolve with improve-
ment of the menstrual disorder. Ongoing depressive
symptoms or new onset of depression after successful
treatment of menstrual disorders is more suggestive
of a general mood disorder, and this tends to affect the
woman’s compliance and choices. It is generally con-
sidered that absorption of the levonorgestrel can
result in transient or long-term mood change.

The relationship between depression and men-
strual problems has been extensively studied. Strine
et al. (2005) examined 11,648 American women and
reported a higher incidence of anxiety, depression,
insomnia and pain in women with menstrual pro-
blems. It seems that their periods also affect their
self-esteem as they reported more often feeling
worthless and hopeless and, possibly as a result,
they showed a higher tendency to engage in smoking,
excessive eating or heavy drinking [15]. This sup-
ports the assumption that gynaecological morbidity
can lead to psychological disturbances. Bromberger
et al. (2013) suggested opposite causality. A small
number of studies had previously suggested that
depression may precede the onset of menstrual pro-
blems, taking into account stress-related hypothala-
mic–pituitary–adrenal axis dysfunction. Bromberger
therefore examined history of major depression as
a predictive factor for menstrual disorders in
a cohort of perimenopausal women. Past history of
major depression was related to heavy bleeding
symptoms independent of other risk factors, such
as fibroids. They quoted other studies which con-
firmed that women with psychiatric disorders are
twice more likely to report menstrual problems
[16]. It is well known that depression is a risk factor
for diabetes or cardiovascular disease, and it seems
that there might be a similar connection with men-
strual disorders as well.

Dysmenorrhoea/Painful Periods

Introduction
Dysmenorrhoea is pain associated with menstruation.
The word derives from Greek and translates as diffi-
cult monthly flow. It is the most common gynaecolo-
gical symptom with a prevalence of 45–95%, which is
more pronounced in adolescents than older women.
Debilitating menstrual pain, which significantly
impairs daily activities, has been reported in 7–15%
of women [17]. The pain typically starts a few hours

before menstrual bleeding, peaks with the highest
blood flow and settles within a few days as the menses
progress [18].

The pathophysiology of menstrual pain was
unknown for a long time, so the initial classification
reflected symptomatology rather than causality.
Dalton (1969) described dysmenorrhoea as spasmo-
dic and congestive [19]. Spasmodic typically affected
women of a young age, on the first day of their period,
possibly accompanied by nausea, vomiting and weak-
ness. There are some similarities with features of
primary dysmenorrhoea. Congestive dysmenorrhoea
could occur anytime and was characterized by pain
starting prior to the menses with physiological effects
of progesterone – bloating, constipation and breast
tenderness. The line between ‘normal’ premenstrual
syndrome and congestive dysmenorrhoea was not
clear.

Nowadays the classification reflects possible
causes. Primary dysmenorrhoea typically starts with
the onset of regular, ovulatory periods in early teenage
years in the absence of any pelvic pathology. It often
improves in the third decade or after childbirth. It is
related to ovulatory cycles and is probably associated
with prostaglandin production.

Secondary dysmenorrhoea starts after a variable
length of time with painless periods, usually after the
age of 25 and is typically due to underlying pathology,
although normal findings do not exclude secondary
dysmenorrhoea. Pain may not be related exclusively
to menstruation and may persist throughout the cycle
with menstrual exacerbation.

There is an argument that dysmenorrhoea should
be regarded as a chronic pain or repetitive acute pain
and treated as such. Pain research on dysmenorrhoea
is very limited. In June 2013 only 0.1% of papers
focussing on pain were dedicated to menstrual pain.
It was also reflected in the grants for pain research in
the United States in 2013 where only eight projects
from 2,938 (0.3%) involved dysmenorrhoea [20].
At a general level it was shown that chronic pain
(such as fibromyalgia, irritable bowel syndrome) is
associated with widespread changes in the central
nervous system’s physiology and anatomy. From this
perspective there is an argument to regard dysmenor-
rhoea as a chronic pain as it is associated with the
‘typical’ brain changes. Research described differences
in neural function, such as abnormal cerebral meta-
bolism (using fluorodeoxyglucose positron emission
tomography) and increased neural activity induced by
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noxious stimuli anywhere on the skin. This means
that dysmenorrhoeic women will have higher sensi-
tivity to muscle and visceral pain in the body, even
outside the pelvic region, throughout their menstrual
cycle. This can explain associations of dysmenorrhoea
with other types of chronic pain.

Adolescents seem to be of peripheral interest to
researchers despite the fact that up to 80% of young
girls experience dysmenorrhoea. Menstrual disorders
play a significant role in school absenteeism [21].
There is evidence that smoking increases pain in pri-
mary dysmenorrhoea as shown by research on adoles-
cent girls. There is similar data from older cohorts, so
it probably plays a role in secondary dysmenorrhoea
as well. Family history of painful periods, earlier age at
menarche and prolonged and heavy periods were also
associated with increased risk of dysmenorrhoea.

There has been research into other factors such as
education, marital status, employment or alcohol con-
sumption but there were no definite correlations or the
results were inconclusive. Physical exercise is assumed
to improve blood flow, including the pelvic region, and
by release of endorphins provides some endogenous
analgesia. However, the evidence for this is limited.

Causes
There have been various theories of pathophysiology
of dysmenorrhoea. It is likely to be multifactorial and
it is expected to show inter-individual variation.
The current most prominent theory attributes dysme-
norrhoea to uterine contraction and vasoconstriction.

A drop in progesterone leads to disintegration of
endometrial cells, which releases prostaglandins
PGF2a and PGE2. Prostaglandins induce prolonged
uterine contraction, which decreases blood flow and
causes an ischaemic type of pain. This was supported
in research where it was shown that an abnormal
pattern of uterine contractions and higher levels of
prostaglandins in the endometrial fluid correlate to
the severity of pain during menstruation.

Complementary to this theory, researchers argued
that the increased pain can be due to abnormal stimu-
lation of pain fibres. During these ischaemic episodes
the anaerobic metabolites within the tissues stimulate
type C neurons, which leads to greater pain perception.

Other substances were shown to play a role in
uterine stimulation and are therefore thought to be
related to dysmenorrhoea. Leukotrienes increase
uterine contractions and induce vasoconstriction.
It is possible that they constitute an alternative

pathway of pain induction as research has shown
that women who fail to respond to prostaglandin
inhibitors have high levels of leukotrienes and should
respond to leukotriene synthesis inhibition. It was
also suggested that they play a role in higher sensitiv-
ity of C neurons.

Treatment
The first option is medication, which reduces cycloox-
ygenase activity, thereby inhibiting prostaglandin
production, such as paracetamol, aspirin and
NSAIDs. The second option is inhibition of ovulation,
typically by oral contraceptives. Mirena coil (LNG-
IUCD) does not suppress the ovulation, but its effect
on the endometrium and significant decrease of blood
flow offers another therapeutic option for dysmenor-
rhoeic patients.

Approximately 10–20% of women with primary
dysmenorrhoea do not respond or have contraindica-
tions to those treatments. There is evidence on the
effectiveness of thiamine, pyridoxine, magnesium and
fish oil in relievingmenstrual pain, but their usemight
be affected by the side effects (constipation with mag-
nesium, nausea and worsening acne with fish oil).

Surgical management in primary dysmenorrhoea
is a last-resort treatment, and its effectiveness is
uncertain. The first procedure is presacral neurect-
omy, which, according to a Cochrane review (2005),
is associated with some improvement in the long term
but not short term. The second procedure is laparo-
scopic uterosacral nerve ablation, which was not
proved to make any significant difference in pain
and hence is no longer used [22].

Hysterectomy is a possibility for women with
refractory severe dysmenorrhoea whose reproductive
plans are complete and who are fully counselled on
risks of the procedure.

Secondary dysmenorrhoea is most commonly
caused by endometriosis. It is not clear how the
ectopic endometrial tissue increases menstrual
pain, but some studies have suggested that women
with endometriosis have increased levels of prosta-
glandins and or inflammatory substances such as
cytokines. This would translate into greater pain
during menstruation.

The mechanism of pain perception in endome-
triosis is generally poorly understood. It is evident
from the research and clinical practice that the extent
and location of lesions do not correspond to the
magnitude of the pain. Also reappearance of the
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pain after the treatment is not always associated with
recurrence of the lesions [23].

Adenomyosis is thought to cause tonic contrac-
tions of the uterus by endometrial gland destruction
within the myometrium. Dysmenorrhoea secondary
to chronic pelvic inflammatory disease is probably
caused by abnormal uterine contractions and scar
tissue formation. Any abnormal content of the uterine
cavity – intrauterine devices, submucous fibroids or
polypi – can cause dysmenorrhoea by increased uter-
ine activity in an attempt to expel these. There are
other less common causes of secondary dysmenor-
rhoea – see Table 13.3.

The treatment options for secondary dysmenor-
rhoea include primarily dealing with the cause. There
are, however, certain mechanisms that overlap, as
many women with secondary dysmenorrhoea react
well to the medical treatment targeted at reducing
uterine contractions and vasoconstriction.

Psychosocial Aspects
Chronic pain syndromes have been extensively studied
in psychology. The second half of the twentieth century
was marked by extensive research in personality traits
in the hope of finding the type of ‘dysmenorrhoeic
women’ and including these findings in the treatment.
Due to the limited medical knowledge, many gynaeco-
logical problems were thought to be fully or partially
attributed to psychosomatic disorders. Wittkower and
Wilson (1940) suggested that dysmenorrhoea sufferers
give a history of maladjustment four times greater than
women with normal periods [24]. This maladjustment

might be related to the hypersensitivity established in
neurological studies, which subjects them to experien-
cing pain more intensely than others. Dysmenorrhoea
is also associated with greater somatization, i.e. com-
plaining of symptoms with minimal or no medical
cause. This type of behaviour can be attributed, accord-
ing to some authors, to greater attention-seeking beha-
viour [25].

The personality trait traditionally associated with
dysmenorrhoea is neuroticism. It is one of the Big
Five personality traits used in psychology. Such indi-
viduals show a tendency to be emotionally less stable,
experiencing high levels of anxiety, guilt or depressed
moods. Indeed, some papers concluded that dysme-
norrhoeic women are more depressed, anxious and
withdrawn, but these were mostly from studies pub-
lished in the 1980s with various methodological flaws.
At that time it was assumed that dysmenorrhoea
resulted from hormonal imbalance, and the higher
score in neuroticism was therefore attributed to it.
The mechanism of dysmenorrhoea is, however, no
longer regarded as hormonal imbalance, so the expla-
nation for higher neuroticism probably lies within the
experience of the pain itself.

Influenced by the work of Sigmund Freud, psy-
chologists attempted to describe a potential link
between femininity and menstrual problems.
The concept was mainly rejection of one’s feminin-
ity leading to the psychosomatic symptom of suf-
fering for it. This was never fully proven in the
research. Woods et al. (1979) described for example
congestive dysmenorrhoea patients as scoring high
on masculinity [26], while Dalton (1969) described
them as desiring large families and in possession of
marked maternal instincts [19]. Overall it is under-
standable that women will have mixed feelings
towards menstruation if it causes them regular dis-
tress. Holmlund (1990) reported that dysmenor-
rhoeic girls aged 15 showed significantly lower
self-esteem than the controls. He described them
as conventionally more feminine than the controls.
In the ten-year follow-up the researcher looked at
their initial behaviour and linked it to the school
achievements. The dysmenorrhoeic cohort was
more successful in regard to education perfor-
mance than the participants with painless periods.
This led him to a hypothesis that dysmenorrhoeic
girls show initially lower self-esteem, but in time
they compensate for it by bigger effort and greater
school achievements [27].

Table 13.3 Causes/associations of secondary dysmenorrhoea

Most common • Endometriosis
• Chronic inflammatory disease
• Adenomyosis

Common • Intrauterine polyps
• Intrauterine contraceptive

devices (though
progestogen-containing IUS
may improve)

• Submucous fibroids

Uncommon • Uterine retroversion (only
when fixed and associated
with endometriosis)

• Asherman syndrome
• Ovarian cysts and tumours
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Research into the relationships of dysmenorrhoeic
women with their mothers found a correlation with
unpleasant, humiliating or unloving relationships [28].
From the views of psychoanalysts this corresponds to
adverse feelings towards the ‘world of women’. This
refers to the concept of parents representing the ‘worlds’
of opposite sexes. If the relationship with mother is
troublesome the daughter does not want to associate
with being a woman, i.e. being what her mother is. This
controversial approach clashes with her female identity
and, asmenstruation is taken as a sign of being awoman,
her body also develops adverse (painful) reaction to
being a woman.

University female students with primary dysme-
norrhoea showed higher scores on paternal domi-
nance and maternal abuse in family relationship
questionnaires [29], which is again suggestive that
dysmenorrhoeic girls are more likely to be suppressed
in their personal development as women.

As for relationships with males, dysmenorrhoea
seems to affect women in their marital functioning.
Mathur et al. (1988) found that dysmenorrhoeic
women have lower coital frequency with half the fre-
quency of orgasms than subjects with normal periods
[30]. From research in chronic pain it is also evident that
certain aspects ofmarital relationship affect chronic pain.
For example marital satisfaction has been found to be
related to the severity of depressive symptoms from
chronic pain. Spousal solicitousness also adversely affects
coping with chronic pain [31]. On the other hand nega-
tive spouse response to pain increases anxiety symptoms
and low marital satisfaction increases depressive symp-
toms [32]. There is some evidence from randomized
controlled trials that behavioural interventions like bio-
feedback, relaxation therapy and exercise may be effec-
tive. However, results should be interpreted with care.
The studies varied between trials, which were of small
trial size, poormethodological quality andmost were old
studies [22].

Summary
At the beginning of the twentieth century menstrual
disorders were mostly regarded as psychosomatic
conditions, partially or completely caused by psycho-
logical stress. With the advances in medicine and
identification of pathophysiological mechanisms
involved in menstruation, the current approach to
abnormal uterine bleeding is purely medical.

Limited research suggests that psychosocial fac-
tors play a role in heavy bleeding and painful periods;

they are, however, not regarded as relevant in the
management of such conditions.

Key Points

• In the FIGO classification, causes of
abnormal uterine bleeding are divided
into two groups – structural (PALM)
and non-structural (COEIN).

• There is a higher incidence of anxiety,
depression, insomnia and pain in women with
menstrual problems. On the other hand, a past
history of major depression is a risk factor for
menstrual problems.

• Smoking, a family history of painful periods,
earlier age at menarche and prolonged and
heavy periods are associated with increased
risk of dysmenorrhoea.

• Research suggests that dysmenorrhoeic women
have higher sensitivity to muscle and visceral
pain in the body, even outside the pelvic region,
throughout their menstrual cycle.

• Both prostaglandins and leukotrienes increase
uterine contractions and induce
vasoconstriction, and are probably involved in
the pathogenesis of dysmenorrhoea – women
with dysmenorrhoea who fail to respond to
prostaglandin inhibitors have high levels of
leukotrienes.
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Biopsychosocial Aspects of Infertility
Lamiya Mohiyiddeen and Christian Cerra

Introduction
This chapter will cover different aspects concerning
the impact that diagnosis, investigation and treatment
of infertility has on patients. It aims to explore the
psychological burden of subfertility on couples, from
both female and male perspectives, the latest research
on stress and infertility, and the differences between
medical and social infertility, as well as issues sur-
rounding third-party reproduction and surrogacy.
Finally, in order to help address these issues, the latest
clinical practice guidelines on psychosocial care for
fertility patients are discussed.

The Impact of Infertility and Its
Treatment on Couples
Infertility is defined as ‘the inability of a couple to
achieve conception or to bring a pregnancy to term
after a year or more of regular, unprotected inter-
course’ (WHO-ICMART glossary). It affects up to
10–15% of couples of reproductive age worldwide,
or 48.5 million women worldwide. The cause may be
attributed to male factor, female factor or both. For a
significant proportion the cause will be unexplained.

Social factors such as delayed childbearing age in
women and lifestyle factors (smoking, obesity) coupled
with an increased awareness of treatments available
have resulted in an unprecedented demand for fertility
services [1]. Only recently have such services started to
explore the psychosocial aspects of infertility: its men-
tal health burden on patients, their psychological needs
and effective psychotherapeutic interventions.

A distinction is made between ‘medical’ and
‘social’ infertility. Medical infertility results from a
known or unknown disease, whereas social infertility
may be age-related infertility, single women or same-
sex couples aspiring to parenthood.

Social infertility more than medical infertility has
the added concerns about donors, the wish for

phenotypic similarities with recipient parents, as
well as concerns over family and friends’ perception
and disclosure or non-disclosure to them. However,
socially infertile individuals, especially single mothers
accessing assisted reproductive techniques (ART),
appear to also have better coping strategies and self-
esteem to deal with the added stresses [2]. The genetic
link with the child appears more important for het-
erosexual couples compared to those affected by social
infertility [2].

For those with unsuccessful treatment, the realiza-
tion that their life goal of parenthood can no longer be
fulfilled may lead to anger, anxiety and depression,
marital problems, a sense of inadequacy, sexual dys-
function, social pressure and isolation, and low self-
esteem [1].

Infertility treatments are characterized by cycles of
hope and disappointment, posing very significant
stress and emotional burden on the general psycholo-
gical well-being of the individuals involved, both
female and male [3, 4].

Infertility treatment is a significant source of stress
and emotional distress, with higher reported rates of
depression after each ART cycle failure [5, 6].

Psychological stress and depression are highly
prevalent among women with recurrent pregnancy
loss [7].

Although infertile women have been found to
have slightly raised anxiety traits compared to fer-
tile controls [8, 9], couples seeking treatment are
on the whole psychologically well-adjusted [9–11].
This may be simply a reflection of a self-selection
bias in which well-adjusted couples would be more
likely to seek fertility treatment which is in itself a
problem-solving strategy. Such strategies may work
in controllable situations; however, over time cou-
ples will realise they have little control over the
outcome of fertility treatment. The series of inter-
ventions such as frequent scans and other investi-
gations, sample provision, and daily hormonal
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injections may cause anxiety, especially during par-
ticular steps of the process, such as waiting for
news on treatment outcomes at different stages of
the process (awaiting news on successful implanta-
tion being a critical and particularly stressful step
for couples).

Decision making is also stressful at every stage.
For example in choosing between conventional in
vitro fertilization (IVF) and natural cycle IVF, differ-
ent elements need to be taken into account, i.e. inva-
siveness, cost, side effects, pregnancy rate and time to
pregnancy. Whilst the last two factors would favour
conventional IVF, lower-risk natural cycle IVF con-
fers advantages on all the other aspects, with reduced
psychological stress, as well as being ethically suitable
for those with concerns regarding embryo selection
and storage.

Unsuccessful outcomes trigger reactions of sad-
ness and anger and often lead to lasting clinical
depression, in 66% of females and 40% of the men
followed up for 18 months after treatment [12].

After a failed IVF cycle, women experience an
increase in depressive symptoms and lower levels of
self-esteem than they did prior to the treatment cycle.
A problem-solving coping strategy was associated
with better psychological adjustment, while the use
of avoidance coping and social isolation had the oppo-
site effect; hence, behavioural strategies may help
these patients deal with their loss of control [13].

Another stressful aspect associated with the IVF
treatment process is the side effects and risks involved,
such as ovarian hyperstimulation syndrome (OHSS).
Side effects from ovulation induction with clomi-
phene include hot flushes, nausea, weight gain,
OHSS, anxiety and depression. Hormonal treatments
can generally affect emotional stability.

Although couples that are unsuccessful following
treatment are more likely to be emotionally distressed
and have difficult marital adjustments [14], couples
that are successful may also be affected – they have
higher rates of psychological problems and mental
stress during pregnancy than couples who conceived
naturally [15], and have higher levels of reported
anxiety about losing the pregnancy, about fetal well-
being (see Chapter 28 for the effect on the maternal-
fetal relationship) and traumatic childbirth. However,
male partners may perceive the pregnancy as more
special than fathers of naturally conceived babies, and
similarly mothers see the delivery as an exceptional
event.

Parents of IVF-conceived children have been
reported to have closer emotional attachment and
better parent–child relationship as well as marital
relationships compared to normally fertile parents;
however, this may be the result of bias to positive
self-reporting [16].

Does Stress Cause Infertility or Does
Infertility Cause Stress?
The psychology of infertility emerged from what Berg
and Wilson [17] later named the psychogenic model of
infertility, which proposed psychopathology as an aetio-
logical factor in infertility. This psychogenic model was
introduced in the 1930s to account for infertility that had
no identifiable biomedical cause [18].

We have thankfully nowmoved on from a psycho-
genic model, due to better diagnosis and decreased
proportion of unexplained infertility, and it is gener-
ally agreed that long-standing infertility is unlikely to
be caused solely by psychological problems. However,
some old-fashioned attitudes remain, leading to a
treatment process and research focus which revolves
still mostly around women alone as the cause of
infertility, and to unhelpful advice to ‘relax and
wait’, which further delays couples seeking treatment
in a situation that is already age- and time-critical.

Studies have been carried out to investigate the
effect of psychosocial factors on fertility and on ferti-
lity treatment outcomes. A ‘hostile’ mood state and
higher trait anxiety were associated with a lower
cumulative pregnancy rate in a study by Sanders
et al. 1999. In a study of 330 women by Thiering
et al. depressed women exhibited a lower pregnancy
rate for the first treatment cycles than non-depressed
women [19]. A history of depressive symptoms has
been associated with a doubled risk of developing
infertility in another study [20]; however, lifestyle
factors such as smoking, body mass index [BMI] and
alcohol use were not taken into account.

Although higher levels of anxiety and stress have
been associated with a lower chance of conception, it
is unclear whether they are the causal factor or a
consequence [21]. Any speculative statements on
causality between the two would need to take into
account factors which may be spuriously correlated,
for example general health affecting both mood and
fertility. A subsequent study by the same group failed
to find an association between prolactin levels (con-
sidered a surrogate for stress) and outcome of IVF.

Biopsychosocial Aspects of Infertility
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The impact of psychological and psychosocial inter-
ventions on fertility treatment outcome is still hotly
debated with some investigators proposing an effect
and others not [22–24].

Studies have shown a possible association between
stress reduction exercises and the probability of con-
ception [25]. More prospectively designed studies
investigating whether psychological factors can pre-
dict fertility and fertility treatment outcomes are
required.

Whilst financial considerations or clinical reasons
are often the reason for dropping out of fertility treat-
ment among private care service users, psychological
factors have also been implicated [26]. A lack of psy-
chological support and patient-centred care is often a
common reason for discontinuing ART treatments
and low levels of patient satisfaction [22].

Results from a recent couple-based prospective
cohort study showed that pre-conception stress
increases the risk of infertility [27]. After adjustment
for confounders, women with high levels of salivary
alpha-amylase (associated with adrenergic activity/
stress response) had a 29% decreased odds of preg-
nancy compared to women with low levels (greater
than twofold increased risk of infertility in that
group). However, no association was seen when
using salivary cortisol levels as biomarker of stress.
Possible mechanisms have been postulated to explain
this association: stress causing decreased libido/inter-
course frequency, delay or inhibition of the LH surge
in ovulation, hyposecretion of corticotropin-releasing
hormone, resulting in changes in the uterine autoim-
mune environment.

Similarly, a study by Pal et al. found that chronic
lifetime psychosocial stressors (such as a personal his-
tory of abuse, or personal or family history of recrea-
tional drug use) were associated with diminished
ovarian reserve when serum FSH levels are used as a
marker [28]. Current stresses in terms of mood scores
and serum cortisol levels did not correlate to ovarian
reserve markers. Hypothalamic-adreno–cortical axis
over-activation may be a possible mechanism affecting
ovarian function. However, the study sample was small
and other confounding lifestyle, environmental and
biological factors (only family history of early meno-
pause, BMI, age and ethnicity were taken into account),
which may coincide with those chronic stressors, may
be implicated in the results.

It is more likely that stress effects do not affect
reproductive physiology or hormones directly, but are

mediated by patient behaviour, for example lifestyle
factors mentioned previously which could affect ferti-
lity [29].

Male Aspects of Infertility
Among couples undergoing IVF treatment, females
experienced higher levels of anxiety states and anxi-
ety traits as well as depression compared to male
partners [10]. This observed gender difference may
be due to the women’s greater physical involvement
in the IVF process, as well as possible hormonal
effects on the CNS of the treatment itself. Levels of
anxiety and depression only start to rise considerably
compared to normative data once repeated IVF pro-
cedures are unsuccessful, probably as a result of an
initial optimistic view and unrealistic high expecta-
tion on the chances of success from IVF treatment
[30, 31].

Although levels of clinical depression in the male
fertility patient population are no different from the
general population, unsuccessful treatment can lead
to poorer long-term mental health in this population
compared to males who manage to become fathers,
highlighting an obvious grieving process of lost par-
enthood [32].

Interestingly, Hjelmstedt et al. found that, as a
result of worrying for their partners, for many men
unsuccessful treatment may even lead to enhanced
personal maturity and closer marital relationship.
Indeed, a large proportion of men (47.3%) have been
found to be confiding only in their spouse for support,
making them less likely to discuss infertility and its
treatment with others [33].

This may be due to perceived vulnerability to
being subject of humiliation from other males ques-
tioning masculinity and conflating infertility with
impotence.

Men prefer to receive information and emotional
support from the infertility clinician rather than from
friends or mental health professionals and support
groups. Hence infertility clinicians should in the first
instance explore themselves any psychological and
emotional needs of male patients as part of their
fertility treatment, rather than delegate this to other
colleagues. The only exception seems to be the need
for more structured support as well as more informal
sharing of experiences within support groups for
those men who require donor sperm, to address issues
such as anonymity [34].

Section 2 Gynaecology
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Gender roles appear to influence the way in which
women with endometriosis and their partners adjust
to living with endometriosis. The role of men as
partners of women with endometriosis (a known
cause of subfertility, pelvic pain and dyspareunia)
has been studied. In line with dominant masculine
norms, men tend to take control not only when they
provide support to women from a treatment process
point of view (attending clinic, helping with decisions,
care after surgery) but also practically, by managing
everyday tasks at home, and contributing financially if
partners need to take time off work. Finally they
provide emotional support for those women with
endometriosis who, drawing on conventional femi-
nine norms, feel anxious or guilty about their fertility,
or the lack of sexual intimacy or their inability to
perform household tasks [35].

Taking these roles may reinforce traditional mas-
culine identities, with possible strains on their rela-
tionship, as they may also feel frustrated, isolated and
helpless. Consultations should be inclusive of the
impact of endometriosis on quality of life on
women, as well as on their partners and their relation-
ship. Referral should be considered to specialist ser-
vices (pain clinics, psychosexual counselling) with
clear signposting of women and couples to appropri-
ate support services and organizations [36].

Psychosocial Care for Fertility Patients
in Practice
Fertility clinics should address the psychosocial and
emotional needs of their patients as well as their
medical needs.

Specifically, from staff, patients appear to value
sensitive interactions, tailored psychological support,
involvement of both partners in the treatment process
and decision making.

Clinic characteristics valued by patients include
the opportunity to share experiences with others
through access to support groups, as well as persona-
lized care and continuity of care.

Patients value written, preparatory customized
information about treatment and significance of
results.

In terms of patient-specific needs, these can be
subdivided into cognitive (imparting knowledge and
addressing concerns), behavioural (lifestyle and beha-
viour change advice, exercise and nutrition compli-
ance advice), relational and social (support in the

relationship with partner, family and social network)
and emotional (coping with anxiety and/or depres-
sion) [37].

These domains can be addressed before, during
and after treatment (whether this is successful or not).
Online assessment tools and information leaflets
exploring and addressing these needs are useful before
starting treatment.

During treatment, support and advice with regard
to issues such as non-compliance, low social support
and absence from work are required. Couples also need
psychological support to deal with anticipatory anxiety
as well as distress after failure. Whilst stress from
repeated attempts and unsuccessful treatment leads to
increased rates of depression, couples should also be
aware of the self-reported experiences of increased
relationship quality following treatment failure.

Couples may need access to a variety of psychoso-
cial services to help them cope with the challenge of an
infertility diagnosis, such as couples counselling, a
peer education mentor system to share experiences
and coping strategies, and easy to understand leaflets
with information about the physical and emotional
demands of infertility treatment. A brief question-
naire to assess patients’ mental health state and sup-
port needs may help identify which local support
services they need to be referred to.

Unfortunately, only 10–34% of patients seek
counselling services, with the uptake rate among
men being especially poor [38–40].

Further research focussing on routine patient-
centred psychosocial care is required, although by defi-
nition tailored individualized care will place more con-
straints on collecting eligible data for comparison.

The European Society for Human Reproduction
and Embryology (ESHRE) has produced guidelines
offering best practice advice on how to incorporate
psychosocial care in infertility care and medically
assisted reproduction (ESHRE Psychology and
Counselling Guideline Development Group,
March 2015). As described in the work by Boivin
et al., this aim can be achieved by ensuring that
psychosocial care is delivered on three complemen-
tary levels of psychosocial care: routine psychoso-
cial care (e.g. provision of information, self-help,
support interventions), infertility counselling (e.g.
crisis intervention, grieving support, implications
counselling) and psychotherapy (e.g. support
for patients with diagnosed mental health disor-
ders) [41].

Biopsychosocial Aspects of Infertility
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Routine psychosocial care should be provided by
all fertility staff in contact with infertile patients (doc-
tors, nurses, counsellors, social workers, psycholo-
gists, embryologists and administrative staff).

The guidelines highlight that whilst patient con-
sultations in other areas of obstetrics and gynaecology
traditionally focus on a specific symptom or disease,
infertility consultations differ in several ways [42]:

(1) The focus is on an unfulfilled wish or goal in life,
the severity of which can be very subjective.

(2) The wished child cannot be included in the
decision-making process or the treatment. This
situation poses ethical dilemmas in terms of
what constitutes best interest of the child, and in
terms of the type of family into which the child
conceived by the use of assisted reproduction
will be born, and potential discrepancies
between the choices of the parents and the
presumed interests of the child.

(3) The investigation and treatment of infertility
can be very invasive physically and emotionally
for a couple and affect its dynamics and
sexuality; hence, these effects and the couple’s
ability to cope with them must be taken into
account in the treatment decisions.

(4) The processes involved with fertility
investigation and treatment can impact on
relationship intimacy and sexuality, and a
couple’s resilience to withstand these stressors
must be taken into account.

The infertility treatment journey is a stepwise process
beginning with the initiation of the therapeutic rela-
tionship and terminating with the outcome of the
treatment received. The guidelines state how each
step in the cycle will have a ‘purpose and a set of
objectives and each step will present typical issues and
will require specific communication skills’. Doctors can
provide their medical perspective through a patient-
centred approach. Furthermore, specific psychosocial
needs can be better addressed by providing tailored
counselling. The clinician will provide patient-centred
care by building a relationship (e.g. by remembering
their names, professions and previous interactions in
clinic) and by giving a helpful and competent impres-
sion when explaining treatment options and evaluating
treatment outcomes (e.g. a failed treatment cycle),
exploring patients’ ideas, concerns and expectations
and making patients feel understood, respected and
reassured.

‘Patient-centred care’ is defined by the guidelines
as ‘the psychosocial care provided as part of routine
services at the clinic’. This is provided and expected
by all members of the medical team. ‘Counselling’,
on the other hand, ‘involves the use of psychological
interventions based on specific theoretical frame-
works’, usually delivered by a mental health profes-
sional with relevant training in psychology, social
work or counselling. Patients should receive
patient-centred care as well as be able to access
counselling services [42].

Patient-centred care can be enhanced through
adjunct psychosocial services. Table 14.1 presents
some of the objectives and typical issues that might
arise from using these additional psychosocial services.

Counselling, on the other hand, focusses on meet-
ing patients’ needs outside the routine care/treatment
process. ‘Counselling might include individual and
couple therapy and/or professionally facilitated sup-
port groups. The content of counselling may differ
depending on the patient and the treatment choice
but will usually involve at least some form of informa-
tion and implication counselling, and support or ther-
apeutic counselling. Information and implication
counselling might focus on ensuring that individuals
understand the different psychosocial issues involved
in their treatment choice, whereas therapeutic coun-
selling might involve an understanding of the emo-
tional consequences of childlessness’ [42].

Three different groups of patients may benefit
from counselling. The first group comprises the
majority of patients seen by the counsellor – patients
who experience very high levels of distress they can no
longer cope with. Although these patients form a
significant proportion of those seen by counsellors,
they make up only ~20% of all infertility patients.
Some personal characteristics (such as preexisting
anxiety and depression) may place patients at
increased risk of extreme levels of stress, as well as
specific situations, such as treatment failure. These
special situations may require specific counselling to
address the specific issues which arise from them
(Table 14.2).

The second group of patients requiring counselling
services are couples considering ‘third party reproduc-
tion’: i.e. recipient of donated gametes, and patients
requiring surrogacy and/or adoption to achieve par-
enthood. The psychosocial issues affecting these
patients are summarized by the guideline in Table
14.3, and are further discussed in the next section of

Section 2 Gynaecology
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this chapter. A newly contentious issue is the debate on
provision of donor information to gamete recipients, in
particular howmuch information couples want/should
receive about gamete donors.

An interesting finding is that some of the gamete
recipients in the study by Rubin et al. 2015 report
that having too much information about possible
oocyte donors can actually make their decision
more difficult than with only limited details about
the donor provided [43]. Less information may leave
more space to the imagination for the gamete-receiv-
ing couple but it also means less access to informa-
tion for the child who may want to find out about
their donor once grown up. Such dilemmas reinforce
the importance of appropriate counselling for
gamete recipient couples before the decision to use
gamete donation, and the need for counselling to
continue once couples go through the donor selec-
tion process (Table 14.3).

Lastly, the third group of patients who may need
non-routine psychological counselling are patients
who require assisted reproductive techniques as a
result of social circumstances. There are additional
issues surrounding ‘social infertility’, which affects

single women and lesbian couples who require
sperm donation, and gay men who build their family
through surrogacy. The individuals included in this
category will also be affected by the issues described in
Table 14.3. Same-sex couples may, for example, seek
counselling surrounding the setting of family struc-
ture and parental responsibilities, and the assignment
of parental roles, the legal status of the child and
nonbiological mother/father, or addressing the
absence of a mother or father figure in the child’s
development. This issue may also affect single
mothers choosing to start their parenting experience
at an older age in most cases. These women may also
be interested in discussing social and economic impli-
cations of single parenting in later life [42].

Psychosocial Aspects of Surrogacy
The Human Fertilisation and Embryology Authority
code of conduct for clinics in the United Kingdom
states that surrogacy should be considered only when
it is ‘physically impossible or highly undesirable for
medical reasons for the commissioning mother to
carry the child’.

Table 14.1 Objectives when using adjunct (additional) psychosocial services

Adjunct services Objectives

Written (or video)
information, telephone
counselling (Boivin, Section 6.1)

• Supplement existing psychosocial care and counselling
• Provide information on common emotional/psychological reaction to infertility

and information about coping with this condition
• Normalize patients’ experiences with services such as telephone counselling

providing information and emotional support
• Provide psychosocial information in a format that is cost-effective and widely

accessible
• Information must be provided in such a way that patients do not feel excluded

if their own experiences differ from the experiences described

Self-help groups (Thorn,
Section 6.2)

• Empower patients and increase patients’ autonomy through the proactive
nature of the self-help group structure where each member contributes to the
success of the group

• Provide medical information and normalize the experiences of the patient
• Provide emotional support and coping information

Professionally facilitated
group work (Thorn, Section, 6.3)

• Inform and educate patients about infertility and the psychosocial and legal
aspects of family building using different medical and non-medical options

• Explore underlying intra- and interpersonal issues surrounding reactions to
infertility

• Help couples resolve and come to terms with the failure of treatment and the
prospect of a life without children

Note: Boivin J, Appleton TC, Baetens P, et al. European Society of Human Reproduction and Embryology. Guidelines for counselling in
infertility: Outline version. Hum Reprod. 2001;16(6):1301–4.
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The clinical use of surrogacy obviously involves
ethical and moral dilemmas and psychosocial impli-
cations. Although the use of surrogacy in some cases
may be more acceptable by society, for example if a
woman requires it following a hysterectomy due to
malignancy, commercial surrogacy (which is illegal in
the United Kingdom)may not receive the same accep-
tance at a societal level. In commercial surrogacy a
commissioning couple/intending parents require a
woman to initiate the pregnancy, and carry the preg-
nancy until delivery in return for a financial compen-
sation. Non-commercial gestational surrogacy, on the
other hand, receives less criticism compared with
genetic surrogacy [44, 45].

Surrogate and intendedmothers appear to reconcile
their unconventional choice through a process of cog-
nitive restructuring, whereby an initial discrepancy
between their beliefs and actions is rebalanced from a
cognitive dissonance to one of cognitive consonance
[46], and the result of this cognitive appraisal will influ-
ence disclosure of their choice to others. Surveys of the
general population, on the contrary, show less accep-
tance for third-party reproduction, as there is no perso-
nal need to reconsider their beliefs and therefore remain
in their normative cognitively consonant state [44].

The expecting parents as well as the surrogate
mother who is to conceive purposefully with the
intention to relinquish the baby after delivery require

Table 14.2 Counselling objectives in special situations

Special situations Counselling objectives

Patients experiencing high
distress (Boivin, Section 2.3)

• Enable the expression of emotions
• Identify the cause(s) of distress
• Provide intervention(s) to minimize distress and help patients better manage

distress
• Discuss high-risk personal, situational, social and treatment-linked factors which

may predispose or trigger high distress
• Help the individual cope with [repeated] treatment failure

Pregnancy after infertility
(Baetens, Section 4.1)

• Facilitate transition from infertile patient to pregnant patient
• Normalize feelings of disbelief and ambivalence about the pregnancy, the child

and future ability to parent

Multiple pregnancy
(McWhinnie, Section 4.2)

• Provide a realistic picture of what it would be like to parent two or three
children of identical age

• Prepare patients for the emotional consequences of using fetal reduction

Facing the end of medical
treatment (Wischmann,
Section, 4.3)

• Help couples end treatment despite availability of medical treatments
• Discuss the personal meaning of the loss of an important life goal
• Address differences between spouses in readiness to end treatment

Sexuality (Darwish, Section 4.4) • Systematically open up discussion of sexual issues
• Evaluate the significance and severity of any sexual problems for the couple

and identify factors which may contribute to the problem (e.g. depression, side
effects of medication).

• Address relationship issues which may arise from discussion of sexual issues
• Help patients rebuild their sexuality as a source of pleasure

Patients in migration
(Kentenich, Section 4.5)

• Make diagnosis and therapy accessible by ensuring medical practice is
respectful of patients’ sociocultural background

• Facilitate communication between patients and themedical team by exploring
and understanding the meaning of infertility from the perspective of the
couple’s culture

• Discuss how continued childlessness affects the way the couple, especially the
woman, are perceived in their community

• Discuss cultural pressure to perceive infertility as a woman’s problem

Note: Boivin J, Appleton TC, Baetens P, et al. European Society of Human Reproduction and Embryology. Guidelines for counselling in
infertility: Outline version. Hum Reprod. 2001;16(6):1301–4.
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extensive counselling, as all individuals involved,
including the offspring, will need to be prepared psy-
chologically to face the potential long-term psychoso-
cial consequences.

It is likely that infertile couples who choose to opt
for surrogacy will have put a lot of thinking into what
kind of family they would raise, again going through a

cognitive appraisal from cognitive dissonance to cog-
nitive consonance [44].

Recipient parents may have concerns over accusa-
tions of financial exploitation; medicalisation; fear of
non-relinquishment by the surrogate mother; legal,
emotional and social stigma; genetic links and baby
worries. Despite these concerns, studies have shown

Table 14.3 Counselling objectives in third-party reproduction

Third-party reproduction
(gamete and embryo
donation, surrogacy) (Daniels,
Section 5.1; Baetens, Section 5.2;
Appleton, Sections 5.3 and 5.4;
Baron, Section 5.5)

• Help couples acknowledge and come to terms with the implications of using
third-party reproduction as an alternative to family creation.

• Address the gender difference in willingness to use third-party reproduction
• Assess the suitability of recipient couples, donors and/or surrogates for

treatment (e.g. mental health screening, drug addiction)
• Ensure the well-being of the parent who will not be genetically related to the

child
• Counsel on secrecy/openness towards the future child and social network

about the use of third-party reproduction.
• Address lack of support some individuals may encounter about being part of

third-party reproduction arrangements
• Discuss the legal issues, medical risks and religious and cultural considerations

of using third-party reproduction.
• Ensure the decision to donate or become a surrogate was free from coercion

(familial, financial)

Oocyte donation (Baetens,
Section 5.2)

• In egg-share programmes donors need to be prepared for possibility that the
recipient will become pregnant with their oocytes but the donor will not.

• Recipients need to be prepared for the long waiting list in egg-share
programmes, the high risk of drop-out by voluntary donors and the
possibility that scarcity of donors means donors can only be matched on
ethnicity.

Embryo donation (Appleton,
Section 5.3)

• Couples donating embryos must resolve their feelings about the embryos and
be certain they would not want to use them in future.

• Help couples come to terms with the possibility that other children born from
their gametes may exist in their community.

Surrogacy (Appleton, Section
5.4)

• Evaluate reasons for needing surrogacy (i.e. absence of uterus vs. busy lifestyle)
and motives for becoming a surrogate (altruistic vs. financial)

• Discuss legal issues concerning the nature of the contract between surrogate
and commissioning couple and the legal status of any future child

• Address difficulty in defining parenthood in surrogacy especially if social
parents are not genetically related to the child.

Adoption (Baron, Section 5.5) • To make an informed decision on whether or not to pursue adoption and the
implications of being a parent for an adopted child

• Help couples make the transition from using medical treatment to achieve
parenthood to choosing adoption

• Inform couples of state/country practice and the effect of the limited number
of children available for adoption on time to adopt

• Discuss issues involved in integrating adopted child into families where other
children already exist

[42].
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that the psychological well-being of the parents was
good [47, 48].

Baslington in 1996 interviewed 19 surrogate
mothers and found them to be assertive and not
medically or otherwise controlled. In the latter
study, genetic surrogates in particular felt in control.

Few women choose to become surrogates for
financial motivation, and the majority said they do it
for altruistic reasons. Most surrogates enjoyed
pregnancy and childbirth, and reported increased
self-esteem, and the wish to develop meaningful rela-
tionships in their life with the commissioning parents.
Relinquishment of the baby was a happy event for
most surrogates, although some said they felt relief
at the end of the gestation [44].

Maternal attachment to their baby is supposed to
start prenatally and continue after birth. However, a
number of factors affect attachment, such as maternal
age and attitude towards the pregnancy. These factors
may help explain how surrogates are able to relinquish
the baby to the recipient parents following delivery;
surrogate mothers tend to be old enough for them to
believe they have completed their family [49].

A study based in the United Kingdom following
up the relationship between children born through
surrogacy and their recipient parents found overall
good family functioning and child development com-
pared to conventional families [48].

These parents will obviously benefit from counsel-
ling to help them decide how and when to disclose the
surrogacy to their children [50]. Parents will have to
cope with the uncertainty of future arrangements as in
the United Kingdom and many other countries there
cannot be any legally binding contracts about future
arrangements for the child, as the surrogate is legally
the mother of the child, even if the child is the genetic
child of the commissioning couple.

Conclusion
Infertility care, perhaps more than any other area of
obstetrics and gynaecology, involves psychosocial
implications which require appropriate support to
reduce patient distress and help them come to terms
with their situations andmake important life decisions.
Training aimed at recognising and managing these
biopsychosocial aspects of infertility and assisted
reproduction should be part of training requirements
for generalists and subspecialists. This should include
psychosexual counselling, the role of cognitive

behavioural therapy and issues relating to same-sex
partnerships, single parenthood, gender identity,
gamete preservation and surrogate motherhood.

Clinicians should be prepared to confront and
address these issues not only by using a patient-
centred holistic approach in all interactions and at
each step of the investigation and treatment process
but also through referral to tailored counselling ser-
vices in specific situations which require a trained
mental health professional.

Key Points

• Emotions and psychological problems
associated with infertility include hope,
disappointment, anger, anxiety, depression,
sense of inadequacy, sexual dysfunction,
social pressure and isolation, low self-
esteem and marital discord.

• Anxiety levels and stress have been linked to a
lower chance of conception, but it is unclear
whether they are the causal factor or a
consequence of subfertility.

• Chronic lifetime psychosocial stressors (such
as a personal history of abuse, or personal or
family history of recreational drug use) have
been shown to be associated with diminished
ovarian reserve.

• Generally, men prefer to receive information
and emotional support from the infertility
clinician rather than from friends or mental
health professionals and support groups.

• Couples undergoing fertility treatment value
sensitive interactions, tailored psychological
support, continuity of care and involvement of
both partners in the treatment process and in
decision making. Their needs can be
subdivided into cognitive, behavioural,
emotional and relational/social domains.

• The initial assessment of infertility patients
should include assessment of theirmental health
state and support needs. A brief questionnaire
may be helpful in determining what referrals to
local services may be necessary.

• Guidelines published by the European Society
for Human Reproduction and Embryology
(ESHRE) describe three complementary levels
of psychosocial care: routine psychosocial
care, infertility counselling and
psychotherapy.
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• Health professionals providing care to
infertility patients should develop skills for
‘patient-centred care’. Those involved in
surrogacy arrangements should be familiar
with the pertinent psychosocial issues.
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Chapter

15
Psychological and Social Aspects
of Reproductive Life Events among Men
Jane R. W. Fisher and Karin Hammarberg

Investigations of the psychological and social aspects
of reproductive life events and reproductive health
have focussed predominantly on women, but in the
most recent decade there has been an increased focus
on the needs and experiences of men. This body of
evidence has been derived from secondary analyses of
national data, quantitative self-report surveys and
qualitative investigations based on interviews and
group discussions. Some research has been designed
specifically to investigate men, and some has investi-
gated men as members of couples or as fathers.
The research evidence has been generated predomi-
nantly in high-income countries; there is less evidence
about these experiences among men living in
resource-constrained low- and lower-middle income
nations.

Unintended Pregnancy
Decisions to have intercourse, use or not use contra-
ception, or whether or not to continue a pregnancy
are generally not made by women alone, but much
less is known about men’s, than women’s, contra-
ceptive behaviours and experiences of unintended
(mistimed or unwanted) pregnancies. Kågesten
et al. undertook secondary analyses of data from
the population-based FECOND survey in France
that used random digit dialling to recruit 8,675 peo-
ple (3,373 men) aged 15–49 years [1]. Questions
about pregnancy intention (whether or not it was
wanted, and timing) were asked of participants who
reported a pregnancy in the prior five years. Overall
5% of the heterosexually active participants reported
an unintended pregnancy in the ascertainment per-
iod. Risks were higher among those who were
younger, whose financial circumstances were inse-
cure and whose relationships were fragile or ending.
Although 72% of men in this circumstance reported
that they (or their sexual partner) had been using
contraception, more than half (58%) considered that
their use of contraceptives had been inconsistent

(had not used a condom all the time) or that it had
failed (oral contraceptive pills had been missed or
condoms had slipped or broken). More than half
believed that their partner had been using contra-
ception and they had not themselves taken contra-
ceptive steps.

Questions about pregnancies and pregnancy pre-
vention were also asked in the Understanding
Fertility Management in Contemporary Australia
national survey that was completed anonymously
by 2,234 people (691 men) aged 18–50 selected ran-
domly from the electoral roll [2]. Detailed follow-up
questioning was not possible, but 23% of the men
indicated a lifetime experience of at least one ‘acci-
accidental pregnancy’. Only 17.6% of male respon-
dents were aware of the fertile period of the
menstrual cycle, and about 10% were using with-
drawal to avoid pregnancy. Although most felt com-
fortable talking to a sexual partner about
contraception (90.6%) and believed that contracep-
tion should be a shared responsibility (92.7%), less
than a third (29.3%) recalled being taught about
pregnancy prevention in school sex education.
The unintended pregnancy was attributed to contra-
ceptive failure by 15.3%, forgetting to use contra-
ception by 21.6% and withdrawing too late by
10.8% of men.

Fatherhood: Attitudes, Intentions
and Aspirations
The desire to have a child is multifactorially deter-
mined, including by age, marital status, parity, gen-
der, culture, religious beliefs and the degree of
reproductive autonomy and access to contraception
in a particular setting [3]. In most high-income coun-
tries there has been a rapid increase in the average
ages at which men father children, and at which
women first give birth; there is also a decrease in the
total fertility rate and average family size.
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Fatherhood Aspirations among Men Who
Are Presumed to Be Fertile
There are relatively few population-based investiga-
tions of the aspirations, expectations and desires to
have children among men. Thompson and Lee sur-
veyed 382 childless single menwho were taking a first-
year psychology subject at an Australian university
and had self-identified as wanting to have a child at
some point in the future [4]. Most wanted to father
a child by their late twenties or early thirties, and the
circumstances in which they wished this to occur was
within a stable and loving partnership, when qualifi-
cations were completed, and when personal maturity
had been achieved. Preferences were expressed for
fatherhood to occur within a married, rather than
a non-married but stable relationship and when
a permanent job and dependable income had been
secured. The preferences were explored in further
semi-structured interviews about general life aspira-
tions, including fatherhood by the age of 40 years,
with 16 of these men aged between 18 and 22 years
[5]. Marriage and having children (in general two or
three) were widely described as fundamental to life-
time contentment and fulfilment. A tension was iden-
tified between the traditional view that men should be
the main financial providers for their families and the
contemporary ideal that fathers need to be competent
and available caregivers who share household work
with their partners. Few contemplated part-time
employment in order to share the care of dependent
children, and it was concluded that few had role
models to follow in which income-generating and
unpaid care-giving work had been shared equitably
between partners who were parents. Some acknowl-
edged that realizing the circumstances essential to
being able to contemplate parenthood might narrow
the life window in which this goal was possible.

Using random-digit dialling, Roberts et al.
recruited 495 biologically childless men aged 20–45
years living in Calgary, Canada, who completed
a structured interview about their plans for parent-
hood and factors associated with the decision to have
a child [6]. A third were partnered and almost all
(86%) wanted to have a child; 6.3% were trying
actively to conceive. Like the younger Australian
men in Thompson et al.’s studies, this Canadian
group as a whole identified financial security as an
important precondition, but also the partner’s desire
for children and her ‘suitability’ as a potential co-

parent. They also found, however, that men who
were in the older age group (35–45 years) were sig-
nificantly less likely than younger men (20–24 years)
to regard financial security as a precondition for
fatherhood, and more likely to acknowledge that
they were experiencing a ‘biological clock’, suggesting
that there is more adaptation to the reality that there
are rarely perfect circumstances in which to have
a child, as they aged. Kessler et al. (2013) analysed
the data from the 6,168 childless men aged 15–44
years collected in the US 2006–2010 National Survey
of Family Growth among a representative sample of
more than 22,000 American people. Most (88%)
wanted to have a child in the future, with proportions
expressing this wish declining with age.

Attitudes and motives influencing the desire to
have or not to have children were examined in com-
munity-based surveys in Germany [7] and England
[8]. Overall, desire for children among childless
women and men aged at least 30 years was equal and
linked to wishes to create new life, form a household
and experience love, and was lowered by financial
concerns.

Fatherhood Aspirations among Men Who
Are Gay
There is a small literature describing aspirations for
fatherhood and intentions to become a parent among
gay men. In Italy, where people in same-sex relation-
ships only recently acquired rights to form civil part-
nerships, but only in rare circumstances to adopt
children, a small proportion (10%) of gay men have
children, most born in prior heterosexual relation-
ships. Baiocco and Laghi compared the parenting
intentions and aspirations among 930 childless het-
erosexual and homosexual people, including 199 gay
men [9]. Fewer gay (51.8%) than heterosexual men
(81.0%) wanted to have children, and even fewer
(30.2%), compared to 73.1% described an intention
to become a parent. In the United States, Riskind and
Patterson analysed data from the 2002 National
Survey of Family Growth of 12,571 people (103 gay
men), to investigate the same questions [10]. Findings
were very similar to the Italian study, including that
desires and intentions to become a parent were lower
among homosexual than heterosexual men and les-
bian women. In both studies, however, a substantial
proportion did want to become parents, and Riskind
and Patterson noted that valuing of parenthood was
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the same among heterosexual and homosexual parti-
cipants [10]. Baiocco and Laghi interpreted their find-
ings as reflecting the contextual barriers of lack of
access to surrogacy or adoption for men in same-sex
partnerships [9].

Fatherhood Aspirations among Men Who
Are Experiencing Fertility Difficulties
Stereotypically, women are presumed to desire chil-
dren and therefore to experience grief when the life
goal of motherhood is unrealized, but men, having
more diverse life opportunities, have been described
as being ‘disappointed but not devastated’ by being
unable to have a child [11]. Desire for fatherhood has
also been investigated among men diagnosed as infer-
tile or whose partners are infertile or who have unex-
plained infertility as a couple. Edelmann et al.
conducted a postal survey of emotional distress
among 205 couples belonging to the National
Association for the Childless in the United Kingdom
in which the male partner was infertile [12]. Levels of
distress were higher than in the general community
and similar among men and women, suggesting that
men do not experience infertility as merely ‘disap-
pointing’. Dyer et al. found among 50 couples attend-
ing public infertility treatment clinics in South Africa
that men and women desired children with similar
intensity [13].

Longer-term attitudes towards parenthood were
surveyed among 112 Australian men who had been
diagnosed as infertile five years earlier [14]. Of these
participants 84% reported that they desired parent-
hood as much as their partner did; fewer than half
agreed that it would be more disappointing for
a woman than a man not to have a child. In the
Netherlands 108 infertile couples who had not
become parents, on average 8.6 years after treatment
initiation, completed self-report questionnaires. Men
were less likely than women to ‘think often’ about
having children, but they were equally likely (86%)
still to want a child and to identify happiness as the
main motive to seek parenthood [15].

Age, Health and Fertility among Men

Age
The consequences of chronological age for female
fertility, including increased time to pregnancy and
higher rates of chromosomal abnormalities that are

associated with reduced conception and increased
spontaneous abortion, from the mid-thirties are well
established [16]. Fertility among men also declines
with age, with increasing proportions of morphologi-
cally abnormal sperm and higher mutation rates in
genetic material carried within the sperm of older
compared to younger men. While conceptions can
occur between a man in his fifties and a younger
woman, in general infertility rates increase among
men from the late thirties [17]. In a recent review of
the evidence about the impact of paternal age on the
health and development of offspring, Lawson and
Fletcher found that when maternal age is controlled,
rates of stillbirth are higher when the father is aged
over 40 years and increase further when he is over 50
years [18]. While overall rates are low, they also found
that there are increased risks of autism spectrum dis-
orders, bipolar affective disorders and schizophrenia
among the offspring of older, than younger, fathers.

Mental Health
There have been substantial investigations in recent
decades into whether semen quality at a population
level is changing in response to factors other than
chronological age. Psychological stress, long thought
to be a factor contributing to unexplained infertility
among women, has been investigated in relation to
men but, most commonly using semen samples from
men in couples seeking fertility treatments and thus
not representative of men in the general population.
Gollenberg et al. assessed experiences of major
adverse life events in the prior three months (the
period of spermatogenesis) and standard parameters
of semen quality among 744 fertile men who, with
their pregnant partners, were participants in the Study
for Future Families, conducted in five US major cities
[19]. They found that those reporting two or more
recent challenging events were twice as likely to have
sperm classified as below-normal standard interna-
tional criteria for concentration, motility and mor-
phology than those who reported fewer than two
such events, including when alcohol, tobacco and
illegal substance abuse was controlled for in analyses.
These authors propose an endocrine pathway with
increased stress hormones leading to reduction in
essential precursors for sperm production. Li et al.
undertook a review of 57 cross-sectional studies with
a total participant pool of almost 30,000 men from 26
nations, which had investigated associations between
psychological, social or behavioural factors and semen
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parameters [20]. Meta-analyses of the impact of age,
body mass index, smoking, alcohol and coffee con-
sumption and self-reported psychological stress were
conducted. They concluded that although there might
be interactions among them, higher age, smoking,
alcohol consumption and psychological stress were
all risk factors for poorer semen quality and therefore
for male fertility.

Cancer and Cancer Therapies
One of the most clearly established risks to fertility is
cancers, some of which have a direct impact on repro-
ductive organs, and the cytotoxic chemotherapies or
radiotherapy required for cancer treatment [21].
There have been quite extensive investigations of the
psychological and social consequences of fertility dif-
ficulties related to cancer experienced during child-
hood or reproductive life, synthesized in recent
systematic and narrative reviews [22, 23].

People in this circumstance experience the com-
plex psychological demands of adjustment to
a potentially life-limiting condition, which might
require treatments with the potential side effect of
loss of fertility, including removal of malignant tis-
sues, and adjuvant treatments to prevent recurrence.
Tschudin and Bitzer reviewed 24 studies, which had
used interviews or surveys to assess the psychological
aspects of fertility preservation among men and
women in the context of cancer [23]. They identified
the contrasting psychological processes of fear, loss
and despondency that might accompany cancer, and
of joy and optimism that are associated with fertility,
and suggested that fertility preservation could be
experienced as providing hope in an otherwise bleak
situation. However, they also found that while clin-
icians were in general in favour of sperm banking for
all men experiencing cancer, some oncology specia-
lists lacked personal knowledge of the techniques,
relationships with clinicians specialized in fertility
preservation, or access to services, to offer it and
were hesitant to raise the topic in consultations.
In general patient perspectives were that they wanted
to preserve future fertility but did not want it to
involve delays in initiating cancer treatment.

Goossens et al. reviewed 27 papers reporting
investigations of fertility-related information needs
and preferences, and experiences of clinical consulta-
tions from the perspectives of people who had experi-
enced cancer, and healthcare providers [24]. People

with cancer, in particular those who are young, do not
yet have children, or who have plans for further chil-
dren want fertility-related information, but there is
great variation in the proportion (0–85%) who receive
it. Younger patients were more likely than those who
were older, to report unmet information needs.
Barriers to the provision of such information identi-
fied by healthcare providers included prioritization of
survival over other concerns, and self-appraised lack
of knowledge and skills about fertility preservation.
Similar conclusions had been reached by Quinn et al.
in their review of 29 papers about fertility decision-
making in the context of paediatric cancers [25]. They
found consistent evidence that adolescents experien-
cing cancer want to participate in fertility decision-
making and do not want decisions made in their
interests by either treating clinicians or their parents.

Crawshaw elaborated these findings in a narrative
review of the fertility preservation needs of adoles-
cents and young adults experiencing cancer [26]. She
concluded that ‘professional gate-keeping’ related to
inadequate knowledge or perceptions that patients are
too young, or too sick, or have too limited a prognosis,
or that risk of damage to fertility is low, or unease in
discussing sexual or reproductive matters can lead
clinicians not to provide information or invite discus-
sion with young people in this predicament or their
families. Fertility preservation was more likely to be
discussed with people who were childless, graduates,
Caucasian and heterosexual than others. Parents too
can feel awkward about discussing fertility preserva-
tion with young men, in particular as collection of
semen requires masturbation.

As survival rates following testicular cancer are
generally high and life expectancy is not necessarily
reduced, Carpentier and Fortenberry argued there
are needs to consider long-term as well as the
immediate and medium-term impacts of survivor-
ship among adolescents and young men [22]. In their
review of 37 studies they found that the mental
health, including self-esteem, of men who were in
committed romantic relationships at point of diag-
nosis was protected. However, men who were single
were especially vulnerable to subsequent lasting
anxiety about sexual functioning and fear that dis-
closure of having experienced cancer would limit
future intimate partnerships. Although some studies
reported that there was little evidence that sexual
interest, functioning and pleasure changed after
treatment for testicular cancer, others reported that
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anxiety about sexual performance began during
treatment and was enduring.

Overall, conclusions were that providing clinical
care in this situation is especially difficult because it
involves not only the transfer of information
about cancer and cancer treatments but also about
future fertility, each with ethical complexities [23]. It
requires sustained emotional support and considera-
tion of existential meanings all bound by the time
constraints of commencement of oncology treatment.
Crawshaw highlights the importance of taking a life
course approach, which incorporates awareness that
from the point of cancer diagnosis onwards, future
hopes, aspirations and expectations both in the
immediate and longer term are altered [26]. She con-
cludes that consideration of fertility, including ferti-
lity preservation, is intrinsic to comprehensive cancer
care and should be included routinely as a best
practice.

Fertility-Related Knowledge,
Attitudes and Behaviours
In addition to social and economic circumstances, the
achievement of desired goals of family formation
requires knowledge of fertility, fertility management
and both contraception- and fertility-promoting beha-
viours that can reflect personal values and attitudes.

Knowledge of Factors That Influence
Fertility
Knowledge of the associations among aging, health-
related behaviours and fertility was assessed in
a population-based telephone interview survey
initiated by the Fertility Coalition, a consortium of
agencies in Australia [27]. Participants were English-
speaking adults aged 18–45 years who wished to have
a child in the future. While the recruitment fraction
was quite low (18% of eligible respondents), 462 peo-
ple (45% men) provided complete data. Among male
participants, 35% believed that male fertility begins to
decline at the age of 50 years and 23% that it is
unaffected by age. They were significantly more likely
than female participants to state either that they did
not know at what age fertility begins to decline, or that
age does not affect fertility. Among men who had not
completed secondary schooling 19% believed that
female fertility is unaffected by age, compared to
only 2% of those with post-secondary education.

Fewer respondents believed that male obesity (30%)
or smoking (36%) influences men’s fertility compared
with the equivalent beliefs about the adverse impact of
female obesity or smoking (both 59%) on fertility.
Higher proportions of men than women believed
that obesity and smoking have no influence at all on
male fertility. Only a third were accurately informed
about the time during a woman’s menstrual cycle
when conception is most likely to occur.

In order to assess knowledge about fertility among
younger people who had received sexual and repro-
ductive health education at school, Ekelin et al. sur-
veyed 274 18- to 20-year-olds (146 young men) in two
Swedish schools [28]. Most wanted to have children in
the future. The males believed that female fertility
begins to decline markedly at the age of 47.5 years
(significantly older estimated age than among female
respondents), and fewer of them were aware that
conception is most likely to occur mid-menstrual
cycle, and that age or high or low body mass index
influences fertility, than women.

Understanding and knowledge of fertility treat-
ment using assisted reproductive technologies (ART)
was assessed among 599 childless Canadian men aged
20–50 years who were presumed to be fertile, using
a male adaptation of the Fertility Awareness Survey
and compared to equivalent data from women by
Daniluk and Koert [29]. Overall 53% were assessed
as having some knowledge and 13% as being fairly
knowledgeable about ART. However, answers to the
20 information-based questions suggested major
knowledge gaps, and 81% believed that general health
and physical fitness are better indicators of fertility
than age among women older than 30 years. Their
overall knowledge levels were significantly worse
among men than the comparison population of child-
less women.

Bunting et al. investigated related questions
among 10,045 people (1,690 men) aged 18–50 years
from 79 countries who had been trying actively to
conceive for at least six months [30]. Their
International Fertility Decision Making Study used
an online survey to investigate aspects of decisions
to have a child and what to do if attempts to conceive
spontaneously were unsuccessful. Men, in particular
those without post-secondary education, who were
not employed or lived in a rural area had lower knowl-
edge than women on fertility knowledge questions
which included awareness of indicators for reduced
fertility and misconceptions about fertility.

Psychological and Social Aspects of Reproductive Life Events among Men

125
16

11:47:26



Experiences of Pregnancy and Early
Adjustment to Parenthood
Psychological aspects of pregnancy, childbirth and the
early postpartum period have been investigated exten-
sively among women, in particular in high-income
countries. Condon et al. completed one of the first
prospective cohort investigations of psychological
symptoms, sexual satisfaction and alcohol use
among 312 men without children, but who were part-
ners in a pregnancy. Repeat assessments were under-
taken from about 23 weeks’ gestation until the end of
the first postpartum year [31]. They found that the
highest level of symptoms of depression and anxiety
was in mid-pregnancy, and that these diminished and
thereafter remained stable from advanced pregnancy.
In mid-pregnancy, 5.2% of men scored in the clinical
range (> 12) on the Edinburgh Postnatal Depression
Scale (EPDS), but at all subsequent assessments about
1% scored at this level. Of greatest concern was that at
all assessment points about one in four men reported
using alcohol (Alcohol Use Disorders Identification
Test score > 7) at harmful levels. Proportions of men
reporting low sexual satisfaction increased from 27%
in mid-pregnancy to 37% a year postpartum, and for
up to half of them frequency of intercourse was lower
than had been anticipated at each assessment point.
The authors concluded that contrary to their expecta-
tions, pregnancy was more stressful for men making
the transition from being childless to becoming
a parent than the postpartum year but that overall,
men appeared to be underprepared for the impact of
parenthood on their lives.

Wynter et al. assessed the period prevalence of
common mental disorders in a community cohort of
172 couples in the six months after the birth of a first
child [32]. They found that no men met diagnostic
criteria for major or minor depression, but that
experiences of anxiety were more common. In total
13% experienced an adjustment disorder with anxiety
and 4% an anxiety disorder. They found in further
analyses that higher levels of depressive symptoms
(EPDS scores) were reported by both men and
women who experienced their intimate partners as
critical and controlling [33]. Symptoms worsened if
the baby was unsettled with unsoothable crying or
difficulties settling to sleep or if they had coincidental
adverse life events.

Fisher et al. completed a cross-sectional survey of
a randomly selected sample of 231 men whose wives

were >28 weeks’ pregnant or mothers of 4- to 6-week-
old babies in rural and urban communes in northern
Vietnam [34]. As has been found among women,
prevalence of common mental disorders was much
higher in this lower-middle-income nation than that
found in high-income countries. Overall, 17.7% were
diagnosed with a depressive or anxiety disorder and
33.8% with harmful alcohol use. Perinatal common
mental disorders among men were associated with
experiencing coincidental life adversity (most com-
monly poverty and food insecurity), intimate partner
violence, an unwelcome pregnancy and primiparity.
Alcohol misuse was more common among men with
low education, living in the poorest households and in
unskilled work.

Humberd et al. used in-depth interviews to inves-
tigate how 36 American men established their identi-
ties as fathers in the context of changes in social
expectations of the roles and responsibilities of par-
ents and traditional workplaces [35]. They concluded
that a strong and widely held cultural belief prevailed
that there would be little change in any aspect of
aman’s employed role or income-generating activities
once he became a father. They also concluded that
there was little appreciation within organizations, or
among colleagues, that fathers of young children
needed flexibility in order to fulfil care-giving obliga-
tions and that this constitutes a significant structural
barrier to more equitable gender roles and division of
labour.

Experiences of Infertility
and Infertility Treatment
In high-income countries about 15% of heterosexual
couples experience difficulties conceiving when
pregnancy is desired and in up to half of these cou-
ples infertility is attributable to male factors [36].
In low-income settings prevalence is thought to be
higher in particular where undetected and untreated
reproductive tract infections are common [37]. Men
are affected by infertility either through being diag-
nosed as infertile themselves, being the partner of
a woman who is infertile, or by being a member of
a couple with unexplained infertility. Fisher and
Hammarberg reviewed 73 papers which reported
data about the psychological and social aspects of
diagnosis, ART treatment and unsuccessful treat-
ment among men with fertility difficulties [38].
Although the research is diverse in theoretical
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conceptualizations, research designs, study settings,
inclusion criteria for participants and data sources,
there is general consistency of findings. These indi-
cate that diagnosis and initiation of treatment are
associated with elevated infertility-specific anxiety
and that unsuccessful treatment can lead to a state
of lasting sadness, but rates of clinically significant
mental health problems are no higher among them
than among men in the general population. Infertile
men who are socially isolated, have an avoidant style
and appraise stressful events as overwhelming are
vulnerable to more severe anxiety. Men prefer oral
to written treatment information and to receive
emotional support from infertility clinicians rather
than frommental health professionals, self-help sup-
port groups or friends.

Summary and Implications for Policy
and Practice
Overall therefore the evidence indicates that most
young and older men with and without fertility
difficulties express a desire to have children. It is
possible that there is some idealization of the poten-
tial to achieve the circumstances in which they want
to do this, including establishment of an occupa-
tional identity, security of employment and income,
and finding a partner with desired qualities to
be a co-parent to their child. Despite these aspira-
tions, unintended and unwelcome pregnancies
occur related to inconsistent or incorrect use of
contraception, use of less effective methods like
withdrawal and inaccurate presumptions that con-
traception is a woman’s responsibility. Using like-
lihood estimations, Kessler et al. ascertained the
chance that men childless at a specific age would
actually achieve fatherhood [17]. They concluded
that by the age of 45 more than one in seven would
remain childless and that ‘Miscalculation in the
postponement of fatherhood is one of the most
likely causes of involuntary childlessness among
men’. In the context of cancer the available evidence
is that semen quality is broadly similar among males
with and without malignancies, but deteriorates
rapidly after a single cycle of cytotoxic treatment
[39]. Sperm can be stored and pregnancies occur
using frozen sperm, but decisions first to store and
then to use sperm for conception in this context
remain complex for men who are affected, their
families and treating clinicians [21]. Together

these have major implications for policies and clin-
ical practices about reproductive events and repro-
ductive health among men.

Policy
Policies to promote reproductive autonomy and the
realization of reproductive aspirations have to include
strategies both to reduce unintended and unwanted
pregnancies and to preserve and promote fertility.
Each requires approaches that address the information
needs of boys and men as well as girls and women and
the interpersonal skills to negotiate fertility decision-
making. Kågesten et al. argue that ‘male-oriented stra-
tegies are needed to help men take control over their
reproductive goals’ [1]. These include school-based
and public education programs about contraceptive
behaviours and skills to negotiate use of contraception,
including to avoid presumptions that it is a female
responsibility. Hammarberg et al. concluded that
a high proportion of men and women of reproductive
age in Australia lack knowledge about the potentially
modifiable factors that affect fertility [27]. They advo-
cate a ‘broad-based approach’ to improve knowledge,
which should be integrated into school-based sexual
and reproductive health curricula and public health
education, in particular using online resources and
social media (e.g. yourfertility.org.au).

Clinical Practice
Each clinical encounter is an opportunity to assess
knowledge, address information gaps, assist beha-
viour change and model interpersonal skills.
Kågesten et al. advocate that all family planning
should be ‘gender-inclusive’ and engage men and
women as individuals with reproductive rights,
aspirations and health needs in which each should
participate actively [1].

Ginsberg et al. andCrawshaw conclude that storage
of sperm should be offered to all boys and men who
experience cancers while of reproductive age [39, 40].
The discussion should be initiated by the oncology
clinicians and is assisted by the availability of clear
pathways to fertility preservation services. Among ado-
lescents and young men, this discussion has to include
their parents (on whommost adolescents rely for assis-
tance with interpretation of information) who are
usually more conscious of the impact of potentially
compromised fertility than the young people them-
selves. They also found that the order of presenting
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information was crucial: people hearing the risks
before the benefits are more likely to accept fertility
preservation than when it is presented in the reverse
order, in particular if their parents have a good under-
standing of the process and the potential outcomes.

Fisher and Hammarberg conclude that compre-
hensive clinical care within infertility services is of
particular importance to the protection of emotional
well-being among men affected by infertility [38].
As men appear to be more likely to confide in and
want information and emotional support from infer-
tility clinicians, than from friends or mental health
professionals, explicit assessment of the emotional
well-being of men at initial assessment and during
treatment might be beneficial.

Key Points

• Stereotypically, women are presumed to
desire children and therefore to experience
grief when the life goal of motherhood is
unrealized, while men in the same position
have been described as being ‘disappointed
but not devastated’, Studies have shown,
however, that men do not experience
infertility as merely ‘disappointing’, and
that men and women desire children with
similar intensity.

• A substantial proportion of homosexual men
want to become parents and valuing of
parenthood has been found to be the same
among heterosexual and homosexual persons.
Although desires and intentions to become
a parent are lower among homosexual than
heterosexual men and lesbian women, this
probably reflects the contextual barriers of
lack of access to surrogacy or adoption for
men in same-sex partnerships.

• When maternal age is controlled, rates of
stillbirth are higher when the father is aged
over 40 years and increase further when he is
aged over 50 years. While overall rates are low,
there are increased risks of autism spectrum
disorders, bipolar affective disorders and
schizophrenia among the offspring of older,
than younger, fathers.

• Although there might be interactions among
them, higher age, smoking, alcohol
consumption and psychological stress are all
risk factors for poorer semen quality and
therefore for male fertility.

• Adolescents experiencing cancer want to
participate in fertility decision-making and do
not want decisions made on their behalf by
either treating clinicians or their parents.

• The achievement of desired goals of family
formation requires knowledge of fertility,
contraception- and fertility-promoting
behaviours that can reflect personal values and
attitudes. Men are less informed about these
aspects of their reproductive lives and health
than women are. A higher proportion of men
than women believe that obesity and smoking
have no influence at all on male fertility, and
only a third of men are accurately informed
about the time during a woman’s menstrual
cycle when conception is most likely to occur.
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Chapter

16
Biopsychosocial Factors in Chronic
Pelvic Pain
Linda McGowan

Introduction
The aim of this chapter is to provide an overview of
chronic pelvic pain utilizing a biopsychosocial frame-
work. A broad perspective is provided to support the
rationale for using this framework in both clinical and
research settings. Emphasis is placed on research
which informs the biopsychosocial approach, and
treatments/interventions which are underpinned by
this model.

Background
Chronic pelvic pain (CPP) is a surprisingly common
condition that is challenging for both women and
their health professionals. CPP is a worldwide phe-
nomenon affecting all ethnic groups and countries
[1]. Community surveys conducted in the United
Kingdom and the United States report between 15
and 24% of women aged 18–50 report experiencing
CPP within the last three months [2, 3]. In the United
Kingdom, CPP accounts for approximately 38 per
1,000 visits to primary care services; a rate similar to
that of asthma and chronic back pain [4]. In addition,
CPP is the reported reason for 20–40% of all gynae-
cology outpatient appointments in the United
Kingdom (RCOG, Green Top Guidelines) [5].

The aetiology of persistent pelvic pain is complex
and poorly understood; common diagnoses include
endometriosis, infection, adhesions and irritable
bowel syndrome (IBS); the aetiology may be related
to musculoskeletal and neurological conditions. [6]
The most frequently reported comorbid conditions
include dysmenorrhoea, dyspareunia and IBS [7].
Early work suggested that pelvic vein incompetence
may be an important cause of CPP [8]; it has been
suggested that this could be missed at diagnostic
laparoscopy, as patients are tilted head down which
causes the dilated veins to empty (McCollum – perso-
nal communication). Given the complexity of CPP it
is not surprising that standardized guidance for

clinicians is more helpful in cases where there is
a definitive diagnosis or a more complete workup of
presenting symptoms (Royal College of Obstetricians
and Gynaecologists [RCOG]; European Association
of Urology; American College of Obstetricians and
Gynecologists [ACOG]) [5, 9, 10].

The majority of women who suffer CPP are in
their reproductive years. Living with persistent lower
abdominal pain has an adverse effect on women’s
quality of life, including coping with pain, psycholo-
gical distress and difficulties with personal relation-
ships and sexual functioning. [11, 12] There is limited
research into the effect CPP has on personal relation-
ships [13], although one study has noted the impact of
endometriosis for women in heterosexual relation-
ships had significant implications for the male partner
and for the couple’s relationship. This was not just
confined to sex and intimacy but also affected areas
such as communication, negotiating healthcare and
support and planning for and having children.

The true economic cost of CPP is hard to quantify
due to the lack of current data. Annual direct treat-
ment costs in the United Kingdom have been esti-
mated at £158 million, with indirect costs of
£24 million [14]. The economic burden was higher
in women who undergo multiple evaluations. In the
United States reported costs of managing CPP were
estimated at $100 billion/year in 1998.

Facilitating a Diagnosis
Laparoscopy is the most common surgical technique
used by gynaecologists to facilitate making the diag-
nosis, and as a means of excluding more serious
underlying pathology. When identifiable pathology
is found at laparoscopy (e.g. endometriosis, adhe-
sions, pelvic congestion syndrome), then guidance
for clinical management is available (RCOG; ACOG)
[5, 10]. However, laparoscopy fails to identify under-
lying pathology in up to 35% (range 3–92%) of women
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[15]. This means that many women do not receive
a medical explanation to account for their pain.
Subsequently, many women enter a cycle of re-
investigation and re-referral in a search for an expla-
nation for their pain [12, 16]. Some even undergo
hysterectomy which often fails to relieve their symp-
toms [17].

Ghaly and Chien [18] aptly referred to CPP as the
‘clinician’s dilemma or clinician’s nightmare’ as
women who present with this problem pose a major
challenge to a range of health professionals and ser-
vices. Both gynaecologists and GPs have described
women with CPP as ‘heartsink’ patients as they were
considered to be difficult to manage and treat, and
referral options were limited [19, 20]. This was most
evident in cases without a medical explanation, where
management was varied and idiosyncratic [21].
Interviews with women, 18 months post negative
laparoscopy, indicate that they remained anxious
and were dissatisfied with their care; some women
disengage from healthcare despite remaining sympto-
matic [22].

Current Approaches to Treatment and
Intervention
Two recent systematic reviews have comprehensively
assessed current evidence on treatment and interven-
tions for CPP. Andrews et al. [7] addressed the com-
parative effectiveness of therapies for noncyclical
pelvic pain. They included a total of 36 studies
which used a range of designs (18 RCTs; 3 cohort;
15 cross-sectional) to address a series of research
questions. These covered both surgical and non-
surgical interventions and the prevalence of
comorbidities.

The most common non-surgical treatment to date
has been hormonal therapy, usually for the manage-
ment of endometriosis. Comparisons of various
agents were of similar effectiveness. However, an
RCT of raloxifene (selective oestrogen receptor mod-
ulator) versus placebo noted that pain returned earlier
in the raloxifene group. The lack of studies of hormo-
nal therapy on women with CPP without endome-
triosis makes it difficult to assess whether this would
be an option for this subgroup. Surgical approaches
included laparoscopic uterosacral nerve ablation
which was no more effective than simple diagnostic
laparoscopy. In addition, studies found no evidence of
treatment benefit of lysis for adhesions for pain

reduction or improved quality of life. There was insuf-
ficient evidence to support hysterectomy as an ulti-
mate option for women with intractable pain.

Various studies have reported significant clinical
improvement in the majority of women undergoing
embolization for pelvic venous incompetence [23].

Given the lack of good evidence for both surgical
and medical treatments, it is surprising that only
a limited number of studies (n=4) were included in
the review which evaluated other approaches. One
study which used a musculoskeletal approach com-
pared distension of the pelvic floor muscles and joint
between the coccyx and the rectum; this was com-
pared with counselling. The ‘distension’ group
reported reduced pain. A further two studies utilized
common diagnostic techniques – ultrasound and
laparoscopy. Ghaly [24] combined ultrasound and
counselling with expectant management and reported
reduced pain scores in the ultrasound group. In an
attempt to share the visualization of results with
women, Onwude et al. (2004) [25] showed women
photographs taken at laparoscopy. The aim was to
reinforce the clinical messages from the investigation.
Unfortunately, no differences were found between
women who received photographic evidence and
those who did not. Peters et al. [26] used a more
integrative approach which draws on the biopsycho-
social approaches used in pain management pro-
grammes. Consultations gave equal focus to
potential explanations for the pain including biologi-
cal, psychological, posture and lifestyle with laparo-
scopy included if indicated versus usual clinical
workup with laparoscopy. The intervention group
reported a significant improvement in pain and
reduction of associated symptoms, and less interrup-
tion of daily activities.

The interventions outlined previously describe
some interesting yet diverse approaches which pro-
vide promising lines of enquiry. However, it should be
noted that these are single studies that require further
replication.

The quality of included studies was variable.
The authors note that only a few intervention studies
obtained a quality rating of good or fair, and many of
the comparison studies did not include a placebo.
Therefore, treatment effects are likely to be inflated.
In addition, there was a paucity of reporting of harms
data.

The lack of effective surgical interventions for CPP
has led to a resurgence of interest in developing
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appropriate non-surgical and psychosocial interven-
tions (sometimes in combination). Cheung et al. [27]
conducted a systematic review to assess the effective-
ness and safety of non-surgical interventions.
The authors included randomized controlled trials
which addressed a range of non-surgical interventions
including medical, physical, lifestyle and psychologi-
cal approaches. Thirteen RCTs were identified for
inclusion in the review.

The main findings were similar to the Andrews
et al. [7] review in that hormonal treatment (high-
dose progesterone) had the greatest impact on pain
reduction at baseline and up to nine months. Side
effects include bloating and weight gain; however,
these appeared to be tolerated by some women. Head-
to-head comparison showed that women taking
goserelin (GnRH analogue) had greater improvement
in pelvic pain score at one year than those taking
progestogen – but this evidence was from a single
study, and the study did not report on adverse
effects [27].

Interventions which included a psychological
component showed some promising effects on pain
scores. For example, as already noted, when ultra-
sound scan was combined with counselling this has
benefits over a ‘wait and see’ policy.

One interesting study identified by Cheung et al.
[27] involved the use of writing therapy [28]. This
study was based on the premise that written disclosure
about emotional problems and concerns may be
a useful approach to stress management. This research
is based on the seminal work of Pennebaker and Beall
[29], who demonstrated a link between writing about
traumatic or stressful events and physical health.
The aim of the study [27] was to identify potential
moderators of the effects of disclosure since previous
work has shown that some participants gain more
benefit than others when using this approach. Forty-
eight women with CPP were included in a prospective
RCT; those in the disclosure group were asked to write
about stressful consequences of their pain, whilst the
comparison group were asked to record positive events
over a three-day period. Health status was measured at
baseline and two months after the writing exercise.
Whilst the results did not show a range of significant
differences (women in the disclosure group reported
less pain intensity but no differences on sensory or
affective pain, disability or mood), they did identify
a group of women who appeared to benefit the most.
Rather counterintuitively this group of women were

those who were most ambivalent about emotional dis-
closure at baseline. Whilst this study clearly needs
replication, it does suggest the need to be cognizant
of the various subgroups within CPPwhich researchers
and clinicians should take into account when designing
interventions and treatments.

Again, the authors note that the quality of
included studies is an issue. The randomization pro-
cess was often not fully described, and participants
were not always adequately blinded. Attrition rates
across studies were high. Taken together these reviews
confirm the paucity of research relating to non-
surgical interventions for CPP. In both reviews the
authors caution about the quality of the research to
date; it is not robust with issues relating to limited
power, inadequate comparators and flawed designs.

Both reviews note other potential barriers to
developing tailored and effective treatments for
women with CPP. Within the existent literature CPP
as a condition is ill-defined and there is a lack of clear
diagnostic and treatment pathways. Andrews et al.
[7] state that better characterization of CPP would
inform the development of effective and acceptable
interventions. Related to this is the need for better
outcome measures particularly relating to quality-of-
life outcomes to assess the impact of interventions on
women’s lives. In order to capture the biopsychosocial
aspects of CPP, Cheung et al. [26] note the need for
future research studies to incorporate a combination
of both objective and patient-related outcome mea-
sures [30, 31].

Emergence of a Biopsychosocial Approach
Lack of effective treatments and the increasing
acknowledgement of women’s dissatisfaction with
their care have prompted both clinicians and
researchers to acknowledge that a biopsychosocial
approach to management is needed.

The reliance on laparoscopy, as both a clinical and
research tool, to assign women with CPP into known
pathology versus unknown pathology categories has
led to the emergence of an oversimplified, dualistic
model of these complex pain phenomena. A study
which analysed the stories and trajectories of women
with CPP noted that this dualistic approach can lead
women to continue the search for a diagnosis, and
they view the laparoscope as an ‘all seeing camera’ that
will provide them with a definitive answer [12]. When
the laparoscopy is negative and no diagnosis is made,
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women often feel disbelieved by their doctors.
Gaining a diagnosis is seen as validation for their
pain and symptoms; if investigations are negative,
this can have a lasting impact on how women make
sense of their condition. This difference in world
views is illuminated by the following quote, where,
for one woman, her distress at being informed that
her laparoscopy is ‘negative’ appears to be com-
pounded by the ‘delight’ of her gynaecologist:

Gynaecologist No. 2 booked me for a scan and
a laparoscopy, he was delighted to inform me that
there was nothing of any relevance inside. How could
I be in so much pain with nothing causing it? I was
devastated. [12, p 269]

This suggests that the way negative laparoscopy
results are communicated can impact on the way
women perceive their pain. This in turn can give
women a sense that their accounts are not believed.
In an attempt to draw on people’s own views, rather
than questionnaires, a recent study looked at the
effects of being disbelieved when you have a chronic
pain condition (the study included accounts from
women with chronic pelvic pain). This suggests that
a sense of being disbelieved, or that your condition is
not a valid one, can affect personal relationships and
leave people feeling stigmatized, isolated and dis-
tressed [32]. The juxtaposition of these opposing
world views can lead to difficult and unsatisfactory
consultations and misunderstandings by both women
and their doctors [19, 20, 21].

According to Grace [33] the dominance of the
medical paradigm has promoted the ‘failure to
develop understandings of the subjective aspects of
pain, the tendency to reduce causal processes to
mechanisms, and the tendency to consider the psy-
chosocial as purely reactive to the biological’ (p. 525).
Indeed, Souza et al. [16] argue for more qualitative
research to be conducted to provide the basis for
a biopsychosocial approach to women who present
with CPP. They contend that in order to understand
the complexity of conditions like CPP researchers and
clinicians need to understand how women construct
their pain, and that this is achieved only by consider-
ing the meanings, attitudes, aspirations, beliefs and
values. The authors note that the majority of research
in this area has focussed on the ‘biological’ with lim-
ited emphasis on the ‘psychological’ and the ‘social’
from the women’s own unique perspectives. This has
led to a dominance of quantitative methods.
The inclusion of women’s voices, captured by

qualitative inquiry, will strengthen the design of
future interventions and improve services and facil-
ities where women access treatment and care.
The authors conclude their paper with a call for
more psychological approaches for CPP, including
cognitive behavioural therapy.

Some researchers have brought attention to the
gendered nature of pelvic pain [34]. The majority of
research has focussed on women, with CPP in men
being acknowledged only recently (usually as a result
of chronic prostatitis). This has meant that CPP has
been considered to be a condition suffered exclusively
by women. It has been argued that pelvic pain in
women can be normalized if it is associated with
hormonal disturbances, menstruation or the meno-
pause [16]. Thus, CPP can be downgraded as a pain
condition and viewed as a problem commonly asso-
ciated with being female.

More recent qualitative research has shed further
light on the lived experience of women who suffer
with CPP. Toye et al. [35] used a meta-ethnographic
approach to synthesize qualitative research on the
views and understandings that women who suffer
with CPP may hold. This overview revealed that the
ongoing search for an answer for their pain leaves
many women struggling to construct their pain
experience as ‘real’. The sense of not being believed
was apparent across studies, and this was com-
pounded by lack of awareness of the condition by
both health professionals and family and friends.
The authors describe a ‘culture of secrecy’ in reference
to the fact that ‘women’s problems’ remain hidden.
This has an isolating effect on women and can affect
how, when and to whom they disclose their experi-
ence of living with ‘relentless and overwhelming pain’.
In their synthesis Toye et al. [35] propose a conceptual
model which represents women’s struggle to con-
struct their CPP as ‘real’. This analysis of qualitative
research to date reinforces that the labelling of pain of
‘real’ versus ‘not real’ only goes to perpetuate the
legitimacy of women’s symptoms, and this has an
adverse effect on women’s quality of life as a whole.

Toward Supportive Self-Management
Although multidisciplinary approaches to CPP, and
other similar conditions, are to be recommended, the
cost (or lack of cost effectiveness data) and the avail-
ability of few published studies on effectiveness
mean that these services are not widely available in
healthcare systems. This has led to a focus on the role
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of self-management and self-care in people with long-
term conditions. In the United Kingdom the NHS
Plan [36] promotes a model of care for patients with
long-term conditions whereby patients are encour-
aged to self-manage their conditions, alongside med-
ical management and support. Evidence suggests that
self-management of conditions plays an essential part
in minimizing patients’ symptoms. For example, it is
asserted that supported self-help in patients with IBS
reduced the number of primary care consultations
and the perceived severity of symptoms [37]. The
evidence-based self-help package consisted of advice
on lifestyle, diet and pharmacological and alternative
therapies and was informed by patients’ own experi-
ences. It is therefore plausible that women with CPP,
a condition with a similar profile to IBS, might benefit
from such an approach.

However, self-management should not become
self-burden. Seear [38] notes that women with endo-
metriosis who become experts of their own condition
see this as being a ‘third shift’. That is a form of work
which adds to women’s roles of both paid and unpaid
workers. Self-management support needs to be
designed based on current evidence and in the context
of the healthcare systems in which it will be situated.
It is feasible that such self-management packages
would require a facilitator to support women with
the process. In the United Kingdom, interviews with
GPs and practice nurses concluded that GPs would be
best placed to facilitate self-management, since prac-
tice nurses reported feeling uncomfortable with those
women who did not have a definitive diagnosis [21].
Women with PPS often become engaged in a process
of re-investigation and referral during the trajectory
of their condition. Supported self-management earlier
in the process of care has the potential to prevent
women disengaging from care and also to feel com-
fortable to manage their symptoms earlier in the time
course of their illness.

Who facilitates self-management, as in those with
long-term conditions, has been much debated and
lack of facilitation can be perceived as a barrier to self-
care [39]; hence, adequate training and support of this
group of peers is essential. Evaluations of peer support
models are most prevalent in mental health, where
there is some evidence of benefit; however, more
quality randomized trials are needed [40]. There is
the possibility to harness peer support from other
women who have had direct experience of CPP.
Women may also use other information sources

such as the Internet and patient representative orga-
nizations as a resource and gain support from other
women who have direct experience of CPP. These
organizations are of particular importance in less
well-understood conditions such as CPP as they pro-
vide information which takes the women’s perspec-
tives into account. In addition, they help to reassure
women that there are other women who are suffering
with CPP which has the potential to reduce feelings of
isolation. Examples in the United Kingdom are Pelvic
Pain Support Network UK (PPSN UK) (www
.pelvicpain.org.uk/) and in the United States the
International Pelvic Pain Society (IPPS) (http://pelvic
pain.org/home.aspx) [41, 42]. Both organizations
contribute and support research in pelvic pain, and
the IPPS also has information for clinicians and
healthcare providers.

Summary
Chronic pelvic pain is a multifaceted condition that
is often difficult to treat and manage. As argued by
Edozien [43] there is a need to adopt a biopsycho-
social approach to gynaecology service provision,
which includes conditions such as CPP. As this
chapter has shown, the separating of the biological
from the psychosocial has led to inadequate treat-
ments for women with CPP and has held back more
innovative approaches. Treating the pain alone is
often inadequate, and a more multidisciplinary
approach is required [44]. Findings from interven-
tions which have used a multidisciplinary model
show promise and some benefits [26]. Whilst
a multidisciplinary approach to the treatment
and care of women with CPP would seem most
appropriate, the lack of evidence on effective treat-
ment approaches and associated cost effectiveness
of data acts as a barrier to the commissioning of
services.

Research to date has been of varying quality,
and there is an urgent need for more randomized
and controlled trials of treatments which include
medical, lifestyle and psychological. It is also
important that those approaches which have
shown some benefits are replicated to assess the
strength of the evidence. In parallel, robust and in-
depth qualitative research should continue to illu-
minate the views, beliefs and experiences of women
who live with CPP, and address the acceptability of
new ways of treating and managing this condition.
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CPP is a prevalent condition which adversely
affects the quality of the lives of women across
several domains. Given that research has shown
that only 20% of women respond to treatment
over a three-year period [45], it is important that
both clinicians and researchers work together to
identify and develop new interventions that incor-
porate a biopsychosocial approach to improve the
lived experience of women who suffer with CPP.

Key Points

• Living with persistent lower abdominal pain
has an adverse effect on women’s quality of
life, including coping with pain,
psychological distress and difficulties with
personal relationships and sexual
functioning.

• Laparoscopy fails to identify underlying
pathology in about 35% of women with
chronic pelvic pain (CPP). This means that
many women do not receive a medical
explanation to account for their pain and they
remain anxious and dissatisfied with their
care.

• The way that negative laparoscopy results are
communicated can impact on how women
perceive their pain.

• There is a lack of good evidence for both
surgical and medical treatments (such as
laparoscopic uterosacral nerve ablation,
adhesiolysis and raloxifene). The lack of
effective surgical interventions for CPP has led
to a resurgence of interest in developing
appropriate non-surgical and psychosocial
interventions, but there remains a paucity of
robust research data pertaining to non-
surgical interventions for CPP.

• The reliance on laparoscopy to assign women
with CPP into known versus unknown
pathology categories has led to the emergence
of an oversimplified, dualistic model of these
complex pain phenomena which often leaves
women anxious as they continue to search for
a diagnosis.

• In order to understand the complexity of
conditions like CPP researchers and clinicians
need to understand how women construct
their pain, and that this is achieved only by
considering the meanings, attitudes,
aspirations, beliefs and values.
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Biopsychosocial Factors in Emergency
Gynaecology
Olanike Bika

Introduction
Psychosocial, psychological, sociocultural, ethical and
other aspects of social functioning and behaviour
have a significant impact on the perception, presenta-
tion and management of gynaecological emergencies.
The association and health outcomes may not be
a direct causal relationship but may reflect the con-
founding effects that the physical, social and psycho-
logical environment can have on objective measures
of physical health [1].

The coping mechanisms and mental resilience to
physical disease vary greatly from person to person.
Women with mental health disorders often present
with physical symptomatology because the latter car-
ries fewer stigmas. Another reason for psychosomatic
presentations is those women tend to find it easier to
describe physical, rather than psychological, symp-
toms to their health professionals. Health profes-
sionals find it easier to treat physical symptoms, so
women who present with physical symptoms that
have strong psychosocial undercurrents often receive
incomplete or inappropriate treatment.

Patients with depressive disorder are more likely
to have somatic complaints, including chronic pain
resulting in more frequent visits to the emergency
unit, and prognosis tends to worsen in women with
gynaecological problems who also have an untreated
depressive disorder.

This chapter discusses the psychological and psy-
chosocial domains of common diagnoses encountered
in the emergency gynaecology unit and emphasizes the
importance of a holistic approach to diagnosis and
treatment.

Common Gynaecology Emergencies
Gynaecological emergencies (see Table 7.1) are disease
conditions of the female reproductive system that can
threaten the quality of life of the woman, her existence,
her sexual function and her fertility. Gynaecological

emergencies, including life-threatening ones, require
not only appropriate and rapid clinical decision-
making but also an understanding of the emotional
implications for the patient, family and staff.

Complications of Early Pregnancy

Miscarriage
Problems encountered from complications arising in
early pregnancy can have significant psychosocialpro-
blems on women, and this needs to be sensitively-
handled. About a quarter of pregnancies end in
miscarriage with a psychological aftermath which
may last for a number of months. Miscarriage can
mean different things to different women, but it is
usually a personal and emotional experience. While
some women will adjust without distress, others will
experience it as the loss of a baby with all of the
sadness and grief that this entails. Many women who
suffer a miscarriage will feel not just the loss of the
pregnancy but also a loss of self-confidence, hopes and
dreams. The psychological aftermath includes avoid-
ance, grief, guilt, anger, anxiety and depression.
About 15% of women experience clinical depression

Table 17.1 Gynaecology emergencies

Examples of common Gynaecology emergencies

Acute on chronic pelvic pain

Acute pelvic inflammatory disease (PID)

Complications arising from ovarian cysts

Complications arising from tumours

Complications following artificial reproductive
techniques

Complications of early pregnancy (miscarriage,
ectopic)

Menstrual problems

Post-surgical complications
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and or anxiety for up to three years after
amiscarriage. The range and severity of the symptoms
may vary; some women may continue to mourn their
lost baby even after the subsequent birth of a healthy
child [2]. Because of the suddenness and urgency
associated with miscarriage there is often little time
to prepare for the loss and its impact. Many women
report a sense of chaos – on one hand everything
happens so quickly and yet, at the same time, the
world stands still for them. There is often inadequate
time to assimilate events and adjust on a psychological
and emotional level. However, the majority of studies
show that levels of anxiety and depression reported
were generally within a range considered normal,
indicating most women do not experience significant
anxiety and depression following miscarriage. There
is no confirmation of an association between the
gestation age at miscarriage and intensity of grief,
anxiety or depression. The underlying psychosocial
risk factors predisposing a miscarrying woman to
psychological morbidity include a history of psychia-
tric illness, infertility, childlessness, conception by
assisted reproduction, lack of social support or poor
marital adjustment, prior pregnancy loss and abor-
tion and poor coping mechanism [3]. Simple and
effective screening measures of psychological morbid-
ity in the context of miscarriage have not been well
established, although some studies have highlighted
that psychological follow-up was highly desired by
miscarrying women, and that psychological interven-
tion was potentially beneficial [4].

Women do not experience miscarriage as a rou-
tine complication; medicalisation is both resisted
and desired and, for some women, more support
and information are needed to assist their search

for meaning [5]. Attributing pregnancy loss to med-
ical causes may be associated with lower levels of
anxiety and identifying the cause of fetal loss may
reduce the feelings of self-blame. Whether a woman
declines or engages in therapy, a key component of
all communications to couples who miscarry is that
they are not alone [6]. Psychological debriefing pro-
cesses may have a positive influence on emotional
adaptation. A study looking at women debriefed
and assessed at one week and four weeks after
miscarriage showed a positive influence on emo-
tional adaption when the Hospital Anxiety and
Depression Scale and Impact of Events Scale were
used. Half of the women who also received psycho-
logical debriefing at two weeks showed the follow-
ing: Intrusion and avoidance scores were initially
high but had significantly decreased by four
months. Depression was not detected at any time
point, but anxiety was significantly higher than
community sample estimates at one week and four
months. Psychological debriefing was perceived
to be helpful but did not influence emotional adap-
tation [7].

Holistic management following a miscarriage
should address women’s different needs, such as
understanding the reasons for the loss of their preg-
nancy as well as the emotional side. Miscarriage
should be conceptualized not as a trigger to psycho-
logical morbidity but as a process involving the stages
of turmoil, adjustment and resolution [8]. Miscarriage
has been considered as a pivotal point in the lives of
some women resulting in the reassessment of both
their past and future experiences.

Holistic management also engages the partner as
a major source of support.

Response to
miscarriage

Grief
Guilt

Anger
Anxiety

Depression
Self-blame

Possible Triggers

Psychiatric illness
Infertility

ART
Poor pregnancy history

Previous pregnancy
loss including
termination

Management

Empathy
Communication

Acceptance
Debrief

Counselling
Support

Figure 17.1
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Complications Following Assisted
Reproductive Technologies (ART)
Fertility treatment is stressful because of the emo-
tional roller coaster of expectations, disappointment
and the marked hormonal changes that occur dur-
ing the cycle of treatment (see also Chapter 14.
The most dreaded misfortunes (see Table 17.2) for
couples who want children following successful
ART are miscarriage (29%) and ectopic pregnancy
(2–11%, including heterotopic, interstitial and
cervical ectopic pregnancies). Four deaths were
directly attributed to ART in the 2009–2012 UK
Confidential Enquiry into Maternal Deaths.
The higher miscarriage rate following ART is attrib-
uted to characteristics of the population concerned.
Notably, the older women are at increased risk of
having an early miscarriage due to chromosomal
abnormalities.

Ovarian hyperstimulation syndrome (OHSS) can
be mild/moderate or severe with incidences of 3–6%
and 0.3–0.5% respectively andmanifests with bilateral
ovarian enlargement by multiple cysts, third-spacing
of fluids and clinical findings ranging from gastroin-
testinal discomfort to life-threatening renal failure
and coagulopathy. Enlarged, hyperstimulated ovaries
are at risk of torsion. Clinical symptoms are often
nonspecific, and ovarian torsion should be excluded
in any female patient undergoing infertility treatment
who presents with significant abdominal pain [10].
Managing the clinical aspects all of these complications
should go hand in hand with managing the pertinent
psychosocial issues. Steps for re-engaging in life, clar-
ifying one’s values, modifying unhelpful thinking,
communicating effectively, solving problems and

achieving acceptance are useful. Women and their
partners would have been fully counselled prior to
commencing fertility treatment, but this is not
a substitute for managing the aftermath of failed
pregnancy.

Ectopic Pregnancy
Ectopic pregnancy accounts for 1–2% of all pregnancies
and is potentially life-threatening and should be mana-
ged promptly [11]. This event also represents the loss of
a pregnancy and may additionally have longer-term
consequences for fertility. Fear and panic are therefore
understandable emotional responses from women in
these circumstances [12]. Hospital staff coping with
the clinical demands of a gynaecological emergency
such as an ectopic pregnancy may feel that, particularly
with a very acute situation, there is little time to offer
these women the psychological support they need –
empathy, explanation, time and support. In another
study, the calculated rates of attempted suicide and
mortality due to suicide in these patients were 3.75%
and 0.625% respectively. The combination of failure of
pregnancy, trauma of surgery and threat to future
reproduction can lead to a breaking point and an insult
to self-image [13]. The psychosocial aspect should be
recognized as part of clinical management of any early
pregnancy loss, regardless of how this loss has occurred.
Health professionals can play a critically important role
in helping families begin the long and difficult journey
to recovery and, where necessary, referral for profes-
sional psychological intervention should be offered.
The importance of good communication and an under-
standing of patients’ responses and reactions to events
cannot be overemphasized. All women should be trea-
ted with dignity and respect, and all women should be
given information and support in a sensitive manner,
taking into account their individual circumstances and
emotional response. Caring attitudes convey profes-
sionals’ understanding that surgical intervention inmis-
carriage and ectopic pregnancy is more than just
a procedure.

Hyperemesis Gravidarum
The assumption is frequently made that women with
severe nausea and vomiting during pregnancy are
manifesting psychological distress as physical symp-
toms, but there is little evidence for this hypothesis
(see Chapter 21). The exact pathophysiological
mechanism is unknown. There is some evidence that

Table 17.2 Complications of ART

Complications of ART Joanne McManus, 2003 [9]

Miscarriage

Ectopic pregnancy

Ovarian hyperstimulation syndrome

Thromboembolism

Bleeding

Bowel injury

Infection

Adnexal torsion

Anaesthetic complications
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sociocultural factors are largely responsible for symp-
toms and resulting complications. There are sugges-
tions that psychological responses to pregnancy may
become entrenched, or conditioned [14] [15].

Hyperemesis gravidarum has been shown to be
associated with stress, anxiety and depression.
In some cases the physical and psychological burden
has resulted in elective termination of the preg-
nancy. Prompt recognition and treatment (pharma-
cological and non-pharmacological) of hyperemesis
gravidarum are essential to minimize associated
maternal and fetal morbidity. Care of a woman
with hyperemesis gravidarum requires compassion
and acknowledgement of individual needs and
responses to interventions. Communication, sup-
port, the importance of validating their condition
and the perception that the severity of their
condition is believed by health professionals may
contribute positively to the management of these
women [16].

Pelvic Pain Unrelated to Pregnancy
Pelvic pain is the most common reason for urgent
laparoscopic examination in the United Kingdom
and elsewhere. Pelvic pain may be accompanied by
other symptoms such as abnormal vaginal bleeding,
lower back pain and vaginal discharge; these are
important clues in identifying the possible aetiology.
All of these symptoms can be alarming to women.
Sometimes pain as a presenting symptom can uncover
deeper psychological issues. Often the fear of surgery,
the apparent loss of control or the state of being in
hospital induces the patient to reflect on personal
issues that were not previously addressed.

Diagnosing the underlying cause of pelvic pain
can be challenging because the presenting symptoms
and signs are often non-specific and non-diagnostic.
It has been argued that psychological and social fac-
tors may contribute to ‘unexplained’ pain. Several
gynaecological, gastroenterological, surgical and psy-
chosocial factors are strongly associated with pelvic
pain, and more randomized controlled trials of inter-
ventions targeting these potentially modifiable factors
are needed to assess their clinical relevance [17].
In one study the diagnosis of the cause of nonspecific
abdominopelvic pain was established in only 45% of
women compared with 79% of women randomized to
the laparoscopy arm for definitive diagnosis, exempli-
fying the diagnostic challenge of acute pelvic pain in

women [18]. To some women, the inability to estab-
lish a diagnosis may heighten psychosocial issues.

Chronic Pelvic Pain
There is a strong and consistent association between
chronic pelvic pain and the presence of pelvic pathol-
ogy, history of abuse and coexistent psychological
morbidity (see Chapter 16). These key gynaecological
and psychosocial factors may provide potential tar-
gets for new therapeutic strategies for treating women
with this disabling condition, for which current treat-
ment options provide little relief. Child sex exploita-
tion and abuse may initiate a cascade of events or
reactions which makes an individual more vulnerable
to the development of chronic pelvic pain as an adult.
Women who continue to be abused were particularly
at risk. An integrated approach to management in this
group of women includes paying attention to psycho-
logical factors in the presence of a negative diagnostic
laparoscopy [19].

Endometriosis
Endometriosis is a chronic condition affecting
between 2% and 17% of women of reproductive
age. There is considerable negative impact of this
condition on women’s quality of life, especially in
the domains of pain and psychosocial functioning.
Women with endometriosis can have debilitating
pelvic pain and present with acute pelvic pain and
have somewhat more severe pain and greater
social dysfunction than those with unexplained
pain [20]. Their symptoms can be difficult to
control despite endocrine treatment, surgery and
pain management. Mood disorder and social dys-
function appear to be at least as important in
patients with proven endometriosis as in those
with unexplained pain. The disruption in their
quality of life, social functioning and mental
health can be significant, hence the importance
of a holistic approach to addressing the psycho-
social impact of pelvic pain and management of
these women.

Women are often aware of these psychosocial and
psychological influences on pelvic pain and may
choose not to discuss them, fearing that their pain
will be dismissed as psychological or that non-
gynaecological symptoms will be considered irrele-
vant. We should offer women an integrated approach
to clinical and possible psychosocial issues.

Section 2 Gynaecology
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Menstrual Problems
Menorrhagia can present as an emergency and require
resuscitation, reduction of blood loss and correction
of anaemia. Massive vaginal bleeding can be frighten-
ing and overwhelming to the affected woman.
Psychosocial factors can have an influence on the
perception of heavy periods and may disrupt
a woman’s life in major ways [21]. The psychosocial
impact of heavy and/or painful periods should be
taken into account and managed sensitively alongside
the clinical presentation. Better understanding of fac-
tors which can explain why women with normal per-
iods complain of menorrhagia could improve both
medical and psychosocial outcomes (see also
Chapter 13).

Dysmnenorrhoea affects up to 80% of reproductive
age women and in many cases causes sufficient pain to
dramatically affect social and occupational roles.
The prevalence varies across ethnic groups, which in
part may reflect varying cultural attitudes towards
women and menstruation. Risk factors for dysmenor-
rhea include age of menarche, body mass, dietary
habits, associated uterine bleeding disorders, comorbid
pelvic pathology and psychosocial problems. Mood
changes are related to menorrhagia, dysmenorrhea
and abnormal menstrual cycles. Adolescent girls with
dysmenorrhea have an increased risk of depression and
anxiety [22]. It is important to emphasize the signifi-
cance of a multidisciplinary approach to primary dys-
menorrhea, follow-up and treatment.

Pelvic Inflammatory Disease
Pelvic inflammatory disease (PID) is a condition that
affects mostly young sexually active, reproductive-age
women. Most cases are considered to be the sequelae
of the sexually transmitted pathogens. Classic PID
presents as abdominal pain, fever, vaginal discharge
and abnormal vaginal bleeding. The intensity and
character of the pain varies greatly and tends to be
bilateral. These symptoms are not altogether specific
to PID, and the initial diagnosis may be subjective.
Women are treated for presumed acute PID at pre-
sentation because of the long-term tubal complica-
tions associated with untreated PID. Nearly all
women experience some sort of distress when they
receive the diagnosis and empirical treatment for PID.
At the time of diagnosis most women have little or no
knowledge of the condition. It can generate emotions
such as anger, shock and sadness, and can have an

impact on sexual behaviour and intimacy [23]. Tubo-
ovarian abscess is a significant acute complication of
PID. It is estimated to occur in up to one-third of
women hospitalized with acute PID, and it is charac-
terized by an inflammatory mass that involves the
fallopian tube, ovary and often adjacent structures
(e.g. bowel and pelvic peritoneum). Tubal factor
infertility, ectopic pregnancy and chronic pelvic pain
constitute the large portion of the sequelae of PID.
The possible psychosocial implication of PID and its
sequelae should also be addressed sensitively with the
woman by offering appropriate lines of communica-
tion, explanation of PID and follow-up by the geni-
tourinary medical team who are appropriately trained
to support and manage these women.

Female Genital Tract Tumours
Tumours of the female genital tract may cause signif-
icant acute pain or bleeding. They may undergo tor-
sion or rupture and present in the gynaecology
emergency setting. The common cases presenting as
emergencies are ovarian cysts which are a particular
source of worry for patients because of the perceived
link to cancer.Women with ovarian cysts may present
with pelvic pain, bloating, back pain and nausea or
vomiting. Many women believe ovarian cysts will
grow into ovarian cancer and adding to this anxiety
may be the need for emergency surgery when
they present with acute symptoms. A laparoscopy
is required to excise cysts and prevent severe
vascular compromise, peritonitis or tissue necrosis.
Laparoscopy may need to be upgraded to a laparot-
omy when malignancies are suspected or if complica-
tions occur.

Nothing prepares one for the diagnosis of cancer,
and ovarian malignancy is one of the deadliest of all
gynaecology cancers, greatly impacting the psycho-
social health of survivors. An increase in awareness
of psychosocial health among survivors themselves,
their social support system and their healthcare pro-
viders is necessary to adequately address their
unique needs [24]. Psychosocial factors have pre-
viously been linked with clinical outcomes in
a variety of cancer populations recognizing the pro-
tective role of social support in mortality outcomes.
Many cancers are treatable when diagnosed and trea-
ted early; however, it may be difficult to distinguish
between cancerous and noncancerous tumours at
presentation. Women experience mild to moderate
symptoms of depression and anxiety, as well as
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impairment of vocational, domestic and sexual func-
tioning when diagnosed with cancer. The psycholo-
gical and psychosocial impact of such a diagnosis
cannot be overemphasized, hence the multidisciplin-
ary management for women with gynaecological
cancer (see also Chapter 20).

Summary
Psychosocial interventions have so far shown little
effect on objective physical health outcomes; however,
there is also no evidence to suggest otherwise. A more
critical and evidence-based approach is needed.

Psychosocial explanations of health are viewed as
different processes that cannot be fully captured by
a single measure because of differences in percep-
tions and psychological processes. On the other
hand, a pill or surgical operation cannot solve every
ailment and there is growing evidence that a healthy
mind is just as important for the prevention and
management of diseases. Therefore, the concept of
psychosocial health, a state of mental, emotional,
social and spiritual well-being, deserves a better
look and should be part and parcel of clinical
management.

Understanding the interplay between body,
mind and the environment plays an important
part in the provision of holistic management. It is
important to look at the whole person, including
their physical, nutritional, environmental, emo-
tional, social, spiritual and lifestyle values. The
biopsychosocial approach encompasses all stated
modalities of diagnosis and treatment including
drugs and surgery as well as lifestyle and social
support interventions.

Tomost lay people andmany health professionals,
psychosomatic per se means malingering or ‘all in the
mind’. Telling patients that they have a psychosomatic
disorder is usually the first step towards a deteriorat-
ing doctor–patient relationship [25]. Doctors and
nurses working in emergency gynaecology should
explore andmanage the psychosocial issues associated
with their patients’ clinical presentation without dis-
missing symptoms as ‘all in the mind’.

A small proportion of women seen in the emer-
gency gynaecology unit will need formal psychologi-
cal counselling. For the vast majority of women what
is needed is empathy, tailored information giving and
other emotional support, all of which can be provided
by any healthcare professional attuned to the biopsy-
chosocial approach.

Key Points

• Women with mental health disorders may
present to the emergency gynaecology unit
with physical symptoms. On the other hand,
women with primary physical disorders
may have secondary psychological sequelae.

• Many women who suffer a miscarriage or an
ectopic pregnancy will feel not just the loss of
the pregnancy but also a loss of self-confidence,
hopes and dreams. The psychological aftermath
includes avoidance, grief, guilt, anger, anxiety
and depression.

• The grief reaction after early pregnancy loss is
similar to that which occurs after loss of
a child.

• Pelvic pain may be an expression of deeper
psychological or psychosocial issues.

• Women presenting with gynaecological
emergencies need urgent clinical care, but they
also need empathy, tailored information
giving and other emotional support, all of
which can be provided by any healthcare
professional attuned to the biopsychosocial
approach.
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Chapter

18
Biopsychosocial Factors in Urinary
Incontinence
Caroline E. North and Jason Cooper

Introduction
The definition of ‘urinary incontinence’ has varied
over time. The currently accepted definition, used by
the International Continence Society, is the complaint
of involuntary loss of urine [1]. This definition
embraces the concept that such urinary loss is without
or against conscious will or control. Urinary incon-
tinence is rarely the result of life-threatening pathol-
ogy. However, it is a common symptom in women
and can cause considerable embarrassment as well as
having a negative impact on their physical, psycholo-
gical and social well-being.

The severity and nature of such impact is highly
individual and will be affected by a woman’s pre-
existing state of physical and mental health as well
as her social relationships, employment, indepen-
dence, personal beliefs and relationship to her
environment. This complex concept is often termed
‘quality of life’. The World Health Organization
defines this as ‘an individual’s perception of their
position in life in the context of the culture and
value systems in which they live and in relation to
their goals, expectations, standards and concerns’
[2]. The assessment of quality of life and its
improvement is, therefore, the primary aim of
healthcare professionals who care for women with
urinary incontinence. This is exemplified by the
International Continence Society which describes
its very purpose as striving ‘to improve the quality
of life’ for people affected by pelvic floor disorders,
including urinary incontinence.

There is, therefore, a degree of understanding that
urinary incontinence can have psychological and
social affects as well as the biological, and that this
interaction is complex, with psychological and social
factors also affecting urinary incontinence. This com-
plex interaction influences the presentation of urinary
incontinence in women, its impact upon them and
how interventions to improve urinary incontinence
are best delivered.

Urinary Continence
Having control of our bladder, and bowels (being
continent), is fundamental to our culture. Society
expects individuals to gain this control and empty
their bladder and bowels at a socially acceptable time
and place. The bladder is an unusual viscus in that it is
dependent upon the central nervous system and is
voluntarily controlled. This is a learned behaviour,
developed by ‘toilet training’ in early childhood
which overcomes the filling and emptying of babies’
bladders which occur independently of cortical con-
trol. Failure of such bladder control in older children
and adults is taboo. It is a source of censure, ridicule
and, even, illegality. For those affected, it is a source of
considerable distress and impaired quality of life.

Neural control of normal bladder function is com-
plex and involves a sophisticated interaction between
the peripheral nervous system, central nervous system
(CNS), bladder and urethral sphincter mechanism.
Autonomic (sympathetic and parasympathetic) and
somatic neurones are involved. Sympathetic efferent
neurones exit the thoracolumbar outflow of the cord,
whereas parasympathetic efferents exit from the sacral
cord. Somatic fibres arise in the S2–S4 motor neu-
rones of Onuf’s nucleus and travel in the pudendal
nerve. Afferent fibres also travel in these nerves.
Sympathetic neurones synapse with β-adrenergic
inhibitory receptors in the detrusor muscle (prevent-
ing contraction) and with α-adrenergic excitatory
receptors in the urethra and bladder neck (keeping it
closed). Uninhibited parasympathetic stimulation
leads to detrusor contraction which is mediated
mainly by M3 muscarinic cholinergic receptors.

Most of the time, the bladder is filling. It is highly
compliant, such that during this period there is little
change in intra-vesical pressure. In order for conti-
nence to be maintained, there must be no detrusor
contraction and the sphincter mechanism must
remain closed. As the bladder fills, sensory stimula-
tion is received and transmitted to the spinal cord via
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the pelvic and hypogastric nerves. These synapse both
with interneurons, involved in spinal reflexes, and
spinal tract neurones projecting to the higher centres
of the CNS. The detection of filling and sensory
mechanism within the bladder is not well understood.
Some detection of filling is provided by stretching of
the compliant bladder wall. However, the urothelium
is not a simple lining. In the sub-urothelial layer there
is a dense nexus of sensory nerves, most prominent at
the bladder neck [3, 4]. Non-neuronal cells also have
a role in providing sensory information about the
condition of the bladder, and multiple complex che-
mical interactions have been described [5].

Afferent information ascends in the dorsal column
and the spinothalamic tract. The afferent activity
occurring during filling leads to inhibition of the
parasympathetic innervation to the detrusor muscle
and activation of the striated parts of the urethral
sphincter. This gradual recruitment of muscle
increases sphincter resistance and is known as the
guarding reflex. The efferent pathway is inactive [6].

At some point the bladder will reach ‘capacity’ and
a desire to void will be experienced. Normal, func-
tional capacity (experienced normally, outwith uro-
dynamic testing) varies but is usually between 300 and
400 ml [7]. In continent, healthy women voiding is
under voluntary control and no void occurs without
cortical ‘permission’. Despite the close proximity of
the afferent and efferent neurones in the cord, coor-
dination occurs in the pontine tegmentum and caudal
brainstem [8]. The higher centres of the brain have
overall control over voiding and allow continence to
be maintained.

The periaqueductal grey (PAG) receives ascending
afferent signals and passes this into the higher cortex,
primarily prefrontal cortex [9], where conscious
awareness of a full bladder is interpreted. The PAG
then receives input from the higher cortex and con-
trols the input to the area of the pontine tegmentum
responsible for control of voiding, known as the pon-
tinemicturition centre (PMC) [6]. The cerebral cortex
can suppress excitatory signals to the PMC until void-
ing is desired. Activation of the PAG during bladder
filling can be seen on functional magnetic resonance
imaging [10].

Normal female voiding is not well understood.
However, when voiding is desired, descending path-
ways are activated, causing inhibition of sympathetic
excitation of the sphincter mechanism. A reduction in
urethral pressure is the first sign of normal voiding

[11], but it is unclear whether this is a passive or active
process. Active relaxation of smooth muscle in the
proximal urethra may be mediated by nitric oxide
[12]. Activation of sacral parasympathetic neurones
is then responsible for sustained detrusor contraction.
However, some women may void by gravity alone
once the sphincter is relaxed, with no identifiable
detrusor contraction [11].

Following the void, there is a switch back to sym-
pathetic mediated inhibition of detrusor contraction
and excitation of the sphincter mechanism, restoring
continence and allowing bladder filling once again.
In addition to the PMC, a pontine storage centre,
located more ventrally and laterally in the pontine
tegmentum, has been described, which is responsible
for this part of the bladder cycle [8]. Despite its close
proximity to the PMC, the two may not be
interconnected.

Incontinence
We have mentioned that urinary incontinence is the
complaint of involuntary loss or urine. In women there
are two main types of incontinence: stress urinary
incontinence (SUI) and urgency urinary incontinence
(UUI). Urinary symptoms, including these, have been
defined by the International Urogynecological
Association/International Continence Society joint
statement on the terminology for female pelvic floor
dysfunction [1]. Stress urinary incontinence is defined
as the involuntary loss of urine on effort or physical
exertion, for example with exercise or coughing. It is
commonly related to pelvic floor injury such as that
resulting from childbirth. Urgency urinary inconti-
nence is defined as the complaint of involuntary loss
of urine associated with urgency to void. It is most
commonly idiopathic.

A combination of both SUI and UUI is called mixed
urinary incontinence (MUI). Other types of inconti-
nence defined include postural urinary incontinence
(involuntary loss of urine associated with a change in
position, e.g. rising from a lying or sitting position);
nocturnal enuresis (involuntary urinary leakage which
occurs whilst asleep); continuous urinary incontinence
(continuous involuntary loss of urine); insensible urin-
ary incontinence (when the woman is unaware of how it
occurred) and coital urinary incontinence (involuntary
loss of urine with coitus) [1].

Urinary incontinence is very common in women;
however, accurate epidemiological data with regard to
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the prevalence of incontinence is unavailable. There is
considerable variation in the reported rates which
depend on the population studied (particularly their
age), the definitions of incontinence applied and how
the population were surveyed. A prevalence of
approximately 35% has been suggested for urinary
incontinence in women; however, this will depend
on age with the prevalence increasing with advancing
age [13]. Prevalence also varies depending on the type
of urinary incontinence, with a prevalence of 40–50%
for SUI, 10–20% for UUI and 20–40% for MUI [14].
However, this may include a proportion of women
with mild symptoms, who are not bothered by them
and will never seek medical help. When bother and
severity are taken into account, the prevalence of
bothersome urinary incontinence is estimated to be
between 3 and 17% [5].

Biopsychosocial Impact of
Incontinence
Although there is some understanding that urinary
incontinence can have negative psychological and
social effects, there is a paucity of research evidence
with regard to the exact nature of this relationship.
There has been development and utilization of condi-
tion-specific tools to measure quality of life and
well-being which, for example, include the impact of
incontinence on daily activities. Condition-specific
questionnaires to investigate the impact on sexual
function are also now widely available. The emotional
impact of urinary incontinence and its impact on how
women feel about themselves are less well studied.

Qualitative studies often do not differentiate
between SUI, UUI and MUI. Conditions which may
not include leakage, such as ‘urethral syndrome’, may
be included. Some studies describe a population with
‘pelvic floor dysfunction’ and include a mixed group
of women with symptoms of incontinence, prolapse
or both.

However, the current data suggests an impact of
incontinence on psychological/social well-being and
an association with poor psychological health, includ-
ing depression and anxiety. What is not clear is
whether incontinence causes psychosocial ill-health
or whether psychosocial ill-health may cause or
exacerbate incontinence symptoms. Such associations
are likely to be complex; for example, some conditions
are known to be associated with lack of psychosocial
well-being and incontinence, such as fibromyalgia.

General Quality of Life
Urinary incontinence, although a benign condition in
the vast majority of women, has a negative effect on
well-being. Women report that urinary incontinence
interferes with their daily life [15] and, in a survey of
over 9,000 European women, over 60% were moder-
ately or extremely bothered by their incontinence
symptoms [16].

Several condition-specific questionnaires have been
developed to measure the impact of urinary inconti-
nence on well-being, and to demonstrate change over
time such as following treatment. These include
the incontinence impact questionnaire (IIQ) [17],
the King’s Health Questionnaire (KHQ) [18], the
Incontinence Quality of Life instrument (I-QOL) [19]
and the electronic Personal AssessmentQuestionnaire –
Pelvic Floor (ePAQ-PF) [20]. Such condition-specific
tools demonstrate that both stress and urge inconti-
nence impair quality of life and that quality of life can
be improved by treating these conditions [21].

Treatment-Seeking Behaviour
There is a large hidden need for incontinence treat-
ment. Despite its prevalence and impact on quality of
life, women with urinary incontinence may not seek
treatment for their incontinence or may delay seeking
advice for many years [22, 23]. Women who avoid
seeking treatment for their incontinence do more
readily seek help with other medical conditions [24]
and, therefore, it does not reflect a habitual pattern of
reluctance to seek treatment. Instead, the reasons for
delay or avoidance in seeking assistance for urinary
incontinence are varied, and the woman’s personality
has an impact [25].

Some women perceive urinary incontinence as
a normal part of aging and a normal consequence of
childbirth [23–31]. Urinary incontinence may be con-
sidered as inevitable [24] and the perception of nor-
mality is reinforced by women’s awareness of how
common such symptoms are among their peers [28].
Providing information in pregnancy about urinary
incontinence encourages women to seek help postna-
tally if they develop symptoms [32] and may help to
alter this ingrained perception that women who have
babies should expect to develop urinary incontinence
as part of the package.

Women may not believe incontinence is actually
a medical problem [25] for which consultation with
a healthcare professional would be appropriate or
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they may prioritize other medical problems [33].
Feelings of shame [24, 34], humiliation [30] or
embarrassment [24–26, 28, 31] about their incon-
tinence are identified by women as a barrier to
seeking treatment. Beliefs that incontinence cannot
be effectively treated [25–27] also prevent women
from seeking help from a healthcare professional,
rather than trying to cope alone. Women report
feeling shy [29] and therefore avoid raising the
issue with a healthcare professional. They may
have a preferred healthcare professional with
whom they wish to discuss their incontinence. For
example, they may not seek advice if it means see-
ing a male healthcare provider [31] and preferred
providers with whom they had already established
a relationship [28]. Not being able to consult with
their preferred provider or difficulty scheduling an
appointment acted as a barrier to seeking treatment
[28, 30]. Preferred providers were reported to often
be busy with less availability for women to disclose
their incontinence symptoms [2, 28]. An open
environment and a willingness of the healthcare
provider to listen to women’s symptoms and con-
cerns increased treatment-seeking behaviour [30].

Generational [24, 31] and cultural [31] differ-
ences are reported to affect treatment-seeking beha-
viour for incontinence and may lead to reluctance in
disclosing health problems perceived to be ‘personal
matters’. This needs to be considered when provid-
ing services, including the provision of patient
information. Culturally sensitive information
should be available and differing formats may be
preferred [31].

Women may not know who to approach for help
with urinary incontinence [35]. Initial attempts to
voice concerns about continence and seek help may
be made towards professionals outside a traditional
model of healthcare, such as social workers [36].
Women with urinary incontinence report wishing
that their healthcare professional had asked them
directly whether they had symptoms rather than hav-
ing to raise it themselves [30] and, therefore, an
approach of actively screening women for urinary
symptoms has been proposed with the aim of increas-
ing those accessing treatment [27].

Women may seek help for their incontinence in
subtle ways. Even casual references to incontinence or
jokes about it may indicate that incontinence is affect-
ing their psychological health and should prompt
further enquiry [37].

The severity of the incontinence [38–41] and the
greater the bother it causes women [42] are, unsur-
prisingly, the greatest predictors of treatment-seeking
behaviour. Women who perceive their incontinence
as mild or not bothersome do not seek treatment.
However, many women reporting the most severe
incontinence still do not seek treatment [39, 40].
Most studies do not differentiate between types of
incontinence, although those suffering with UUI
may be more likely to seek treatment than those
women with other forms of incontinence [40, 41].
When women do choose to seek help with regard to
their urinary incontinence, it is important that their
symptoms are investigated and managed appropri-
ately and empathetically. Unfortunately, not all
women are satisfied with the outcome of their con-
sultation [41], and this may depend upon the patient’s
prior expectations of treatment [44].

Coping Strategies
Coping strategies for urinary incontinence are prac-
tical approaches taken by women to attenuate the
impact of their leakage. They include reducing fluid
intake, staying close to a toilet, prioritizing finding the
location of toilets when out of the house (toilet map-
ping) and the use of containment products such as
pads. Coping strategies are common [27, 33, 41, 42]
and usually tried before seeking help from
a healthcare professional [46]. The use of these stra-
tegies is more common in women than in men with
urinary incontinence [42]. It is motivated by a desire
to maintain a normal lifestyle [47].

Despite this, the use of coping strategies may be
unhelpful in treating the incontinence and may actu-
ally worsen the condition. Where pads are used they
may be unsuitable for the intended purpose [46].
Frequent voiding may exacerbate symptoms of over-
active bladder and UUI by encouraging a small capa-
city [33, 43]. Women may also need to manage their
urinary incontinence by trying to exercise the pelvic
floor [33, 43, 45]. Although pelvic floor muscle train-
ing is an effective treatment for urinary incontinence,
unsupervised exercises are less effective and can even
be harmful with up to one-third of women generating
a Valsalva manoeuvre rather than contracting their
pelvic floor [48, 49].

Although coping strategies are frequently
employed prior to seeking help from a healthcare pro-
fessional, it is unclear whether their use encourages or
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prevents women from eventually seeking assistance
[24, 25]. Some women report feeling expected to cope
without ‘resorting’ to medical professionals and that
seeking help was ‘giving in’ to their incontinence [28].

Self/Body Image
Urinary incontinence affects how women feel about
themselves as people as well as their previously held
beliefs about their body. Feeling that they are less
attractive or unattractive as a result of their leakage
is common; reported in up to two-thirds of women
[50–52]. Concerns about unpleasant odour as a result
of incontinence are common. The authors’ experience
is certainly that many women in clinic express horror
at the thought of becoming a ‘smelly old lady’.
Worries or concerns about unpleasant odour are
reported in up to two-thirds of women [50], with
many reporting this to be their major concern about
their incontinence [53].

Sometimes the change in feelings about self are
less defined and are described as feeling ‘odd’ or
‘different’ [52] or as a loss of control [51]. Urinary
incontinence is associated with a reduction in both
self-confidence [54] and self-esteem [55, 56]. Women
may even report that urinary incontinence has caused
them to feel a reduced purpose in life and a loss or
impairment of their personal growth [56].

Relationships
Urinary incontinence also affects women’s ability to
emotionally connect with others. Positive relation-
ships with other people may be impaired [56], or
they may feel other people avoid them [52].
Women may also avoid others because of their
incontinence [52]. Women with urinary inconti-
nence report that it has an adverse impact on making
new friends and their family life [57]. Single women
report their leakage has a negative effect on finding
a partner [5, 51].

Urinary incontinence commonly has a negative
impact on established relationships for women with
a husband or partner [58, 59]. A reduction in intimacy
between partners is reported [58, 60] as well as
impairment to the usual levels of affection and
warmth between the couple [58]. Partners of women
with urinary incontinence may develop emotions
such as embarrassment, anxiety, anger, worry, frus-
tration and sympathy [61] which are likely to affect
their interactions with their partner.

Exercise and Obesity
Womenwith incontinence spend fewer hours walking
andmore hours watching television compared to con-
tinent women [62]. Incontinence is reported as
a moderate or substantial barrier to taking exercise,
with less exercise taken as the severity of the leakage
increases [63, 64]. Urinary incontinence and pelvic
organ prolapse commonly coexist and, for these
women, there appears to be a greater interference
with exercise or recreation [65].

Obese women are significantly more likely to have
urinary incontinence and symptoms worsen with
increasing episodes of incontinence as weight
increases [66, 67]. In contrast, weight loss can
improve symptoms [68]. Reduced activity levels in
women with incontinence may lead to further weight
gain, therefore worsening symptoms.

Employment and Finances
Urinary incontinence is common in women working
outside the home [69]. Incontinence has
a detrimental impact on women’s employment [34,
52, 57, 69]. Women with urinary incontinence spend
fewer hours in employment per week compared with
their continent colleagues [62]. Those with more
severe symptoms reported a greater impact on
work activities, such as concentration, the ability to
perform physical tasks and their ability to complete
tasks at work without interruption [70]. Although
incontinence has been shown to increase work dis-
ability, it does not appear to increase exit from
employment [71]. Interestingly, urinary inconti-
nence may affect work outside the home less than
household work [65].

Incontinence is significantly associated with finan-
cial problems [72], although the reasons for this are
unclear.

Travel and Social Activities
Urinary incontinence has a negative effect on
women’s ability to participate in their usual social
activities outside the home [16, 45, 51, 73]. This is
not limited to those women with more severe symp-
toms as the degree of incontinence may not relate to
the degree of social disability [73]. The degree to
which women feel socially isolated is independent of
any depressive feelings which may be associated with
their incontinence [74].
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Incontinence in women is associated with
a reduction in travel [45, 61, 75] which is most marked
in older women (aged over 65 years) compared to
younger women [75]. The reasons for this are com-
plex and are likely to be influenced by the impact of
incontinence on self-image and relationships with
others, as described previously. Women also report
wanting to remain close to home [76] which may be
the ready access to toilet and washing facilities, con-
tainment products and a change of clothing. Women
also report avoiding public transport [52]. The impact
on travel affects not just womenwith incontinence but
also their families with their partners reporting that it
also limits their travel plans [61].

Sleep
Incontinence is significantly associated with fatigue
and sleeping disorders [51, 57, 72]. Although SUI has
demonstrated an association with sleep disturbance
[77], women are more likely to report disturbed sleep
with UUI [78]. Nocturia (being woken from sleep
with the desire to pass urine) disturbs sleep, and this
has an impact on daytime quality of life for both the
affected woman [79] and her partner [61]. Both dura-
tion and quality of sleep may be improved by treating
nocturia [80].

Ageing and Care in Later Life
Age is a risk factor for urinary incontinence, with the
prevalence increasing with increasing age. Urinary
incontinence has an anthropological significance as
it is perceived as an inevitable and irreversible part of
ageing and a sign of incompetence. Incontinence has,
thus, become a cultural symbol of old age [81].
Women may be concerned about the meaning of
incontinence for their overall and future health, and
this is an important reason for seeking treatment for
their symptoms [82].

Older women (aged 65–84 years) with inconti-
nence are more socially isolated than younger
women [78]. Older women who describe themselves
as being in poor health are more likely to have urinary
incontinence [83]. The impact of incontinence is
greater in those older adults who have other health
problems. It is proposed that this results from there
being a ‘functional threshold’ after which the addi-
tional distress of incontinence is severe [84]. For older
women, urinary incontinence is associated with an
increase in their informal care needs and additional

care costs [85]. As a result, urinary incontinence leads
to an early decision to institutionalize elderly relatives
as their relatives have difficulty coping [86]. Urinary
incontinence is a significant independent indicator of
institutionalism [87] and increases the risk of both
hospitalization and admission to a nursing home.
This effect is independent of age and the presence of
other disease conditions [88]. The prevalence of urin-
ary incontinence is, therefore, much higher in nursing
home residents than would be expected in the general
population of the same age [89].

Overactive bladder and UUI are associated with
a greater risk of falls and fractures in older women
[90]. They are also associated with an increased risk of
urinary tract and skin infection [90, 91]. However,
despite the increase in risk of other negative health
outcomes urinary incontinence has little overall effect
on mortality [88].

Sexual Function
Urinary incontinence has a negative impact on sexual
function. Although sexual dysfunction is common in
women, it is more common in those with urinary
incontinence [92]. Women with incontinence report
avoiding intercourse [52, 93]. Of those women who
continue to be sexually active, up to half report urin-
ary incontinence has a negative impact on their sexual
function [50]. It is unclear whether sexual dysfunction
is more likely depending on the type of urinary incon-
tinence, with studies reporting very different results.

Coital incontinence is common, affecting up to
two-thirds of women with urinary incontinence [50,
94]. Those women who don’t experience coital incon-
tinence may still worry about potential leakage during
sexual activity [50]. Although sexual dysfunction is
more common in women with incontinence com-
pared to age-matched controls, age may be a bigger
predictor of sexual activity [93].

Validated questionnaires are available to measure
the impact of urinary incontinence on sexual func-
tion. Generic sexual function questionnaires, such as
the Female Sexual Function Index (FSFI), demon-
strate significantly poorer outcomes in women with
urinary incontinence [95]. Condition-specific tools
have also been developed, with sexual function
included in some quality-of-life questionnaires, such
as ePAQ-PF. The Pelvic Organ Prolapse/Incontinence
Sexual Questionnaire (PISQ) is a condition-specific
tool used to measure the impact of prolapse and/or
incontinence on sexual function [96].
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Both generic and condition-specific question-
naires have demonstrated improvement in sexual
function following treatment of UUI with anti-
muscarinic medication [97, 98]. Urinary incontinence
occurring at orgasm, which is particularly associated
with UUI [94], responds less well [99]. Generic and
condition-specific questionnaires have also been uti-
lized to measure change in sexual function following
treatment for SUI. Studies employing PISQ have
given variable results [100–102].

Psychological Morbidity
The impact of urinary incontinence on psychological
health and the impact of psychological health on
continence are not well studied. In clinical practice,
psychosocial factors may be overlooked or missed
[103, 104]. Women with urinary incontinence appear
to have abnormal psychological test results reflecting
moodiness, feelings of helplessness and sadness, pes-
simism and general hypochondriasis/somatization
compared to women without incontinence. These
abnormalities appear to be specifically associated
with urinary incontinence rather than with other dis-
eases of the urinary tract [92]. It is unclear whether
this association is causal or a result of living with
incontinence as this interrelationship is complex and
highly individual [105].

Effect of Incontinence on Mental Health
Urinary incontinence has a negative effect on mental
health with almost half of women screening positive
for psychiatric morbidity [106]. Urinary incontinence
is associated with negative feelings such as shame [34],
humiliation [72], embarrassment [73], lack of satis-
faction with life [107] and worry [108]. Women with
urinary incontinence also report feeling lonely or sad
[109]. It is associated with an increased risk of depres-
sion [16, 56, 57, 62, 71, 107, 110], although the criteria
by which authors determine the presence of ‘depres-
sion’ vary. Where women have other medical condi-
tions which affect their mental health, additional
problems with incontinence may add further psycho-
logical morbidity [111, 112].

Increased risk of anxiety is also reported with
urinary incontinence [16, 113] with leakage that
leads to a change in day-to-day activities or routines
being more likely to be associated with an anxiety
disorder [114]. It is unclear whether such relation-
ships are causal; however, it is reported that the onset

of anxiety disorder is predicted by incontinence asso-
ciated with functional loss [115]. Anxiety, urge incon-
tinence and frequency may interact and exacerbate
each other [116]. In women for whom incontinence
causes loss of normal functioning, psychological dis-
tress is greater, even in the absence of an anxiety
disorder [117, 118]. This effect may be seen particu-
larly in younger women for whom incontinence
causes impaired sexual function [34]. One study
found that women who felt their incontinence made
their life intolerable were as anxious, depressed and
phobic as a group of psychiatric inpatients [119].
However, psychological distress may not be propor-
tionate to objective severity of leakage [17].

Data vary as to whether one form of urinary
incontinence has a greater effect on psychiatric mor-
bidity than others. Some report UUI worse than SUI
in terms of emotional disturbance [78, 110], whereas
other studies demonstrate no difference between
types of urinary incontinence [92, 120]. Women
with SUI or MUI have reported an increased convic-
tion of illness during personality assessment [121].
Women with urinary incontinence can be stigmatized
by their condition and even those who are not experi-
ence a detrimental effect on their self-esteem [122].
Personality also has an effect on psychosocial
response to urinary incontinence. Personality testing
in women with urinary incontinence has demon-
strated an association with anger [121], neuroticism
[123], hypochondriasis [92, 121] and hysteria [92,
113, 119].

Women’s mental health is influenced by not only
having to live with incontinence but also the treat-
ment (or lack of treatment) they are offered. Fear and
concerns about possible incontinence treatments [23,
30, 34, 52] contribute to delays in seeking help.
The attitude of others, including health professionals,
towards incontinence also affects women’s feelings
about their continence [124]. Women themselves
may then behave in ways that make their fears come
true [122]. For example, ‘my incontinence will never
get any better, so there’s no point seeing anyone about
it’ then means it never gets better because no help is
sought.

Effect of Mental Ill-Health on Continence
Not only can incontinence have an adverse impact on
mental health, coexisting mental ill-health may have
a negative impact on incontinence and its treatment.
Qualitative studies have added to the understanding
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of the relationship between incontinence and psycho-
logical/psychiatric ill-health; however, they have
included a variety of conditions causing lower urinary
tract symptoms, which may not include incontinence
such as ‘urethral syndrome’. In a thematic analysis of
15 studies, none had the investigation of living with
incontinence as a primary outcome [124]. However,
incontinence appears to be associated with a number
of psychological issues and those women with UUI
are more likely to have underlying mental illness
[125].

Women with depression are more socially iso-
lated, less likely to use health services and less likely
to seek help for their incontinence than those who
enjoy good mental health. Despite this, women with
depression report poorer quality of life and an
increased perception of the severity of their inconti-
nence [124]. Their lack of treatment-seeking beha-
viour, therefore, does not appear to be a result of
perceiving a lack of bother from their incontinence.

Major depressive and panic disorders are highly
prevalent in women with urinary incontinence. Major
depressive illness impacts on symptom reporting,
condition-specific quality-of-life scores and func-
tional status [125]. Major depressive illness predicts
the onset of urinary incontinence, whereas inconti-
nence does not predict the onset of major depressive
illness [126], suggesting that this does not represent
the impact of incontinence onmood. Schizophrenia is
also associated with urinary incontinence, particularly
UUI and detrusor overactivity on cystometry investi-
gations. It has been suggested that this may be an
integral part of the disease process [127].

Mind-Body Therapies
Emotional states, behavioural disposition and psy-
chological stresses have the ability to influence
health and, therefore, it may be possible to
improve some ill-health by utilizing the link
between body and mind. Mind-body therapies
encompass a group of interventions that are
employed to facilitate conscious influence over
the body and, therefore, manage symptoms (see
Chapter 7). Sometimes termed ‘psychosocial-mind-
body interventions’, they include techniques such
as cognitive behavioural therapies, biofeedback,
imagery and relaxation. There is evidence that
such mind-body therapies are effective adjuncts in
the management of other medical conditions such
as headache, insomnia and low back pain. They

have also been used to improve outcomes follow-
ing surgery [128].

In urogynaecology, mind-body therapy interven-
tions have been employed for symptomatic pelvic
floor dysfunction, including urinary incontinence,
mild uterovaginal prolapse and obstructive defeca-
tion. Pelvic floor muscle training and ‘bladder retrain-
ing’ are effective and are recommended in the
management of urinary incontinence.

Pelvic floor muscle training as a treatment for
SUI was popularized by Kegel [129]. To be most
effective, this should be supervised by a trained
healthcare professional such as a physiotherapist.
Bladder retraining is a form of biofeedback to
improve UUI, MUI and overactive bladder without
incontinence. Initially described as an inpatient
treatment over seven to ten days, bladder retraining
is now performed as an outpatient. It utilizes ima-
gery, relaxation techniques, voluntary pelvic floor
contraction and distraction to reduce bladder
urgency and allow the bladder to fill, increasing
bladder capacity. This improves symptoms of
urgency, frequency and nocturia and reduces UUI.
Such techniques were initially described as ‘bladder
drill’. At the time, it was suggested that the success of
bladder drill resulted from the psychosomatic origin
of overactive bladder/urinary urgency [130]. That
these symptoms originate in the mind remains,
almost 40 years later, a current hypothesis [131],
although the mind is more likely to have a role in
the exacerbation or prolongation of symptoms
rather than being the initial cause.

Conclusion
Urinary incontinence in women is a common symp-
tom that, although seldom associated with life-
threatening pathology, does cause psychosocial
harm. It impairs women’s quality of life and mental
health, affecting all aspects of their life, including their
personal and sexual relationships. In addition, urinary
incontinence also has a negative effect on those closest
to them: their partners, family and carers.
The economic and social impact of incontinence has
wider implications for society, especially as the popu-
lation ages.

Women may avoid seeking help for their incon-
tinence for many years, despite the availability of
effective treatment. Doctors may not feel comfortable
enquiring about incontinence and may feel they don’t
know what to do should patients disclose they are
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suffering with urinary incontinence [132]. However, it
is important that such symptoms are identified to
minimize the biopsychosocial harm caused by the
condition. Doctors and other healthcare professionals
play an important role in education and encouraging
disclosure of incontinence, and must be mindful that
women’s feelings of shame or fear about their symp-
toms can be improved or worsened by the attitude of
their healthcare professional [30].

Key Points

• Urinary incontinence negatively affects
women’s self-confidence, body image,
relationships, sleep patterns, employment,
social life, travel activities and sexual
function.

• Women with urinary incontinence report
wishing that their healthcare professional had
asked them directly whether they had
symptoms rather than having to raise it
themselves and, therefore, an approach of
actively screening women for urinary
symptoms may facilitate access to treatment.

• Women with urinary incontinence appear to
have abnormal psychological test results
reflecting moodiness, feelings of helplessness
and sadness, pessimism and general
hypochondriasis/somatization compared to
women without incontinence. It is unclear
whether this association is causal or a result of
living with incontinence as this relationship is
complex and highly individual.

• Psychological distress may not be
proportionate to objective severity of leakage.

• Validated questionnaires are available to
measure the impact of urinary incontinence
on sexual function. These include generic
sexual function questionnaires, such as the
Female Sexual Function Index (FSFI), and
condition-specific tools such as the Pelvic
Organ Prolapse/Incontinence Sexual
Questionnaire (PISQ).

• Women with urinary incontinence adopt
coping strategies – such as reducing fluid
intake, toilet mapping and use of containment
products – to attenuate the impact of their
leakage, but some strategies may be unhelpful
in treating the incontinence and may actually
worsen the condition.

• Women may also need to manage their
urinary incontinence by trying to exercise the
pelvic floor. Pelvic floor muscle training is an
effective treatment for urinary incontinence,
but unsupervised exercises are less effective
and can even be harmful.

• Mind-body therapy interventions have been
employed for symptomatic pelvic floor
dysfunction, including urinary incontinence.
‘Bladder retraining’ is effective. These
interventions may be combined with specific
drug treatment.
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Biopsychosocial Perspectives
on the Menopause
Myra S. Hunter and Melanie Smith

Menopause: A Biopsychosocial
Transition
Menopause occurs on average between the ages of 50
and 51, for women living in western countries, and
literally refers to a woman’s last menstrual period.
The menopause is a fairly universal experience for
women if they live long enough; for some the process
of menopause is influenced by surgery or disease, for
example oophorectomy or breast cancer treatment.
However, the last menstrual period takes place within
a gradual process of physiological change, occurring
concurrently with age and developmental changes, and
within varied psychosocial and cultural contexts [1].

Definitions
Menopause literally is typically defined on the basis of
menstrual changes and is said to have occurred when
there has been one year without a menstrual period,
although endocrine changes occur over a number of
years. The definition of the menopause, which has
been widely used, is based on that of the World
Health Organization [2], which refers to the meno-
pause as the ‘permanent cessation of menstruation
resulting from loss of ovarian follicular activity’.
The following stages of the menopause transition
and postmenopause are based on menstrual patterns:

Premenopause is defined by regular menstruation.
Perimenopause includes the phase immediately prior
to the menopause and the first year after menopause
and is defined by changes in the regularity of men-
struation during the previous 12 months. Women
who have not menstruated during the past 12 months
are defined as postmenopausal. Some women who
have undergone hysterectomy or those who are taking
hormone therapy may be difficult to classify within
these definitions and are typically classified separately.
Moreover, the classification of postmenopause can
only be made retrospectively, since it is impossible
to know which menstruation will be the last.

More recently, the Stages of Reproductive Ageing
Workshop (STRAW) created a staged model to reflect
parallel changes in menstruation and hormonal
changes across women’s lifespan [3]. Using the final
menstrual period as an anchor (0), STRAW proposed
five main stages preceding this point and two follow-
ing. Stages –5 to –3 encompass the reproductive
phases (menarche and regular menstruation), -2
early menopause transition (regular menstruation
but change in cycle length), -1 late menopause transi-
tion (two or more missed menstrual periods and at
least one intermenstrual interval of 60 days or more),
+1a and +1b (early postmenopause) refers to the two
years following the last menstrual period, +1c refers to
3–6 years following the last menstrual period and +2
(late postmenopause) the subsequent years.
The stages of early and late menopause transition
and the first year after the last menstrual period (−2
to +1a) correspond to the ‘perimenopause’.

Related broader terms, such as ‘climacteric syn-
drome’ and ‘menopause syndrome’, have been used to
refer to a wide variety of physical and emotional
experiences that may or may not be related to hor-
mone or menstrual changes, including hot flushes,
vaginal dryness, loss of libido, depression, anxiety,
irritability, poor memory, loss of concentration,
mood swings, insomnia, tiredness, aching limbs, loss
of energy and dry skin. ‘The change’ or ‘change of life’
is a commonly used colloquial term in western cul-
tures that reflects the view that the menopause often
occurs in parallel with other psychological and social
adaptations duringmidlife. For example, theremay be
coincidental changes in personal and social roles and
relationships, such as dealing with illness, caring for
parents, dealing with adolescent children or children
leaving home, as well as perceived personal and social
consequences of reaching the age of 50. The impact of
these changes and the extent to which they are attrib-
uted to the menopause will vary with the social and
cultural context.
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Cross-cultural studies have challenged the concept
of the menopause as a universal phenomenon since
there are wide variations in the reports of symptoms
in women of different ethnic origins living in different
countries [4]. Cultural explanations of these differ-
ences need to include lifestyle (diet, exercise, social
factors, as well as reproductive patterns), which can
affect biological processes, population differences in
biology, as well as beliefs and attitudes to the meno-
pause and the social status of mid-aged and older
women – hence the need for a biopsychosocial under-
standing of the menopause.

Biological Influences

Physiological Changes
The function of the ovaries and hormone secretion is
regulated by the hypothalamo-pituitary-ovarian axis.
The primary factor influencing the transition from
regular menstruation to the perimenopause appears
to be the number of ovarian follicles. While at birth
there are approximately 700,000 follicles in a woman’s
ovaries, the numbers reduce markedly in the decade
before the menopause and, at the time of the last
menstrual period, few follicles remain. Follicle-
stimulating hormone (FSH) concentrations gradually
increase and serum inhibin concentrations reduce in
the years leading up to the perimenopause. These are
now regarded as useful indices of the number and/or
quality of follicles remaining in the ovary [5, 6].
During the reproductive years oestradiol is the main
type of oestrogen produced but after the menopause
oestrogen production does not cease because another
oestrogen, oestrone, is produced. This arises from
three main sources: the adrenal cortex, indirectly
from the body’s fat cells which convert androstene-
dione to oestrone, and from the ovaries which con-
tinue to produce small quantities of androgens which
are converted to oestrogens. Testosterone levels stay
at approximately the same level after the menopause,
being produced by the adrenal glands and by conver-
sion of other hormones.

The average age of menopause is estimated to be
50–51 years in most western countries but tends to be
earlier in some developing countries and is associated
with poverty and nutrition. Current smokers experi-
ence their last menstruation on average two years
earlier than non-smokers and women who have
a hysterectomy tend to have an earlier menopause
even when their ovaries are conserved. In the

US Study of Women’s Health Across the Nation
(SWAN), ethnic differences in hormone levels were
found. Some of this was explained by smoking and
body mass index (BMI), but differences in FSH
(highest in Hispanic and African American and
lowest in Japanese women) and testosterone (highest
in Hispanic and African American and lowest in
Japanese women) were evident when confounding
factors were controlled [7]. The Melbourne
Women’s Midlife Health Project [8] similarly docu-
mented the biological and subjective changes experi-
enced by women during the menopause transition.
The main hormone changes were increases in FSH
and decreases in oestradiol occurring during the
menopause transition and early postmenopause,
with maximum change two years before the last men-
strual period. Oestradiol reached a stable lower level
(below 20 pmol/l) between two and five years after the
last menstrual period. Nevertheless, defining stages of
menopause in clinical settings generally relies on age
and menstrual criteria rather than measuring hor-
mone levels [9].

Vasomotor Symptoms
Hot flushes and night sweats or vasomotor symptoms
(VMS) are the most characteristic symptom of the
menopause. Women living in North America and
Europe tend to report more VMS than those living
in China, Japan and the Indian subcontinent. They are
reported by 60–80% ofmenopausal women in western
cultures and are problematic for approximately
20–25% [10], having a negative impact on quality of
life, largely due to discomfort, social embarrassment
and disrupted sleep [11]. Recent studies suggest that
the duration of VMS is longer (lasting up to ten years
for some) than previously believed [12, 13].

Hot flushes are commonly described as sensations
of heat in the face, neck and chest, frequently accom-
panied by perspiration and/or shivering, and often
accompanied by increases in skin conductance and
finger temperature as well as peripheral blood flow
and heart rate. The exact aetiology is unknown, but
they appear to be associated with the rate of change of
plasma oestrogen, which influences the thermoregu-
latory system via the hypothalamus [6, 14]. Hot
flushes are also more prevalent following rapid with-
drawal of oestrogen, for example following surgical
menopause or adjuvant chemotherapy for breast can-
cer. Alterations in oestrogen levels (but not absolute
oestrogen levels) and neurotransmitters, such as
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norepinephrine and serotonin, and their subsequent
impact on thermoregulatory homeostasis, have been
widely implicated in the pathogenesis of vasomotor
symptoms [6]. Freedman [14] proposes that there is
a narrowed thermoneutral zone in women who have
hot flushes, such that hot flushes are triggered by
small elevations in core body temperature, caused by
changes in ambient temperature or other environ-
mental triggers, including stress.

In general, it is how problematic or bothersome
VMS are that is associated with quality of life and help
seeking, rather than frequency of VMS [11, 15, 16].
Problematic or bothersome VMS are more likely to be
associated with surgical menopause (bilateral oophor-
ectomy or hysterectomy), higher BMI and chronicity
of VMS [6, 16]. Breast cancer patients also have more
severe and chronic VMS because of the acute loss of
ovarian function associated with cancer therapies
[17].

Psychosocial Perspectives

Attitudes and Beliefs
Psychological perspectives on menopause include the
meanings and definitions of menopause, appraisals
and attributions of symptoms to menopause, as well
as cognitive, affective and behavioural reactions to the
menopause. Social factors include socioeconomic and
demographic variables, lifestyle and work settings, as
well as roles and stressful life events.

The meaning of menopause and attitudes
towards treatment are influenced by religion, eth-
nicity and personal values [18]. In western societies
menopause tends to be associated with emotional
and physical symptoms, ageing and uncertainty,
while in many developing countries menopause is
not regarded as a medical condition and thus may
be better accepted as a natural part of life, with less
focus on ‘symptoms’. There are also cultural differ-
ences in women’s attributions of different types of
symptoms to the menopause, which in turn could
result in some women not seeking or receiving
appropriate advice and healthcare [19]. Negative
beliefs and attitudes, and expectations held before
the menopause predict symptom experience during
the menopause [20]; it is therefore important not to
generalize from those women who seek help with
problematic symptoms to the majority for whom
menopause is more manageable. In general, women
tend to be pleased not to have menstrual period or

the need for contraception but are troubled if VMS
are severe and also by negative attitudes and social
images of mid-aged and older women which can
affect self-esteem [21, 22]. Negative beliefs and
cognitive appraisals (perceptions and interpreta-
tions) of VMS (social embarrassment, feeling out
of control and frustration) and behavioural reac-
tions (avoiding social situations) are in turn asso-
ciated with more problematic VMS [16, 23].

Menopause and Mood
The menopause transition is not necessarily asso-
ciated with psychological symptoms in healthy
women. Therefore, depressed mood should not be
attributed automatically to the menopause. Past
depression is the main predictor of depressive symp-
toms during the menopause and psychosocial factors
are also highly relevant. Age is another strong pre-
dictor in that lowmood is more prevalent duringmid-
age; in general psychological distress tends to rise
during adulthood to middle age before declining and
levelling off in old age and, after the age of 55, women
generally report improvements in mood [24].
Interestingly in this study of over 90,000 women in
England, themidlife increase in distress (for bothmen
and women) applied only to the lower-income groups
(bottom 20% of the income groups) [24]. These find-
ings are consistent with other data showing that finan-
cial and social pressures may lead to increased stress
in other areas of life.

In a more detailed study of specific changes that
occur for women across the menopause transition
(The Medical Research Council National Survey of
Health and Development, known as the 1946 British
birth cohort study) [25], for most women, overall,
psychological symptoms (depression and anxiety)
generally tended to stay the same, with some increases
and decreases, across the menopause transition.
However, there was a proportion of women, esti-
mated to be about 10%, who tend to be at a higher
risk of psychological symptoms, including depressed
mood, during the menopause transition. Factors
found to be associated with psychological symptoms
and depressed mood include past history of depres-
sion and psychological problems, social factors (edu-
cational and occupational status), poor health,
surgical menopause, stressful life events, cigarette
smoking, attitudes to menopause and ageing and
early life circumstances and experiences [25, 26].
Overall, the experience of psychosocial factors has
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been found to have a much stronger association with
psychological symptoms than the stage of menopause.

Mood and Vasomotor Symptoms
There are complex and bidirectional relationships
between hot flushes and mood [27]. For example,
anxiety reported before the menopause is a predictor
of VMS during the menopause [28], and concurrent
depressed mood and anxiety are associated with more
problematic VMS [16, 23]. In turn, having trouble-
some VMS can lead to low mood and psychological
symptoms if they affect sleep and interfere with qual-
ity of life [29].

It is important to consider the psychosocial con-
text and interactions between specific psychosocial
factors andmenopause-specific changes. For example,
mid-aged women report more work-related stress
than mid-aged men or women of other age groups
[30]; studies suggest that there are complex relation-
ships between reports of work-related stress and
menopausal symptoms; again there are likely to be
two-way interactions [31].

A Biopsychosocial Approach
This approach takes into account the impact of hor-
mone changes, a woman’s beliefs and attitudes, mood,
social context and past experiences, as well as her
preferences. The attribution of symptoms to meno-
pause is important since, apart from VMS, other
‘menopausal symptoms’ may well have other causes
or are likely to interact with other factors. For exam-
ple, memory and concentration are influenced by
stress and ageing, and sleep can be disrupted by
night sweats, as well as stress and unhelpful sleep
habits. Similarly, sexual functioning is very much
a biopsychosocial issue. Sexual interest (libido) in
general tends to reduce with age and across the stages
of the menopause, but is highly variable between
women and is associated with ageing, stress, relation-
ship issues, negative beliefs about ageing and sexual-
ity, partners’ sexual functioning, poor body image and
certain medications that can contribute to a reduction
in libido. However, vaginal dryness is associated with
lower levels of oestrogen and is reported more com-
monly by postmenopausal women. This can have
a significant impact in increasing the likelihood of
intercourse being painful which in turn can reduce
enjoyment and desire for sex (see NICE 2015 [9]). But
there is wide variation between women; some even

report an increase in libido and enjoyment as they no
longer have to worry about contraception.

A collaborative approach, discussing the relevant
factors relating to menopause for an individual using
the biopsychosocial model (Figure 19.1), can be help-
ful and can avoid mind–body dualism, which can be
a barrier to doctor–patient relationships. Similarly,
most parameters of the menopause transition vary
considerably between women, so it is difficult to gen-
eralize, for example in relation to how long it might
last, and attitude to sexual relationships.

A cognitive behavioural model of VMS has been
proposed to understand the possible role of psycho-
social factors in the experience of hot flushes [16]
(Figure 19.2). Biological factors are included, such as
the impact of reduced oestrogen levels on the thermo-
neutral zone, which in turn interacts with concurrent
stress, mood, and negative beliefs and behaviours
leading to problematic hot flushes. Environmental
factors such as rushing, spicy food and alcohol
might trigger hot flushes and cognitive reactions,
can exacerbate distress. Negative thoughts and beliefs
about VMS (relating to social embarrassment, disgust,
feeling out of control and worry about sleep) and
certain behavioural reactions, such as avoiding social
situations, are associated with problematic VMS.
On the other hand, calm thoughts and behaviours,
such as using calm breathing, accepting the symptoms
and not reacting with frustration or anxiety, are
associated with less problematic VMS [32, 33].

Biological factors,
e.g. hormone levels,

menopausal
symptoms

Social and
cultural factors,

e.g. social
meanings, lifestyle

Psychological
factors, e.g. beliefs
about menopause,

mood

Figure 19.1 A biopsychosocial model of factors influencing
experience of the menopause
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If women think that they are ‘unattractive’, ‘not
needed’ or ‘unsuccessful’ during flushes – thoughts,
which are associated with negative stereotypes about
menopause in general – they are more likely to feel
distressed [34]. Low mood and low self-esteem
increase symptom perception, and the extent to
which the symptoms are perceived as a problem is
less associated with VMS frequency or duration but
more with cognitions (perceptions of ability to con-
trol and cope), mood (depressed mood, anxiety) [23,
35]. Consequently assessing VMS using daily dairies
and rating scales can provide information about both
frequency and severity or problem-ratings; for exam-
ple, the Hot Flush Rating Scale (HFRS) is a short scale
which measures hot flush and night sweat frequency
and ‘problem-rating’ (3 items including distress,
extent to which a problem and interference with
daily routine) [36].

A Biopsychosocial Approach to
Treatment

Lifestyle Advice
There is some evidence that women who participate
in psychoeducational and health promotion pro-
grammes have more accurate knowledge, more posi-
tive attitudes regarding menopause, less discomfort
associated with changes at these stages and more
frequent engagement in healthy habit levels than

women who do not participate in these programmes
[37]. Menopause may offer an important opportu-
nity for healthcare professionals to encourage posi-
tive health-related behaviours (smoking cessation,
physical activity and stress reduction), as women
frequently seek information and advice at this
stage. Physically active women tend to report higher
quality of life and fewer VMS compared to inactive
women. However, a recent Cochrane review found
inadequate evidence to support exercise alone as an
effective intervention for problematic hot flushes
[38]. Weight tends to increase with age and, while
there tends to be a redistribution of fat during the
menopause to the abdomen, weight gain is not
a necessary consequence of menopause. However,
weight loss (using a healthy diet and exercise) can
lead to improvements in quality of life and also
improvements in VMS [39]. Such changes might
benefit women during menopause transition but
also offer prevention of longer-term health
problems.

Treatment Approaches for VMS
It has been estimated that approximately 75% of
women seek information and advice about meno-
pause, usually through their general practitioner, in
the United Kingdom. There are several categories of
treatment options for VMS which can be discussed
taking account of the women’s values, situation and
preferences: hormone therapies, non-hormonal

Information
input

Detection &
attribution

Cognitive
appraisal

Behaviour

Oestrogen withdrawal

Hot flush threshold

Perceived hot flush
Frequency

Problem-rating
Severity

Behavioural reactions
Help seeking

Menopause status

Triggers

Selective
attention

Body focus

Beliefs:
Menopause
Hot flushes

Stress
negative affectivity

Mood
Depression

Anxiety

Hunter & Mann (2010) Journal of Psychosomatic Research

Figure 19.2 A cognitive behavioural
model of hot flushes and night sweats
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pharmacological treatments, complementary thera-
pies and non-hormonal therapies. Current guidance
is available [9, 40] and a ‘Practitioner’s Toolkit for
Managing the Menopause’ [41] offers algorithms for
treatment decision-making, hormonal and non-
hormonal treatment options, symptom management
and patient review.

Hormonal Therapies
Hormone therapy (HT) is a highly effective treat-
ment for menopausal VMS and is available in dif-
ferent regimes [9, 40] (for full detail, see NICE,
2015). The publication of prospective data from
the Women’s Health Initiative and the Million
Women Study cast doubt on the long-term safety
of HT, and led to a decline in its use. Women who
stop taking HT often experience a return of meno-
pause symptoms [42]. Women who have an early
menopause are encouraged to have HT until the age
of natural menopause [9]. HT is generally contra-
indicated for women who have a history of breast
cancer, patients, for whom safe and effective options
are more limited.

Non-Hormonal Pharmacological Treatments
There is a growing evidence base for the efficacy of
selective serotonin reuptake inhibitors and
serotonin–norepinephrine reuptake inhibitors
(SSRIs and SNRIs) for the reduction of VMS,
such as citalopram and venlafaxine, although the
long-term efficacy of these interventions has been
questioned and side effects are reported.
Paroxetine is not recommended for breast cancer
patients due to its interactions with tamoxifen.
A Cochrane review of non-hormonal medications
identified that certain SSRIs/SNRIs (e.g.
Venlafaxine), antihypertensives (e.g. clonidine)
and anticonvulsants (e.g. gabapentin) demon-
strated a modest reduction in symptoms but that
side effects can limit use [43].

Complementary Therapies and Non-Hormonal Therapies
Complementary or alternative therapies are popular, for
example vitamin E, oil of evening primrose, black
cohosh, soy foods and red clover. However, several
reviews conclude that there is little consistent benefit
for botanical or dietary supplements and that further
well-controlled studies of complementary therapies and
herbal remedies are needed [9, 44]. There is rather more
evidence that ‘mind–body’ and psychosocial

interventions, such as relaxation, hypnosis, mindfulness
and cognitive behavioural therapy, have beneficial
effects on menopausal symptoms and quality of life
[37, 45].

Cognitive Behavioural Approaches
Cognitive behavioural therapy (CBT) has been
developed specifically for the treatment of VMS
based on the CBT model [16] and can be delivered,
with positive outcomes, in a self-help format and in
groups over four or six weeks [46, 47]. The CBT
interventions significantly reduced the impact
(problem-rating) of VMS in three randomized
controlled trials, including well women and breast
cancer patients, with improvements being main-
tained at a six-month follow-up [48–50].
Interestingly the self-help format (book and CD)
was as effective in reducing VMS as the group inter-
vention. The CBT targets beliefs and behaviours and
provides strategies to deal with stress, hot flushes,
night sweats and sleep. Women reported feeling
more in control of their VMS, and there were addi-
tional benefits to quality of life, i.e. social and phy-
sical functioning.

Conclusions
Women’s experiences of the menopause are highly
varied. They are influenced by biological (hor-
mone changes, VMS, general health) and psycho-
social factors (culture, early life adversity and
concurrent life stress, past anxiety and depression,
current mood, beliefs and expectations and socio-
economic factors). Consequently, a biopsychoso-
cial approach is needed to understand the range
of influences on a woman’s presenting problems
and to engage in a collaborative discussion of
these. Women tend to seek help during the meno-
pause when having difficulty in coping with pro-
blematic VMS, together with the menopause and
life stresses. There is a range of evidence-based
options available to meet women’s varied needs
during the menopause, depending on their perso-
nal preferences, medical history and possible con-
traindications. Menopause also offers an
important opportunity for healthcare profes-
sionals to encourage positive health-related beha-
viours (smoking cessation, physical activity and
stress reduction), as women frequently seek infor-
mation and advice at this life stage.
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Key Points

• Themenopause often occurs in parallel with
psychological and social adaptations during
midlife. The impact of these changes and the
extent to which they are attributed to the
menopause will vary with the social and
cultural context.

• In general, it is how problematic or bothersome
vasomotor symptoms (VMS) are that is
associated with quality of life and help seeking,
rather than frequency of VMS. Problematic or
bothersome VMS are associated with surgical
menopause (bilateral oophorectomy or
hysterectomy), higher body mass index, mood,
beliefs and chronicity of VMS.

• Psychological perspectives on menopause
include the meanings and definitions of
menopause, appraisals and attributions of
symptoms to menopause, as well as cognitive,
affective and behavioural reactions to the
menopause. Social factors include
socioeconomic and demographic variables,
lifestyle and work settings, as well as roles and
stressful life events.

• Thebiopsychosocial approach takes into account
the impact of hormone changes, a woman’s
beliefs and attitudes, mood, social context and
past experiences, as well as her preferences.

• The attribution of symptoms to menopause
should be carefully considered since, apart
from vasomotor symptoms, ‘menopausal
symptoms’ may well have other causes or are
likely to interact with other factors.

• Assessing VMS using daily dairies and rating
scales (such as the Hot Flush Rating Scale) can
provide information about both frequency and
severity or problem-ratings.

• Women who participate in psychoeducational
and health promotion programmes have more
accurate knowledge of the menopausal
transition, more positive attitudes, less
discomfort and more frequent engagement in
healthy habits levels than women who do not
participate in these programmes.

• A cognitive behavioural model of VMS has
been proposed to understand the possible role
of psychosocial factors in the experience of hot
flushes

• There is evidence that ‘mind–body’ and
psychosocial interventions, such as hypnosis,
mindfulness and cognitive behavioural
therapy, have beneficial effects on menopausal
symptoms and quality of life.
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Gynaecological Cancer Statistics
Global statistics on the prevalence of gynaecological
cancers as a group are limited. In the United States,
gynaecological cancers – which include cancers of the
cervix, ovary, uterus, vagina and vulva – account for
11% of all cancers diagnosed in women, affecting
approximately 90,000 women each year [1]. Cervical
cancer is the most common type of gynaecological
cancer worldwide and is the fourth most common
cancer in women, affecting over half a million women
each year [2]. Cervical cancer alone represents approxi-
mately 7.9% of all cancers in women [2]. Endometrial
cancer and ovarian cancer are the next most common
types of gynaecological cancer, accounting for 4.8%
and 3.6% of all cancers in women, respectively [2].

Survival rates for gynaecological cancer vary
greatly by country, as well as site and stage of cancer.
About 7.5% of female cancer deaths worldwide are
due to cervical cancer, with the vast majority of cervi-
cal cancer cases and deaths occurring in less-
developed countries [2]. The five-year survival rate
for cervical cancer is around 60–70% worldwide, but
ranges from as low as 46% in India to as high as 77% in
South Korea [2,3]. Globally, the five-year survival
rates for endometrial and ovarian cancer are approxi-
mately 69% and 30–50%, respectively [2]. Worldwide
survival rates for less-common gynaecological cancers
are limited, but in the United States the five-year
relative survival rate is about 50% for vaginal cancers
and 16–86% for vulvar cancers, although these figures
depend largely on cancer stage [3].

Treatments for Gynaecological Cancer
Treatment for gynaecological cancers will vary
depending on the site and stage of the disease, but
most commonly involve surgery, chemotherapy and
radiation therapy. Surgery often includes total
abdominal hysterectomy (including removal of the
uterus and cervix), bilateral salpingo-oophorectomy

(removal of both ovaries and fallopian tubes) and
potentially resection of additional organs and lymph
nodes [4]. Chemotherapies including platinum drugs
(e.g. cisplatin) and taxanes (e.g. paclitaxel) are often
used in the treatment of gynaecological cancers [5].
Finally, radiation therapy is used in the treatment of
approximately 40% of gynaecological cancers as an
adjunct to surgery [5].

Quality of Life
The gynaecological cancer patient’s physical and emo-
tional symptom burden negatively impacts health-
related and overall quality of life [4,6]. Quality of life
concerns in gynaecological cancer vary by disease site
and can include issues related to physical functioning
(e.g. urinary and faecal incontinence, sexual dysfunc-
tion, lymphoedema) and psychosocial functioning (e.g.
body image concerns, role changes, anxiety, depression,
sexual dysfunction), which are reviewed in greater detail
subsequently in this chapter. Among women treated
with radiation therapy for gynaecological cancers,
nearly all report some negative change in quality of
life, specifically physical, sexual and/or social function-
ing [7]. Within this population, pain, dyspareunia and
decreased interest in sex specifically have been asso-
ciated with decreased quality of life in physical, psycho-
logical or social domains [8]. Among gynaecological
cancer patients treated with chemotherapy, nausea and
vomiting have been negatively associated with quality of
life [9]. More broadly, urinary incontinence [10] and
sexual morbidity [4,11] in particular have been found to
predict poorer short-term and long-term quality of life
and are associated with anxiety and depression.

Biological Factors

Physical Sequelae
The physical sequelae of gynaecological cancers include
both acute side effects (e.g. fatigue, gastrointestinal
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problems, alopecia) and long-term/late effects of
disease and treatment. Late effects of treatment can
appear months to years after cancer treatment comple-
tion. Common, late effects of gynaecologic cancer
include cognitive changes, sexual side effects, changes
in bowel patterns, peripheral neuropathy and skin
changes [12].

Neurological Effects
Neurological and central nervous system effects may
include pain, neuropathy, cognitive changes, fatigue
and sleep disturbance. Both acute and chronic pain
are common in cancer patients. Gynaecological can-
cer pain may include both neuropathic pain, as dis-
cussed next, and nociceptive pain, which results from
tissue damage and is described as sharp, aching or
throbbing [6]. Unfortunately, there are no evidence-
based guidelines for treating pain in gynaecological
cancer specifically, and pain is often inadequately
managed. Treatment for pain related to gynaecologi-
cal cancer typically follows guidelines established for
cancer pain or general pain management; analgesics
are traditionally used, ranging from non-opioid
analgesics (e.g. nonsteroidal anti-inflammatory
drugs [NSAIDs]) for milder pain to full opioid ago-
nists (e.g. fentanyl) for more severe pain [6].

Peripheral neuropathy occurs in 5–38% of patients
treated with chemotherapy, and the co-
administration of platinum and taxane chemothera-
pies increases the likelihood of neurotoxic sequelae
sevenfold [5]. Some patients will experience
a reduction in neuropathy post treatment, while
others will deal with it as a long-term effect.
Pharmacotherapy including NSAIDs, tricyclic antide-
pressants and GABA agonists such as pregabalin and
gabapentin may be used to target neuropathy, though
with varying success and undesirable secondary side
effects [5]. Physical therapy including gait training
and lower body strengthening to improve balance
[13] and alternative therapies including acupuncture
may also offer some relief [5].

Cognitive changes such as memory loss, short-
term memory impairment and difficulty concentrat-
ing or learning new skills are common following
treatment for gynaecological cancers [12]. Though
there is limited research on the occurrence of ‘chemo-
brain’ specifically within a gynaecological cancer
population, there is evidence to support changes in
brain function following chemotherapy in other can-
cers [14,15]. There is evidence that cognitive skills

such as attention, processing speed and reaction
time decline during the course of chemotherapy for
ovarian cancer [16]. There is also evidence that other
factors such as fatigue, sleep disturbance, anxiety and
depression may also contribute to cognitive changes,
as some cognitive changes have been noted before the
initiation of chemotherapy treatment [17].
Treatments may target the multifactorial nature of
cognitive changes after cancer through use of cogni-
tive behavioural therapy, exercise, brain-training and
pharmacological interventions including antidepres-
sants or central nervous system stimulants (e.g.
Provigil, Ritalin).

Fatigue is almost ubiquitous among cancer
patients, with prevalence rates of up to 96% [6].
Fatigue often persists and is a top survivorship con-
cern with up to 30% of survivors reporting fatigue
one year post treatment [6]. An interplay of multiple
factors including cancer disease and treatment
directly, nutrition, anaemia, anxiety, depression and
sleep disturbance exacerbate this common concern.
Multidisciplinary approaches to managing fatigue
include pharmacotherapy, nutrition, treating sleep
disturbance and psychological comorbidities, and
exercise, though optimal type, timing and intensity
of the latter have not been determined [6]. One small
study investigated the use of a psychostimulant
(methylphenidate) twice per day in women treated
for recurrent gynaecological cancer and found signif-
icant improvement in fatigue, mood and quality of life
[18].

Most of the research on sleep disturbance in
gynaecological cancer has been conducted in women
with ovarian cancer. Sleep disturbance or poor sleep
quality was endorsed by almost 70% of patients with
ovarian cancer both during and after treatment, and
almost half used sleep medication during the month
prior to responding [19]. Additionally, poor sleep
quality is associated with reduction in all quality-of-
life domains and increased depression [19]. Sleep dis-
turbance also appears to persist at least a year after
treatment, and factors such as depression, use of pain
medication and premenopausal status may contribute
to this [20]. Cognitive behavioural therapy, including
sleep hygiene, stimulus control, cognitive restructur-
ing and relaxation training, is effective in treating
sleep disturbance [11]. Pharmacological agents (e.g.
benzodiazepines, antidepressants, hypnotic medica-
tions or melatonin), though often prescribed, do not
appear to adequately help with this issue [20].
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Lymphatic System Effects
Lymphoedema – a condition where fluid is blocked
from properly draining in the lymphatic system and
builds up in body tissue – is caused by surgery, radia-
tion or metastases in women with gynaecological
cancer. It is most common in vulvar cancer patients
(35–47%), followed by cervical cancer (12–17%), uter-
ine (8–17%) and ovarian cancer (4–7%) [6].
Lymphoedema can result in considerable fluid accu-
mulation and impacts on patients’ appearance, body
image and mobility. Lymphoedema is a chronic con-
dition requiring lifelong, consistent management.
Treatment for lymphoedema includes use of com-
pression garments, lymphatic drainage massage and
physical therapy [6].

Gastrointestinal and Genitourinary Effects
Acute effects of radiation therapy may include
damage to intestinal mucosa resulting in diarrhoea,
nausea, and stomach cramps, while long-term and
late effects may include enteritis, bowel obstruction
or fistula formation, often leading to the need for
additional surgeries and related comorbidities [5].
Faecal incontinence is also a significant concern for
survivors of gynaecologic cancer [21]. Additionally,
there is a high prevalence of intestinal obstruction
symptoms near the end of life [6].

Pelvic floor dysfunction includes bladder storage
and voiding problems, urinary and faecal inconti-
nence and sexual dysfunction. Survivors of gynaeco-
logic cancer are significantly more likely than non-
cancer controls to have urinary storage issues,
including nocturia, urinary urgency, urinary leakage
and bladder pain [22]. They are also significantly
more likely than controls to have urinary inconti-
nence issues, including urge, stress, mixed and noc-
turnal enuresis [22]. Approximately two out of three
women with gynaecologic cancer will suffer from pre-
existing urinary incontinence, pelvic organ prolapse
or both before cancer treatment, though it may be
possible to surgically address these concerns in the
course of cancer treatment [23]. Physical therapy in
the form of pelvic floor training may benefit gynaeco-
logic cancer survivors with pelvic floor dysfunction by
strengthening the pelvic floor muscles and in turn
reducing incontinence and improving sexual func-
tioning [24]. The combination of pelvic floor therapy
and behavioural therapy including urinary inconti-
nence management advice (e.g. avoiding bladder irri-
tants, optimal balance of fluid intake) may also hold

promise as demonstrated in gynaecologic cancer sur-
vivors [25].

Endocrine and Sexual Functioning Effects
Surgery, chemotherapy and radiation therapy contri-
bute to sexual morbidity. Surgery for vaginal, vulvar
and cervical cancers may alter anatomy, including loss
of clitoral tissue. Surgery and radiation therapy also
contribute to vaginal stenosis and related dryness, loss
of elasticity and resilience, and scar tissue [26].
Chemotherapy can contribute to menopause and the
resulting loss of oestrogen leading to vaginal atrophy,
dryness and dyspareunia [26]. Additionally, cytotoxic
effects of chemotherapy, including fatigue, nausea,
pain, and early menopause, may affect a woman’s
libido [26]. Abbott-Anderson and Kwekkeboom [27]
categorized quality-of-life concerns related to sexual
function into three main dimensions: physical
(including dyspareunia, changes in the vagina, and
decreased sexual activity), psychological (including
‘decreased libido, alterations in body image, anxiety
related to sexual performance’) and social (‘difficulty
maintaining previous sexual roles, emotional distan-
cing from partners, perceived change in partner’s level
of sexual interest’) [p. 477].

In order to help address sexual dysfunction among
cancer survivors, an open dialogue between patients
and their providers is helpful. Providers can assess
sexual health history and include sexual health in
routine review of systems [26]. Assessment measures
are also available; the Female Sexual Functioning
Index demonstrates sound psychometric properties
for measuring sexual functioning in cancer survivors
[28]. Once concerns are identified, multidisciplinary
treatment approaches including medical, physical
therapy and psychological management may help
with sexual functioning changes. For example, non-
hormonal lubricating agents such as Replens can
relieve vaginal dryness and reduce pain during sexual
activity, and vaginal dilators may help with stenosis
[26]. While using hormones to address sexual con-
cerns among gynaecological cancer survivors is still of
some debate, vaginal oestrogen may be an option for
some women to relieve dryness and thinning of
the vaginal area. There is also some evidence that
hormone replacement therapy to treat menopausal
symptoms does not increase risk of recurrence for
women with endometrial, epithelial ovarian, cervical,
vaginal and vulvar cancers [29]. Physical therapy
including pelvic floor therapy can address sexual
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dysfunction related to weak pelvic floor muscles [24].
Psychotherapy can target body image concerns, com-
munication, arousal problems and depression and
anxiety symptoms leading to sexual dysfunction by
using education and cognitive behavioural interven-
tions [30].

Treatment for gynaecologic cancers can impact
fertility in women of childbearing age. Surgical resec-
tion of cancer or disease staging typically involves the
removal of organs necessary for reproduction, includ-
ing the uterus, ovaries, fallopian tubes and cervix.
Fertility-sparing procedures, though not always pos-
sible, may include trachelectomy for early-stage cer-
vical cancer, and uterine and contralateral ovarian
preservation for good-prognosis ovarian tumours
and the latter early-stage uterine and cervical cancers
[31]. Progestational agents might also be used for
treatment of early-stage uterine cancer, though more
research is needed. If ovarian- or cervical-sparing
treatments are not an option, oocyte or embryo cryo-
preservation may still allow for future childbearing if
the uterus is maintained [32]. Chemotherapy can
contribute to infertility via damage to oocytes; this
impact is variable depending on the chemotherapeu-
tic agent and dosage, patient age and ovarian func-
tioning. Similarly, radiation therapy may damage
oocytes, in addition to the effects in the uterus and
hypothalamic-pituitary axis. Ovarian transposition is
one option for protecting the ovaries from radiation
in treating cervical, vaginal and uterine cancers [32].
Nonetheless, fertility-sparing options are not always
possible, and the resulting psychosocial impact can be
enormous.

Psychological Factors
The physical sequelae of gynaecological cancer often
contribute to symptoms of depression and anxiety
[33,34]. Interestingly, women who receive more exten-
sive treatments consistently report higher distressed
mood and anxiety and lower quality of life but do not
report higher levels of depression overall when com-
pared to women who received less extensive treatment
[35]. Among survivors who have undergone more
extensive treatment, those who use more avoidant cop-
ing strategies (e.g. denial) tend to report higher levels of
depression and distressed mood and lower quality of
life than those who usemore engagement-based coping
strategies like positive reframing [35]; this relationship
was not found, though, among women who received
shorter, less extensive treatments.

Depression
Although about a quarter of all cancer patients experi-
ence depression, few are offered treatment for their
depressive symptoms [6]. A limited amount of research
has specifically examined depression among gynaeco-
logical cancer patients. In a sample of low-income,
ethnic-minority women in the United States who
were being treated for gynaecological or breast cancer,
approximately 17% reported at least moderate levels of
depressive symptoms, yet only a minority received
treatment for their depression in the form of antide-
pressant medication (12%) or counselling/support
groups (5%) [36]. Among these women, those who
reported greater economic stress experienced even
greater rates of depression and poorer quality of life
[37]. The substantial number of untreated depression
cases among gynaecological cancer patients is thought
to be due to the underestimation of depressive symp-
toms on the part of providers [36] as well as the expec-
tation among both patients and providers that
depression is a normal part of the cancer experience
[6]. Unmet survivorship needs (e.g. need for help redu-
cing overall stress in life) among gynaecological cancer
survivors have been associated with increased symp-
toms of depression [38].

Increased physical sequelae of treatment, espe-
cially menopausal symptoms and sexual dysfunction,
have also been linked to increased depressive symp-
toms [39]. Side effects of treatment like fatigue may
inhibit participation in usual activities and mirror
somatic symptoms of depression, which may also
make the identification of depression in cancer
patients more challenging [6]. However, the relation-
ship between physical sequelae of treatment and dis-
tress has been found to be moderated by social
support such that patients with greater support
experience fewer depressive symptoms and traumatic
stress [40].

Anxiety
Anxiety is another common issue among cancer
patients, with approximately one-fifth of all cancer
patients reporting significant anxiety symptoms [6]
and up to about 60% wanting help with management
[41]. As with depression, little research has focussed
on anxiety among gynaecologic cancer patients and
survivors specifically. One study found that
nearly one-third of survivors endorse clinically signif-
icant levels of anxiety, and these survivors are
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three times more likely to report anxiety symptoms
than the general population [38]. Some side effects of
treatment like lymphoedema have also been suggested
to trigger increased anxiety, as some patients wrongly
attribute these symptoms to disease recurrence or
progression [4]. As with depression, anxiety often
goes undiagnosed and untreated among cancer
patients due to incorrect beliefs that anxiety is normal
in the context of cancer, or that anxiety symptoms
stem directly from the cancer or its treatment [6].

For many cancer patients, anxiety is often
focussed around fear of cancer recurrence; in fact, it
is often comorbid with anxiety disorders like general-
ized anxiety disorder, although it is a distinct con-
struct from generalized anxiety [42]. Fear of cancer
recurrence has been found to be the most common
need for supportive care among women with gynae-
cological cancers, endorsed by about one-quarter of
survivors [38]; however, comparatively little work has
examined this construct among survivors. More
advanced disease, as may be the case among many
ovarian cancer survivors, is associated with greater
and more persistent levels of fear of cancer recurrence
over time [43]. Unfortunately, this is a realistic fear for
many survivors, as many gynaecological cancers, par-
ticularly ovarian cancer, have very high recurrence
rates (70–90% over five years) [44]. Psychosocial fac-
tors, such as exaggerated perception of disease sever-
ity, are also strong predictors of fear of cancer
recurrence [43]. Recently, an increasing amount of
research has investigated potential interventions spe-
cifically for fear of cancer recurrence such as cogni-
tive-existential group therapy, which has shown
promising results in breast and ovarian cancer survi-
vors [45].

Aside from fear of cancer recurrence, the presence
of other unmet survivorship needs has been signifi-
cantly correlated with anxiety, depression and post-
traumatic stress symptoms, and those with advanced
disease reported more unmet needs [38,46].

Concerns about Death/Dying
Many gynaecologic cancer patients experience worry
and concerns related to death and dying at diagnosis
and throughout treatment [47], although some
research has suggested that death anxiety may
decrease with time following diagnosis [48]. Many
women respond to worries about death with avoid-
ance strategies like distraction; others take a more
task-oriented approach, making lists and getting

legal documentation in order, or an emotion-
oriented approach, using positive self-talk and relying
on ‘inner psychological strength’ to cope [47].

Along with worry about death itself, another com-
mon fear among gynaecological and other cancer
survivors is becoming physically/mentally incapaci-
tated and dependent on others towards the end of
life [47]. Utilization of palliative and hospice care
earlier in the illness trajectory has been encouraged,
which can improve symptom management and
patient and family satisfaction [49], as the value that
patients place on survival is generally tempered by the
desire for good quality of life [50].

General Loss and Grief
Infertility is often an unfortunate outcome associated
with treatment of cancer among women of reproduc-
tive age. It is often associated with increased feelings
of grief and sadness, and decreased quality of life, even
beyond a year after completing treatment [31].
In some women, the loss of childbearing ability com-
pounds the stress of the cancer diagnosis and effec-
tively creates a ‘double trauma’, which can lead to
poorer long-term outcomes such as prolonged grief
and poor coping strategies [31]. However, research
has suggested that receipt of support and information
about reproductive issues may help reduce levels of
anxiety and emotional distress among cancer survi-
vors [31].

For women dealing with the many and varied
physical problems of gynaecologic cancer and result-
ing physical or functional losses (e.g. disability, infer-
tility, loss of energy, loss of role functioning), one’s
sense of meaning or purpose in life may change [51].
Survivors may have difficulty making sense of their
cancer experience, and this loss of meaning can
exacerbate depressive symptoms in survivorship [51].

Body Image Issues
Appearance and functional changes are common
among gynaecological cancer survivors. Body image
concerns including hair loss, weight change, loss of
female organs, changes to vaginal and vulvar areas,
functional urinary and bowel changes, and ostomies
may also contribute to changes in a woman’s sexual
self-schema and libido [52], especially among younger
patients [53]. Swelling caused by lymphoedema may
also contribute to changes in body image and often
necessitates changes to the patient’s usual clothing
choices [4].
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Social Factors

Role Changes and Social Isolation
Impaired social functioning is associated with increased
distress and decreased quality of life. Survivors with
more social contacts and social support have been
found to be less negatively affected by their cancer,
reporting fewer symptoms of anxiety and depression,
better role functioning, more energy and better health
than those who are more socially isolated [40].

Patients often experience significant interference
to their social activities and family life. Many of the
physical sequelae of treatment can impact daily activ-
ities, ability to work and body image. For example,
urinary incontinence [10], lymphoedema [54] or cog-
nitive impairment [5] can create feelings of embar-
rassment or decreased self-confidence and are
associated with social withdrawal. Fertility issues, sex-
ual dysfunction andmenopausal symptoms stemming
from cancer treatment leave some patients feeling like
‘damaged goods’, which may also contribute to social
isolation [31]. Reducing or stopping work may result
in disconnection from social contacts as well.
Although cancer survivors in general are at an ele-
vated risk of unemployment compared to healthy
individuals, gynaecologic (and breast) cancer survi-
vors are even more likely to choose to stop working or
reduce their work hours than other cancer survivors
[53]. Younger survivors in particular appear to report
greater interference in their social and family lives;
however, they report better role functioning than
older survivors, as measured by limitations on work,
daily activities and pursuing hobbies [53].

Changes in Sexual Relationships
Partners of women with gynaecological cancer are
also affected by loss of sexuality and intimacy.
Resentment, withdrawal and relationship conflict
can develop due to partner’s mixed responses, includ-
ing worrying about the patient’s health, and desiring
sexual activity but feeling guilty [30]. Conversely,
some research has suggested that patients’ feelings of
intimacy during sexual activity may actually increase
following their diagnosis [28].

Health Disparities
Additional social factors such as income and racial
disparities can impact cancer outcomes. As already
mentioned, gynaecological cancer rates and mortality

are higher in less-developed regions of the world [2].
In the United States, low-income and minority women
are less likely to receive adjuvant treatment, less likely
to adhere to treatment and more likely to die from
gynaecologic cancers [37]. Low-income women with
gynaecologic cancer report greater unmet supportive
care needs related to physical/daily living and practical
concerns, and African-American women report
greater unmet sexuality and psychological needs com-
pared to their Caucasian counterparts [55]. Patient
navigation [37] and multidisciplinary care, including
psychology, physical therapy, and social work [55], to
target unmet needs may improve adherence and sub-
sequent outcomes.

Summary
The biopsychosocial and quality-of-life impairment
of gynaecological cancer is extensive, from multi-
system physical sequelae, to depression and anxiety,
to role and relationship changes and social isolation.
As summarized, some of these issues can be
addressed with multidisciplinary approaches includ-
ing medical, physical therapy and psychological
treatments, whilst others have fewer approaches
available. Research has been less devoted to gynae-
cological cancers compared to other cancers affect-
ing women, and a more concentrated effort at the
many and sometimes unique issues gynaecologic
cancer survivors face is warranted. Additionally,
since many survivors do not have access to or aware-
ness of the full range of resources available, research
should also continue to examine health disparities
and develop outreach options for underdeveloped
regions and underserved populations.

Key Points

• Gynaecological cancers account for 11% of
all cancers diagnosed in women.

• The gynaecological cancer patient’s physical
and emotional symptom burden negatively
impacts health-related and overall quality of
life.

• Quality-of-life concerns in gynaecological
cancer vary by disease site and can include
issues related to physical functioning (e.g.
urinary and faecal incontinence, dyspareunia,
lymphoedema) and psychosocial functioning
(e.g. body image concerns, role changes,
anxiety, depression, sexual dysfunction).
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• Cognitive changes such as memory loss, short-
term memory impairment and difficulty
concentrating or learning new skills are
common following treatment for
gynaecological cancer.

• For many cancer patients, anxiety is often
focussed around fear of cancer recurrence.

• Although about a quarter of all cancer patients
experience depression, few are offered
treatment for their depressive symptoms. This
is thought to be due to the underestimation of
depressive symptoms on the part of providers
as well as the expectation among both patients
and providers that depression is a normal part
of the cancer experience.

• Many women respond to worries about
death with avoidance strategies like
distraction; others take a more task-oriented
approach, making lists and getting legal
documentation in order, or an emotion-
oriented approach, using positive self-talk
and relying on ‘inner psychological strength’
to cope.

• Psychosocial assessment should be part of the
routine care of women with gynaecological
cancer. Tools for doing this are available.
Multidisciplinary approaches including
medical, physical therapy and psychological
treatments are associated with improved
quality of life.
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Assessment and Management of Women
with Nausea and Vomiting during
Pregnancy
A Biopsychosocial Approach
David McCormack and Leroy C. Edozien

Introduction
Nausea and vomiting are very common symptoms
experienced during pregnancy, with approximately
80% of pregnant women experiencing some vomiting
and/or nausea and 52% having both nausea and
vomiting [1]. A smaller number of pregnant women,
approximately 0.3 to 1.5%, will experience hyperem-
esis gravidarum (HG), which is a severe and intract-
able form of nausea and vomiting during pregnancy
(NVP), typically starting between the fourth and sixth
weeks of gestation and resolving before the end of the
22nd week, with around 13% reporting it as lasting
beyond 20 weeks’ gestation [1–3]. NVP is associated
with negative physical, social and psychological effects
[4–6]. Severe and persistent vomiting, particularly if
left untreated, can lead to maternal weight loss, dehy-
dration and electrolyte imbalance; if electrolyte dis-
turbance occurs, there is some evidence that this
presents an elevated risk of lower birth weight and
fetal anomalies [7–9].

Aetiology of Nausea and Vomiting
during Pregnancy
At present the precise aetiology of NVP is unknown,
and the exact relationship between mild-moderate
symptoms (i.e. typical NVP) and the more uncom-
mon severe and persistent presentation of symptoms
(i.e. HG) is unclear. There have been many aetiologi-
cal theories proposed including genetic, biochemical,
immunological and conceptualizing it as being feto-
protective or a by-product of maternal-embryo con-
flict [10–12]. In addition, psychological theories have
been advanced [13].

Psychological theories range from viewing NVP as
a form of conversion/somatization disorder through

to seeing it as a result of behavioural conditioning.
The psychological approach conceptualizing NVP as
a form of conversion disorder is underpinned by the
assumption that the symptoms observed are the phy-
sical manifestation of ambivalence of attitude from
the mother towards her developing baby (i.e. fetus),
and/or overwhelming psychical conflict or dysphoric
affect [14]. Despite a number of nuanced theoretical
accounts and research carried out in this area, there is
little evidence to support the conversion/somatization
theory [15, 16].

Another notable psychological theory, the beha-
vioural conditioning formulation, attempts to
account for persistent NVP by proposing that stimuli
which would not normally trigger NVP, such as, food,
places, people and normal physiologic symptoms (i.e.
unconditioned stimuli), become ‘conditioned stimuli’
after repeated episodes of typical NVP. That is, food,
places, people etc. through repeated pairings/associa-
tion with NVP become by themselves capable of indu-
cing nausea and vomiting (i.e. the unconditioned
stimuli become conditioned stimuli). As a conse-
quence, nausea and vomiting becomes more frequent
and persistent [17]. The explanation as to why all
women with NVP do not develop more severe and
persistent symptoms rests on the assumption that
some women are more susceptible to conditioning
than others (e.g. individual differences in autonomic
nervous system functioning, particularly having
a more reactive sympathetic nervous system). There
is some limited evidence to support this assumption,
for example an interesting small non-prospective
study found that pregnant women with HG were
more hypnotizable (i.e. more prone to conditioning)
than pregnant women without HG [18]. Preliminary
data showing that hypnosis may be effective at redu-
cing NVP for some women appears to lend further
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support to the role of conditioning; however, fully
powered and methodologically rigorous research stu-
dies are needed to confirm this [19]. Overall, while the
behavioural conditioning theory may help explain
why some pregnant women with mild nausea and
vomiting of pregnancy go on to develop more severe
symptoms, it does not provide a persuasively robust
aetiological account for why the symptoms occur in
the first place.

The majority of the research supporting a psycho-
genic origin of NVP and HG suffers from methodolo-
gical problems. Typically, published studies in this area
seldom include control comparison groups, are not
prospective, and most of the studies are cross-sectional
in design. As a consequence, based on present data, the
direction of effect is difficult to establish. That is, are
psychological effects the cause of nausea and vomiting
or the result? There is growing evidence that psycholo-
gical effects are secondary to NVP and HG [20].

Currently there appears to be insufficient evidence
for a psychogenic origin. However, it does appear as
though NVP can negatively impact on the psycholo-
gical and emotional well-being of pregnant women,
and it seems theoretically plausible that psychological
distress and behavioural conditioning could play a role
in exacerbating symptoms for some women [21].

At present pursuing a biological line of enquiry and
studying the role of hormones such as oestrogen, pro-
gesterone and particularly human chorionic gonadotro-
pin (hCG) may prove fruitful in better understanding
the aetiology of NVP and HG. While hCG seems very
likely to play an important role in the aetiology of NVP
and HG, there is insufficient evidence that it is causal.
For example, some women who do not experience NVP
have been found to have elevated levels of hCG [22].
This has led some to speculate that this may be attribu-
table to biological activity of different isoforms of hCG
in addition to individual differences among women
regarding their sensitivity to emetogenic stimuli [23].
It has also been theorized that hCG may play a role in
increasing the production of prostaglandin E2 and this
then is a key factor in what causes NVP [24].

It seems likely that what causes and maintains
NVP may turn out to be multifactorial and that
there may be slightly different variables at play
depending on the individual woman and her pre-
sent circumstances. That is, similar to other med-
ical conditions (e.g. chronic pelvic pain [25], see
Chapter 16), psychological, environmental and
social factors may unhelpfully interact with

physiological processes, which may then exacer-
bate symptoms and negatively affect functioning
and quality of life. Taking this more complex
multifactorial view of what causes and maintains
NVP has led some researchers to propose that a
biopsychosocial approach be adopted [26].
Informed by this approach a simple hypothetical
model is presented in Figure 21.1.

Within this model the hypothesized driver for the
symptoms is biological (e.g. rising levels of hCG),
which increases the risk of NVP. Triggers for NVP
episodes may be internal (e.g. physiological) or exter-
nal (e.g. environmental – such as food odours) and/or
a complex interplay of both internal and external
factors. Within this model resultant NVP then effec-
tively becomes a psychological and social stressor,
contributing to psychological distress and negative
social effects. The negative social effects may include
challenges in performing occupational duties, and
placing a strain on relationships leading to insufficient
social support being available [6]. It seems plausible
that social effects and psychological distress could
then negatively interact with one another (e.g.
strained relationships may increase anxiety and in
turn anxiety contributes to making relationships
with others more strained), and these psychosocial
effects, particularly stress and anxiety, may then
further increase the risk of nausea and vomiting
and/or exacerbate symptoms [27].

Taking a biopsychosocial approach may prove
a useful paradigm to use both in the search for what

Biological
(e.g. rising

levels of hCG)

Nausea
and

vomiting

Psychosocial
effects

(e.g. stress)

Environmental
(e.g. food, odours)

Figure 21.1 A biopsychosocial model of nausea and vomiting of
pregnancy
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causes and maintains NVP and as a framework for its
assessment and management.

Assessment
In line with the biopsychosocial approach we will
firstly outline how to carry out a biopsychosocial
assessment of NVP and HG. We will start out with
the medical assessment before moving on to look at
how to assess the psychological and social aspects.

Medical
The first step is to take a careful history which
includes assessing the onset of symptoms, the typical
duration and severity of nausea and vomiting, and
asking the patient about any associated symptoms
(e.g. weight loss, abdominal pain) and/or other con-
ditions that they may have (e.g. diabetes).
Examination and investigation should then be guided
by history and include taking the patient’s tempera-
ture, pulse, blood pressure and testing the urine for
ketones, and looking for signs of dehydration.

It is crucial before diagnosing NVP that other
causes for the symptoms are excluded; this is particu-
larly relevant when symptoms commence after week
ten of gestation and when attendant symptoms other
than fatigue are present [23]. Making a diagnosis of
NVP involves a process of exclusion. As NVP might
not be directly related to the pregnancy itself, it is
routine practice to exclude other causes, including
gastroenteritis, metabolic disorders, thyroid and
other endocrine conditions, appendicitis, nephro-
lithiasis etc. [28–32].

Once NVP is confirmed it is important to then
establish if the symptoms suggest typical NVP (i.e.
mild-moderate symptoms) or HG (i.e. severe and
persistent symptoms) with or without metabolic
imbalance. The use of a standardized measure is
recommended; for instance, the Pregnancy-Unique
Quantification of Emesis (PUQE) is a brief validated
measure which enables symptoms to be classed as
mild, moderate or severe [33]. ICD-10 defines HG as
severe and persistent NVP starting before the end of
the 22nd week of gestation [3] (ICD-10, code 021.1).
It is associated with dehydration, ketonuria and
weight loss [32].

Psychological
There is evidence that NVP / HG negatively impact
on functioning and is associated with psychological

and emotional difficulties [5,20]. As a result one
should sensitively enquire as to how the patient is
coping, how they feel generally and when they
experience symptoms, if their daily activities are
affected by their symptoms and/or how they are
feeling emotionally. This should help gain some
understanding of their social functioning and emo-
tional well-being.

The Whooley questions, while primarily intended
to screen for depression, can be helpful to facilitate
discussion of emotional issues generally [34]. They
consist of the following:

(1) During the past month have you been bothered
by feeling down, depressed or hopeless?

(2) During the past month, have you been bothered
by having little interest or pleasure in doing
things?

As the Whooley questions do not assess other
common psychological and emotional difficulties
associated with NVP and HG (e.g. anxiety problems),
it is important to enquire about such symptoms.

National Institute for Health and Care Excellence
(NICE) guidance for antenatal and postnatal mental
health recommends when assessing depression and
anxiety to also consider using the 2-item
Generalized Anxiety Disorder scale (GAD-2) [35]:

(1) Over the last two weeks, how often have you
been bothered by feeling nervous, anxious or on
edge?

Not at all (score = 0) Several days (score = 1) More than
half the days (score = 2) Nearly every day (score = 3)

(2) Over the last two weeks, how often have you
been bothered by not being able to stop or
control worrying.

Not at all (score = 0) Several days (score = 1) More than
half the days (score = 2) Nearly every day (score = 3)

If the patient answers yes to either of the Whooley
questions and/or scores 3 or more on the 2-item
anxiety scale (GAD-2) [36], it would likely be helpful
to assess her past and current mental health in more
detail. Administering standardized measures, such as
the EPDS [37] or PHQ-9 [38] to screen for depression
and/or GAD-7 [39] to further screen for anxiety, may
also prove useful.

If psychological and emotional difficulties are
identified, it is worth asking the patient, ‘is this some-
thing you feel you need help with?’ (the ‘Arrol’ ques-
tion). After discussing this with the patient you may
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consider that a referral to a clinical psychologist or
psychiatrist is warranted.

It is very important when working with a patient
with NVP, and particularly when discussing issues
around mental health, that it is done sensitively, and
that one makes an active attempt to carefully listen
and empathize with the patient. If a patient is treated
unsympathetically it risks worsening her psychologi-
cal and emotional well-being [40]. If she is found to be
experiencingmental health difficulties, where possible
try to help normalize what she is experiencing and
reassure her (e.g. let her know that such problems are
common) and try to instil hope that something can be
done to help ameliorate and manage her difficulties.

Social
Assessing whether the patient has adequate social
support and is aware of sources of help is an impor-
tant part of the assessment process.Womenwith NVP
and HG, just like everyone, are members of dynamic
social systems (e.g. families, workplaces, medical
teams) and are influenced by these cognitively, emo-
tionally and behaviourally – that is, the individuals
affect the systems they are in and these systems affect
the individuals. The impact on the individual can be
positive (e.g. she feels supported) or negative (e.g. the
person experiences low mood because of how she is
treated by others). One needs to be mindful when
working with a patient with NVP/HG to consider
her social context, the systems she inhabits. NVP
and particularly HG can negatively impact on the
woman’s well-being, functioning and her social sup-
port system [26]. Howwell a woman is supportedmay
in turn affect her general well-being, how well she
copes and manages with nausea and vomiting and
adapts to pregnancy [27].

A number of questionnaires have been devel-
oped to assess social functioning and/or the social
support needs of pregnant women; for example, the
Social Functioning Questionnaire [41] assesses
social functioning in a number of situations (e.g.
functioning at work and home, financially and in
relationships). The Short Form Social Support
Questionnaire assesses perceived social support
[42], and a brief Maternity Social Support Scale has
also been developed [43]. These measures have their
advantages; for example, they can give a quick snap-
shot of social functioning and/or social support
needs, and they are often quicker to administer
and score than conducting a verbal assessment.

However, there are a number of shortcomings; for
instance, they lack specificity and may miss out on
details that can emerge during a conversation
between the doctor and patient – with these details,
tailored follow-up questions can then be asked to
highlight specific unmet needs which can be
addressed.

Asking patients questions about their social sup-
port and functioning should help gain an insight into
their present circumstances and enable an assess-
ment of whether they require input regarding this
(e.g. having additional social support put in place).
Aspects of social support and functioning that may
be helpful to ask about include (1) do they feel that
they are getting the support that they need from
others (e.g. partner/family); (2) is there anyone in
particular that they can rely on when they need
practical help; (3) is there anyone who provides
them with emotional support; (4) are they having
any difficulties at home (e.g. with partner, children,
finances); (5) if they are working, are they having any
problems at work and do they feel well supported by
colleagues and/or management; and (6) how satisfied
are they with the support that they are receiving from
others. It is important to be mindful that some
women might find talking about such issues to be
irrelevant to their symptoms and/or distressing to
talk about. Providing the woman with a brief ratio-
nale as to why you are asking such questions, being
warm and empathic, and tailoring the questions to
make them relevant to her situation may diffuse such
problems and lead to a meaningful and useful
conversation.

Formulation of the Assessment
After carrying out a biopsychosocial assessment the
doctor should be in a position to formulate what the
main difficulties are and to have ascertained what is
likely contributing to the nausea and vomiting and/
or making it particularly challenging to cope with
(e.g. if secondary psychological distress is present
and/or there is insufficient social support). Sharing
this formulation with patients increases the likeli-
hood that they will feel heard and understood and
it also provides an opportunity to see what their
views are. Any differences of opinion can then be
discussed and ideally, a shared understanding of
what has caused and is maintaining/contributing to
the symptoms can be reached. This is an important
step before moving on to agreeing to a management
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plan because if the woman and her doctor have
a shared understanding of the illness it should hope-
fully improve her satisfaction with the care provided
[44]. This then will facilitate development of
a comprehensive mutually-agreed management
plan that should address the woman’s symptoms
and any secondary difficulties.

Management
The management of NVP and HG should be guided
and informed by the assessment. In line with the
biopsychosocial approach we will describe both the
medical treatment of NVP/HG, and how to manage
psychosocial aspects.

Medical Management

NVP – Mild to Moderate Symptoms
Most women with mild to moderate NVP should
be able to be cared for in the community by pri-
mary care teams. Pharmacological treatments
include antiemetics, such as promethazine or cycli-
zine, as there is some evidence that these are both
safe and effective [45–47]. Cyclizine is both an
anticholinergic drug and an antihistamine (H1
receptor blocker). The phenothiazines (prometha-
zine, prochlorperazine) are dopamine receptor
antagonists. Promethazine is also an antihistamine.
Metoclopramide is a dopamine receptor antagonist
but also has a direct action on the gastrointestinal

tract. Drug-induced extrapyramidal symptoms and
oculogyric crises can occur with the use of phe-
nothiazines and metoclopramide. If this occurs,
there should be prompt cessation of the medica-
tions. To minimize this risk, high-dose treatment
should be avoided. Metoclopramide should not be
prescribed for more than five days. Combinations
of different drugs should be used in women who do
not respond to a single antiemetic. A recommended
regime of antiemetic therapy is reproduced in
Box 21.1.

Regarding non-pharmacological treatments,
there is also some equivocal evidence that ginger
and acupuncture/acupressure may be beneficial
[45]. Some women may also find that dietary and
lifestyle modifications and avoidance of triggers may
help (see Box 21.2). Some general advice in this
regard may include that the woman tries eating
bland food little and often until she can tolerate
a normal well-balanced diet, that she remembers to
stay hydrated, take rest when it is necessary, and if
required temporarily avoid triggers, such as foods
and odours.

For women with persistent or severe HG who are
unable to tolerate oral medication, the parenteral or
rectal route may be necessary. Inpatient care should
be considered when primary/outpatient care has
failed, when symptoms are severe and persistent
and/or ketonuria and weight loss greater than 5% of
body weight occurs and/or when severe abdominal
pain is present.

BOX 21.1 Regime of Antiemetic Therapies Recommended by the Royal College of Obstetricians and
Gynaecologists [48]

First Line
Cyclizine 50 mg PO, IM or IV 8 hourly
Prochlorperazine 5–10 mg 6–8 hourly PO; 12.5 mg 8 hourly IM/IV; 25 mg PR daily
Promethazine 12.5–25 mg 4–8 hourly PO, IM, IV or PR
Chlorpromazine 10–25 mg 4–6 hourly PO, IV or IM; or 50–100 mg 6–8 hourly PR

Second Line
Metoclopramide 5–10 mg 8 hourly PO, IV or IM (maximum 5 days’ duration)
Domperidone 10 mg 8 hourly PO; 30–60 mg 8 hourly PR
Ondansetron 4–8 mg 6–8 hourly PO; 8 mg over 15 minutes 12 hourly IV

Third Line
Corticosteroids: hydrocortisone 100 mg twice daily IV and once clinical improvement occurs, convert to
prednisolone 40–50 mg daily PO, with the dose gradually tapered until the lowest maintenance dose that controls
the symptoms is reached.

IM intramuscular; IV intravenous; PO by mouth; PR by rectum.
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HG – Severe and Persistent Symptoms
Those with severe and persistent symptoms will
require more care and monitoring. Nonetheless
where possible even a woman with HG should be
provided with care in the community particularly
when suitable outpatient services are available, as
this will avoid the inconvenience of hospital admis-
sion. Treatment should include vitamin supplements
(thiamine, folic acid) and antiemetics as well as care-
ful assessment and close monitoring. When dehydra-
tion, significant weight loss or electrolyte imbalance is
detected, hospital admission is required.

If inpatient care is required treatment should com-
mence by promptly addressing any signs of dehydra-
tion and electrolyte imbalance. Treatment should
start with intravenous fluid (normal saline or
Hartmann’s solution) and electrolyte replacement
[49] and include first-line antiemetics and ondanse-
tron (a serotonin antagonist). The overall risk of birth
defects associated with ondansetron exposure appears
to be low, but there may be a small increase in the
incidence of cardiac abnormalities, so ondansetron
should be used as a second-line treatment [50].
Corticosteroids should be considered only if symp-
toms do not respond to standard treatment, and
should be avoided in the first trimester [51].

Some women with HG will develop a transient
hyperthyroidism, due to the thyroid-stimulating
activity of hCG. This is a self-limiting condition, and
treatment should not be offered unless there is other
evidence (goitre or thyroid autoantibodies) of thyroid
disease.

The patient should be carefully monitored and,
when suitable for discharge, they should be provided

with symptom management advice (e.g. continue
with medications and basic advice regarding diet
and lifestyle modifications). Before the woman is dis-
charged if any additional specialist support is required
she should be appropriately referred/signposted to
services (e.g. if a social work or a clinical psychol-
ogy/psychiatry referral is required).

Psychosocial Management
Whether NVP symptoms are mild to moderate or
severe and persistent, as in the case with HG, one
should be mindful of the impact that symptoms can
have on a woman’s well-being and quality of life. After
carrying out the psychosocial assessment and sharing
a formulation of the assessment (see the assessment
section earlier in this chapter), it should be clear to
what extent nausea and vomiting are impacting on
psychological and social functioning and the role that
these may be playing in contributing to symptoms.

If the patient is found to have any psychological
and emotional difficulties and/or insufficient social
support (e.g. the relationship with her partner is
strained as a result of the symptoms), then this should
guide where psychosocial interventions are targeted.
For example, if anxiety problems seem to be contri-
buting to the symptoms or making them more chal-
lenging to manage and cope with, then these should
be addressed by providing evidence-based interven-
tions, such as, cognitive behavioural therapy for anxi-
ety secondary to medical problems [52]. If insufficient
social support and/or relationship difficulties are pre-
sent, some counselling could be provided to both the
woman and her partner and/or additional social sup-
ports identified. It may prove useful to consult with

BOX 21.2 Triggers of NVP/HG

Environmental

Stuffy room; humidity

Perfume, food, smoke and other odours

Noise and other abrasive auditory stimuli

Flickering lights and similar visual challenges

Excessively stressful situations

Mealtime Habits and Diet

Spicy, high-fat and acidic foods

Lying down soon after eating and lying on the left side (both of which delay gastric emptying)

Foods with a strong odour
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one of the hospital clinical psychologists or social
workers when psychosocial problems are present.

Regarding psychological treatments to treat NVP
and HG symptoms directly, a number of approaches
have been developed, including behavioural therapy
and hypnosis [13, 19, 26]. However, these treatments
have not yet been subjected to sufficient rigorous scien-
tific study (e.g. randomized control trials). Given this
lack of data it is not possible to recommend any specific
psychosocial treatment that directly treats the symp-
toms of NVP and HG. The use of psychological therapy
for directly treating nausea and vomiting of pregnancy
should be regarded as being an experimental treatment
until well-conducted studies (e.g. randomized control
trials) find support for the efficacy of such therapies.
While there is insufficient evidence for the routine use
of psychological interventions at present to directly
treat NVP or HG, there are scenarios where psycholo-
gical therapy may be indicated, for example to treat
secondary anxiety and depression. Effective evidence-
based interventions to treat these difficulties should be
used (e.g. interpersonal therapy, cognitive behavioural
therapy). As there is evidence that negative psychoso-
cial effects may continue even after symptoms have
resolved and into the postnatal period, close monitor-
ing is advised, as is ensuring an adequate psychological
and social support plan is in place.

Summary
Nausea and vomiting are common symptoms experi-
enced during pregnancy with approximately 52% hav-
ing both nausea and vomiting [1]. A smaller number of
pregnant women, approximately 0.3 to 1.5%, will
experience hyperemesis gravidarum, which is a severe
and persistent form of NVP [1, 2]. NVP is associated
with negative physical, social and psychological effects
[5,6,20]. It seems likely that what causes and maintains
the symptoms is multifactorial and taking a biopsycho-
social approach is recommended [22, 26]. Within the
hypothetical model presented in this chapter the main
aetiological factor is assumed to be biological (e.g. rising
levels of hCG), and psychological and social effects are
seen as secondary to the nausea and vomiting. These
negative psychosocial effects may potentially play a role
in maintaining and exacerbating nausea and vomiting
for some women. The biopsychosocial approach is
a useful framework to apply in both the assessment
and management of NVP. After carrying out
a biopsychosocial assessment it is recommended that
a formulation of the assessment (i.e. a synthesis of the

information gathered during the assessment) is shared
with the woman. Management should be guided and
informed by assessment and adhere to clinical guide-
lines [22, 45, 48]. Interventions should be matched to
the severity of symptoms.When possible care should be
provided at a primary care or outpatient level, with
hospital admission reserved for severe cases.
A parsimonious approach to psychosocial input should
be applied; interventions should be evidence-based and
targeted to address specific problems. As negative effects
may continue even after symptoms have resolved, it is
recommended that an adequate psychosocial care plan
should be in place for the postnatal period.

Key Points

• The aetiology of nausea and vomiting
during pregnancy (NVP) is uncertain.
The majority of the research supporting
a psychogenic origin of NVP suffers from
methodological problems.

• The cause of NVP is probably multifactorial,
and there may be slightly different variables at
play depending on the individual woman and
her biological, psychological and social
circumstances.

• NVP can negatively impact on the
psychological and emotional well-being of
pregnant women, and it seems theoretically
plausible that psychological distress and
behavioural conditioning could play a role in
exacerbating symptoms for some women.

• Making a diagnosis of NVP involves a process
of exclusion.

• The Pregnancy-Unique Quantification of
Emesis (PUQE) is a brief validated measure
which enables symptoms to be classed as mild,
moderate or severe.

• The Social Functioning Questionnaire can be
used to assess functioning at work and home,
financially and in relationships. The Short
Form Social Support Questionnaire and the
Maternity Social Support Scale assess perceived
social support. These measures have their
advantages but they lack specificity and may
miss out on details that can emerge during
a conversation between the doctor and patient.

• If the woman and her doctor have a shared
understanding of the illness, it should
hopefully improve her satisfaction with the
care provided.
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• Where possible women with NVP/HG should
be provided with care in the community or
managed as outpatients.

• Medical treatment comprises antiemetic
drugs, acid-reducing drugs, rehydration and
electrolyte replacement. Antiemetic drugs
include antihistamines (cyclizine), dopamine
antagonists (e.g. prochlorperazine,
metoclopramide) and serotonin antagonist
(ondansetron).

• Psychotherapy, behavioural therapy and
hypnosis could be beneficial, but these
treatments have not yet been subjected to
sufficient rigorous scientific study.

• While there is insufficient evidence for the
routine use of psychological interventions at
present to directly treat NVP or HG, there are
scenarios where psychological therapy may be
indicated, for example to treat secondary
anxiety and depression.
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Psychosexual Disorders
Claudine Domoney and Leila Frodsham

Introduction
Psychosexual disorders demonstrate the clear link
between mind and body. Somatization of distress is
a common feature of sexual dysfunction in general,
even if the primary cause is a physical one. Both men
and women will present with sexual problems that are
contextualized as a physical entity, although their
psychological reaction to them may be unrecognized.
The skills of psychosexual medicine seek to under-
stand the combination of physical and psychological
and therefore within the therapeutic relationship
between healthcare professional (HCP) and patient,
to achieve understanding of both conscious and
unconscious responses. Presentation may be overt or
covert. The experienced professional can reduce the
exposure of the patient to unnecessary interventions
and encourage more rapid resolution of symptoms.
It is common that women presenting with dyspareu-
nia or pelvic pain are subjected to a number of inva-
sive investigations without any further understanding
of their symptoms or their causes. Others with vulval
pain are sent to clinics for specialist help that may not
achieve a return to a normal quality of life until the
impact on sexual life is acknowledged and addressed.
Sexual problems presenting to the doctor, nurse, mid-
wife or physiotherapist can be examined and treated
using eyes and emotions as well as ears and hands.

Prevalence
Sexual difficulties are common in both men and
women. A frequently cited paper from the United
States reported a sexual dysfunction rate of 43% in
women and 31% in men aged 18 to 59, yet this is
frequently criticized as medicalizing normal, tempor-
ary changes in sexual function. The Diagnostic and
Statistical Manual of Mental Disorders (DSM-5) [4]
published in 2013 categorizes gender-specific
sexual dysfunctions with a duration of at least six
months with a frequency of 75–100%. This precise

diagnostic definition has not been used for most pre-
valence studies but does aim to reduce the burden of
disease that should ideally encourage greater health
service engagement.

Most studies, whether in general or disease-
specific populations, report high levels of sexual dis-
order that impact on well-being, contributing to and/
or secondary to other mental health disorders.
The questionnaire used in any study is crucial to
addressing the appropriateness of many factors.
These include recall period, validity in the study
population, language used, degree of anonymity and
assessment of degree of distress felt by the responder.

The National Attitudes to Sex and Lifestyle sur-
veys of the United Kingdom, initially undertaken at
decade intervals from 1990, have shown significant
changes in sexual behaviours, with recent additional
assessment of older age groups from 45 to 74.
Expectations also alter with changing behaviours,
and measurement of sexual disappointment or anxi-
ety is an important part of managing the presentation
of sexual problems. In the most recent survey pub-
lished in 2013, one in six men and women reported
a health condition that affected their sex life in the
last year but only 24% of men had reported this to
a HCP and only 18% of women [1]. With increasing
age, sexual dysfunction may maintain similar preva-
lence rates, but this appears to be explained by the
decline in activity and distress associated [2].

Key to determining the prevalence of sexual dys-
function is an estimate of distress and persistence.
Female sexual dysfunction (FSD) studies reassessed
using a sexual distress scale to estimate a more realis-
tic prevalence of clinically relevant sexual difficulties
indicate much lower rates of dysfunction. It is clear
that asking patients about their sexual life is generally
welcomed and increases the diagnostic rate [3].
The opportunity to understand the true complaint
of a patient who is unable to voice their fears and
anxieties can raise the same feelings in the HCP.
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However, in clinical practice, treating the patient who
reports distress and offering a therapeutic approach to
the holistic management of problems is to be expected
in twenty-first-century healthcare.

Psychogenic Aetiology of Psychosexual
Disorders
Sex is a mind–body activity – a psychosomatic event.
Even in the absence of a partner, disruption can
have a major impact on quality of life and sense of
self-worth. Perception of difficulties can restrict an
individual’s ability to engage in relationships, yet
sometimes therapeutic interventions can be limited
without a partner. Fears and problems encountered in
a sexual relationship may be controlled by a defensive
retreat into single status.

A normal sexual response involves evoking feel-
ings that are usually suppressed in a vulnerable, inti-
mate situation requiring an ability to let go and cope
with loss of control. Demonstrating emotions and
allowing the powerful mix of them to cause disorder
of the self can be difficult for those uncomfortable
with disarray or frightened or overwhelming feelings.
The tolerance of these feelings may not be fully con-
scious. Psychological defences to protect the indivi-
dual from harm are normal and can lead to sexual
difficulties that then become pathological.

Emotional development may be influenced by tem-
perament, but the natural progression of a child learn-
ing to be independent involves dealing with pain, fear,
guilt, shame, anxiety and conflict. Difficultywith expres-
sing these feelings may readily be acted out in sexual
relationships and result in long-standing problems.

Presentation of Common Sexual
Problems in Women
Women may present directly with specific complaints
of low libido, loss of sensation or satisfaction, inability
to orgasm or pain. They may test out the health
professional’s receptivity with a ‘calling card’ of
another less sensitive complaint or an oblique
approach to asking about a sexual problem or ‘hand
on the door’ question (so doctor or patient can escape
if the query is not received well).

Arousal and Desire Disorders
Female hypoactive desire dysfunction and female
arousal disorder have been combined by DSM-5 [4]

to sexual interest/arousal disorder as they are so often
coexistent. For women, desire disorders or loss of/low
libido is a common endpoint of other sexual pro-
blems, as it is a defensive mechanism to prevent psy-
chological and/or physical pain. It also is a common
consequence of partner factor sexual difficulties when
a woman may consciously or subconsciously protect
her partner from the disappointment and distress the
problem causes both of them.

I have found my mojo again. I lost myself for a while as
sex has always been important to my husband and
I. But we sprinkled some fairy dust when we started
talking again.

A perimenopausal woman coming to terms with her
bodily changes but unable to discuss with her fearful
husband.

I have blossomed again – I was a husk but now my ears
of corn are plump and ripening. I am sexy again.

A tall, pale perimenopausal woman single for years
before finding both hormone replacement and
a respectful partner.

Yet making assumptions about sexuality based on
a medical model can disempower the woman who has
her own construct of sexual identity.

I’m so worried about my increase in libido.

An unusual complaint in gynaecology clinics but she
was seven years post diagnosis and treatment of ovar-
ian cancer. However, explaining her reasoning, she
admitted she thought sexual feelings came from her
hormones which in turn were produced from ovarian
tissue – the logical conclusion for her was a recurrence
of disease.

Hypoactive sexual desire disorder (HSDD) as
described in DSM-IV [5] is the persistent or recurrent
deficiency or absence of sexual desire or sexual fanta-
sies or thoughts, and/or the desire for or receptivity to
sexual activity which causes distress. The emphasis on
causing distress and focus on sexual thoughts allows
the flexibility of definition to include those who are
not in a relationship or have lost their relationships
secondary to HSDD. Arousal disorder was persistent
or recurrent inability to attain or maintain sexual
excitement causing personal distress, which may be
described as subjective feelings and/or lack of physical
changes. Women will complain of loss of desire or
lack of sensation. Specific physical problems such as
lack of lubrication are easier to treat, but often the
primary physical cause may be forgotten over the
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passage of time. It is important to evaluate any specific
somatic causes. Many drugs, including some contra-
ceptives (particularly hormonal), antidepressants,
antihypertensives, etc., may have an effect on arousal
and libido. Postnatally, breastfeeding and menopause
are times of hormonal fluctuation and changes in the
pelvic floor that can impact on the physical elements
of sexual response. Understanding the impact these
conditions may have on the psychosexual functioning
of an individual will inform the therapeutic pathway.

Orgasmic Disorders
This is the absence of, or persistent or recurrent diffi-
culty in achieving, orgasm following sufficient stimula-
tion and arousal. It may follow from both desire and
arousal disorders or be truly independent. Lifelong or
primary anorgasmia may be due to suppression of
feelings – sexual or otherwise. The inability to ‘let go’
or excessive control or composure can be the focus of
attention. Secondary anorgasmia occurs in response to
physical (endocrine, neurological, dermatological,
pharmaceutical) causes, relationship issues or other
psychosexual causes. Major life events may be asso-
ciated with a change in orgasmic potential – sexual
abuse, sexual violence and gynaecological operations
or conditions. Traditionally primary anorgasmia is
considered more difficult to treat due to deep under-
lying psychological problems that are often difficult to
elicit. The perception of orgasm as a definitive physical
event can lead to unrealistic expectations in some
women. What is imagined may be an altered state
that is formed by imagined experiences read about or
seen acted out in films rather than a physical reflex
chain of reactions accompanied by excitement. How
women experience orgasm is more varied and less
measurable than in men.

Dyspareunia and Vaginismus
These conditions were formerly separate conditions
in DSM-IV, but DSM-5 has combined them to genito-
pelvic pain/penetration disorder. Dyspareunia is the
medical label for pain during sex described by the
patient. This can be pain felt psychologically and/or
in the pelvis, rather than pain felt at the level of the
pelvis, vagina or vulva, although clearly this is more
commonly both. Vaginismus describes the sign eli-
cited on attempting examination, of resistance – as
demonstrated by thigh adductor muscle spasm and
pelvic floor muscle spasm. This can be accompanied

by comments by the patient of distaste for the exam-
ination – ‘What a horrible job you have doctor!’ They
may be disengaged from the process or very tearful,
upset, fearful and hypervigilant. Vaginismus may
occur not only with sex but also during tampon use
and pessary insertion, and the woman often presents
to the HCP with inability to have a cervical smear
taken. The Internet has encouraged self-diagnosis,
and many women are encouraged to believe that
buying sex aids or dilators will help them retrain
their muscles. Yet this frequently does not deal with
the underlying problem that can be physical and psy-
chological or a combination of both.

Non-Coital Pain Disorders
Non-coital pain disorders cause significant distress in
younger women particularly, often because of the
impact on sexual functioning. These include vulval
pain syndromes, chronic bladder pain and pelvic
pain. They may be psychogenic in origin or organic
disease with poorly understood aetiologies and poor
diagnostic criteria. This often results in delayed diag-
nosis with a consequent protracted impact on func-
tioning. It is imperative that women with any chronic
disease, particularly urogenital, are asked about the
effect on their sexual life. Often it is a source of
embarrassment and shame and will not be revealed
unless specifically enquired after. Sexual well-being is
a combination of general well-being, quality of life
and relationship satisfaction and is frequently a good
reflection of overall quality of life.

Non-Consummation
These are an isolated group with a combination of all
or none of the above or may include male factors.
Presentation may be late or delayed, frequently with
time pressure of fertility or end of a relationship at
stake. Treatment can be also long and protracted,
requiring a multifaceted approach.

Phases of Life
Sexuality develops throughout childhood. Many the-
ories of child development have had models of sexual
maturation superimposed during the twentieth cen-
tury. Commonly the belief that sexual dysfunction is
symptomatic of adverse childhood experiences lead-
ing to disorders of maturation and personality, with
the normal phases of child sexual development dis-
turbed as a reflection of abnormal child–parent
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relationships, damaging the model for future intimate
relationships, has led to referral for long-term psycho-
analysis or psychotherapy. Yet this may not be
a suitable intervention for many and understanding
the sequence of events in the ‘here and now’ may be
just as effective for most.

Puberty and Adolescence
Adolescence is a time of massive hormonal upheaval,
physical changes, peer group pressure and evolving
self-realization. Education with respect to genital
function, menstrual cycles, sexual behaviour, contra-
ception and functional relationships evolves with both
underlying family attitudes and exposure to the
Internet. Early sexual experiences and relationships
can colour all future sexual life, but if there is an
element of robust support and self-belief, these can
be all part of the normal ‘pushing of boundaries’ and
exploration inherent in a healthy adolescence. Yet the
freedoms of these years can also expose the vulnerable
young person to damaging behaviours acted out
through a sense of sexual freedom. Non-judgemental
guidance and easy access to contraceptive services can
do much to diminish the long-term effects of this
period in life.

The self-harming behaviour of young women can
present in many ways. The teenager who has multiple
sexual partners with little protection against infection
or pregnancy may have a different life story thus far
compared to the young person who requests labial
reduction or, more extremely, ‘closes’ herself with
self-administered sutures having been sexually active
before an arranged marriage. Yet all have roots in self,
parental/cultural and peer expectations and their abil-
ity to control their own destiny. Power and gender
relationships may play a large role in sexual feelings.
Although celibacy may be promoted in many cultures
as a method of self- and population control, in prac-
tice for many this is not part of exploration this phase
represents. The cultural setting for these restrictions
can have lasting sequelae.

Reproductive Lifetime
Sexual function is inextricably linked with reproduc-
tive function despite the ability to control fertility and
infection in the modern age. This chapter does not
have the scope to cover all areas in any depth, but
those commonly encountered in healthcare settings
are mentioned for discussion.

Contraception, Sexually Transmitted
Infection and Termination of
Pregnancy
In many countries, contraceptive provision or gynae-
cologist review can be the window of opportunity for
sexual health intervention. Prevention of both sexu-
ally transmitted infections (STIs) and pregnancy are
inherent in healthy sexual practices. Access to safe
abortion services is not available to all, but it is recog-
nized as key to male and female reproductive and
sexual health. Control over the consequences of sexual
activity prevents long-term psychological sequelae as
well as physical. Our contribution to damage as HCPs
can be significant. The poor choices of a long-term
hormonal contraception that significantly alters
a woman’s mood and bleeding can end relationships –
often with a woman feeling she can no longer provide
what she perceives her partner to need.

The nurse told me my body was all wrong. She couldn’t
find my cervix. Then after searching around for half
an hour she said I had an erosion. I thought I had
leprosy of the vagina. That bits were going to start
dropping out!

A woman presenting to a gynaecology clinic with
persistent vaginal discharge and superficial dyspareu-
nia that had been investigated with numerous nega-
tive STI checks.

Thoughtless comments about, for instance, the
position or appearance of the cervix can embed
powerful fantasies that create significant psychosexual
symptomatology. Symptoms associated with sex cre-
ate disproportionate fear and elaborate explanations
for them. Powerful defences are set up to protect the
psyche. Loss of libido and sensation and an increase in
pain perception are common pathways of sexual dis-
turbance. Understanding these causes may be
therapeutic.

My mother persuaded me that having an abortion was
the right thing. I was in such a panic, I just wanted to
get it over with. Now that I have had a miscarriage,
I think of all those dead babies inside me.

A woman presenting with secondary anorgasmia.
The ‘womb as a tomb’ in both miscarriage and

termination of pregnancy is a significant inhibitor
and can have a late impact on sexual functioning. The
perpetuation of distorted thinking will depend on the
ability of the individual and HCP to recognize this.
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Infertility
Sexual function in couples with subfertility or infertility
is of such significance that most fertility clinics do and
should employ counsellors, often persons with experi-
ence in psychosexual work. It is not uncommon to
encounter couples who are not having penetrative
intercourse, either consciously or not. The demands of
performing to specific menstrual cycle dates and main-
taining celibacy at other times take their toll on many
couples. Sex becomes goal orientated and spontaneity
disappears. The financial, physical and psychological
impact of fertility treatment alters the relationship
between the couple and for some raise questions regard-
ing their motivation and wishes at odds with previous
desires. Even if there was not a psychosexual problem
before, it is easy to envisage how they may develop.

Pregnancy and Pelvic Floor Disorders
Pelvic floor disorders are common amongst all
women. One in four adult women will have life-
altering incontinence, and 30% of parous women
will have up to a grade 2 cystocoele. These may have
an impact on sexual functioning. The impact of child-
birth, body mass index and daily activities including
lifting and engagement in sport all affect acclimatiza-
tion to bodily changes.

Pregnancy and childbirth herald major changes
for a couple, embarking on a different role in society
with their first child. Their primary position as part-
ner and lover changes to include mother/parent. For
some, pregnancy increases orgasmic potential, theo-
retically via an increase in oxytocin receptors, but
changes may be secondary to other psychological
and behavioural effects such as bonding and protec-
tion of the child (which may also be negative).
Childbirth itself will alter sexual health, but there is
no good evidence to suggest that vaginal delivery
decreases postnatal sexual health compared with cae-
sarean section [6], despite claims to justify the increas-
ing caesarean section rate. Episiotomy, however, does
increase the persistence of superficial dyspareunia.
In a large longitudinal study, women who breastfed
their babies were significantly less interested in sex
than those who bottle-fed their babies, irrespective of
tiredness or depression, although this was not main-
tained long term [7]. It also revealed 7–13% of women
expressed a need for help, but 25% had not sought it.
Changes and dissatisfaction are common but many
factors contribute to this. Mind and body doctoring is

fundamental in these circumstances. Debriefing is
commonly a feature of perineal clinics for postpartum
injuries and, although not evidence based at present,
should be incorporated as far as possible into routine
postnatal care. Advice regarding sexual function is
also reassuring for the pregnant and postnatal, even
if they feel it is the ‘last thing on their mind’. Great
care should be taken when deciding on operative
intervention in those with dyspareunia, particularly
if they plan to have more children and are oestrogen
deficient. Topical oestrogen cream can safely be used
in breastfeeding women and can ‘reintroduce’ the
woman to her healing vulva and vagina.

We can’t think of it as a nice place anymore. It is red
and raw and feels like a bucket.

A new mother tearfully complaining of painful sex
after a traumatic instrumental delivery.

Women presenting with pelvic floor dysfunction
may describe themselves as too big/too loose or alter-
natively too small, or complain that sex is painful.
After surgical intervention, perceptions may be of
a scarred or small vagina, with consequential dissatis-
faction. Although the ‘vagina with teeth’ was used as
a metaphor in psychosexual medicine, the advent of
meshes has introduced a vagina capable of causing
‘hispareunia’ (painful intercourse for the man). It was
often assumed that restoration of normal anatomy
would improve sexual function, but many urogynae-
cological studies have shown this to be simplistic.

The doctor didn’t even have to touch me to see how
disgusting I was.

Presenting with a ‘loose vagina’ according to her
partner, this well-presented woman requested
a second prolapse operation. Her abusive relationship
was then addressed once the examination revealed her
feelings about herself.

I can’t feel anything anymore. We have made love every
day of our 40 year marriage. He is very disappointed.

A patient who had been treated for overactive bladder
symptoms successfully and attributed this sexual dys-
function to the treatment, but her husband had
retired and requested sex twice daily. She was not
able to say this to him in words.

Menopause
Am I not too old for that?
Isn’t that to be expected at my age?
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There have been many studies exploring sexual activ-
ity and dysfunction in perimenopausal and ageing
women. Overall there is a reduction in activity with
age, but this correlates with partner status – both
those without partners and those whose partners
have sexual problems. Studies suggest that approxi-
mately half of women over 50 will be sexually active if
in relationships with a decline over the decades,
although there may be some cultural variations in
this [8]. Some evidence suggests cessation of activity
is more likely to be linked to the male partner [9].
A reduction or cessation is often linked to general
health status of either partner rather than age itself
[10]. A study of Australian menopausal women aged
between 45 and 55 years showed increased rates of
FSD from 42 to 88% from the early to late menopause
[11], but addition of a sexual distress measurement
scale reduced this significantly to approximately one-
third [12]. Other work from this group seems to
indicate that sexual responsivity is related to ageing,
but libido, frequency of intercourse and dyspareunia
are associated with oestrogen deficiency.

Simple measures such as topical oestrogen, non-
hormonal vaginal remoisturizers and lubricants can
improve the physical sequelae of hormone deficiency
and tissue ageing. Consideration of treatment (sur-
gical and/or conservative) for those with sympto-
matic pelvic floor dysfunction or correction of
other bothersome problems may improve sexual
functioning. These therapies are complemented by
a psychosexual approach.

Gynaecological Cancers
As medical interventions improve the treatment suc-
cesses from cancer, the study of survivorship
becomes more important. Aside from the physical
effects of surgery, chemotherapy and radiation ther-
apy, the impact of a cancer diagnosis on the patient
and her carer is enormous (see Chapter 20). The role
of sex in the relationship and the impact of meno-
pause, fertility and physical changes are reflected in
the presenting symptoms – postcoital bleeding, pain,
etc. Guilt at survival, association with sex itself and
sex being unimportant compared with life belie the
importance of this basic component of a healthy,
satisfying life. Understanding the individual feelings
as experienced by the patient and partner is para-
mount. Encouraging frank discussion about the
impact of treatment allows administration of sup-
port and other interventions.

I felt all the doctors who had examinedme, operated on
me and put things inside me were there in the room
with me andmy husband. I couldn’t do it. I feel so sorry
for him.

A resentful woman with arousal disorder after suc-
cessful treatment with chemo-radiation for endome-
trial cancer.

The Silent Patient: Psychosexual
Disorders and Men
As much as we like to try to focus our attention on
women, their partners play a large role in women’s
obstetric and gynaecological issues. There may be
a belief that men are less complex than women, but
this undermines the man who is equally complex in
his sexual response. Male partners rarely attend con-
sultations with their wives/partners, but they are fre-
quently ‘in the room’ with us. How often are we told
that a woman needs her lax vagina tightening as sex
doesn’t ‘feel’ as it used to or non-consummators that
need assistance in widening a vagina to ‘let their
partner in’? In this brief section, it is hoped that the
silent partner is given a voice to assist women better
with sexual dysfunction.

Subfertility Services
Subfertility clinics are probably the most overt pre-
sentation of the male partner. The healthcare profes-
sional concentrates 90% of clinic efforts on
investigation into women and, almost as an after-
thought, turns attention to semen analysis.
In addition to looking at test results, it is essential to
ask a couple about sex. Approximately 40% of couples
with subfertility will have sexual difficulties, andmany
will find this increases with length of time trying or
increasing interventions.

Every time I go to have sex with my husband, I think
about the doctor examining me and our love life has
become about failure rather than pleasure.

A female patient when asked about frequency of sex-
ual intercourse in the fertility clinic.

It is important to consider not only the psycho-
sexual dysfunction issues such as premature ejacula-
tion, erectile dysfunction, retarded ejaculation and
anorgasmia in men, but also the rarer physical
anomalies such as hypospadias and neurological
inability to ejaculate. All of these have been encoun-
tered in fertility clinics where an incomplete sexual
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history has been taken and their female partners have
gone through numerous invasive procedures and
treatments completely unnecessarily.

‘Doctor,’ embarrassed shuffle of feet and red face, ’I feel
that I should tell you that when I come . . .. well, it
comes out of the bottom of my cock just before my ball
sack. I’ve tried to tell people but no one has listened
before. Can you help us?’

A male partner in a couple who had had multiple
failed cycles of IVF.

The psychological impact of azoospermia and oli-
gospermia should not be underestimated and, whilst
fertility specialists might notice the impact during
treatment in a more protective partner, there are few
support services for men.

My husband couldn’t come here today, I’ve dropped
him off in the woods before the hospital. He’s so dis-
traught I’mworried about his welfare today. He’s taken
the sperm test result really bad, doctor.

A female partner of a man with azoospermia (no
sperm seen on his semen sample).

Childbirth
There is a strong focus on the trauma of childbirth
affecting women, but men may present with second-
ary sexual dysfunction following childbirth. Rather
than feel that this is rarely seen, the obstetrician and
gynaecologist should try to offer support to male
partners in debriefing and explore their feelings in
relation to the experience. There are currently no
official support networks for partners of women in
maternity services.

The way I see it, doc, is that I’m here to protect her as
her husband but not only did I fail in the maternity
ward, I keep seeing it again all day and when I’m trying
to sleep, and now I can’t help her because I’m in pieces-
it’s all my fault.

A man with erectile dysfunction since a traumatic
delivery.

Following Surgery
It is encouraged to give women as much information
as possible during diagnostic and therapeutic path-
ways, but we must consider that the genitalia that we
are trying to restore to normal anatomy are used by
our women for their own and partners’ sexual
pleasure.

The significant proportion of women that are seen
in gynaecology outpatients with pelvic floor symp-
toms have reduced, if not ceased, sexual function
(often since they have been examined by healthcare
professionals who have ‘pathologized’ their physical
findings). How often are their hushed comments
about things not being normal or sex difficult with
their husbands ignored? If their phantasies (fantasies
with physical manifestation) are transferred to their
partners, sexual dysfunction can occur both pre-
operatively and post-op.

Healthcare professionals are taught that patients
recall just 20% of their consultations, so we give them
peer-reviewed leaflets considered useful on their sur-
gery, often not assessed by patients.

I looked at those pictures and whenever we tried to
make love, all I could think about was what was at the
top of her vagina now?’ Pause with widened eyes. ‘A
huge black hole that might eat me up . . . and I lost my
erection.’

A male patient with erectile dysfunction after his
wife’s vaginal hysterectomy.

A vital area to consider is when women with
vaginismus are ‘treated’ with dilators or surgery,
they are frequently discharged after their therapeutic
intervention, so we have little personal feedback on
efficacy. Sadly, these patients are often seen in psycho-
sexual clinics with their partners who can also develop
secondary erectile dysfunction or premature ejacula-
tion. There is little evidence to support widespread use
of these interventions currently. The silent patient can
in fact be communicating a great deal.

Sexual Dysfunction and Treatment
in Men

Premature Ejaculation
The medical definition of premature ejaculation (PE)
is under three minutes from penetration to ejacula-
tion. This is a source of surprise to a number of men
who are led to believe that this should be longer. Many
couples have an enjoyable sex life even with
a diagnosis of PE. Therefore treatment is not neces-
sary unless it is distressing for men and/or their
partners.

Whilst it is important to consider the cause of this
fully (e.g. commitment issues/ambiguity about start-
ing a family), there aremany treatments that menmay
source before visiting anyone. Masters and Johnson

Psychosexual Disorders

195
23

Downloaded from https://www.cambridge.org/core. Stockholm University Library, on 02 Nov 2017 at 00:41:54

https://www.cambridge.org/core


pioneered the ‘stop/start technique’ where men are
encouraged to stop stimulation for thirty seconds as
their excitement builds and then restart. There is also
the squeeze technique where the man or partner with-
draws and squeezes the glans penis until the desire to
ejaculate is suppressed.

I’m done just as she is getting started. We turn away
from each other and I can hear her crying but she
refuses to talk to me.

A couple with PE undergoing fertility treatment.
There are many sprays, lubricants and condoms

with local anaesthetic marketed to reduce sensation
and also some mechanical devices such as ‘Prolong’
which appear to be effective in some men. More
recently, there has been the launch of dapoxetine,
a selective serotonin reuptake inhibitor (SSRI) for
PE. To date, this seems to cause nausea and sleepiness
in many patients and so has limited efficacy. Men who
take an SSRI with a phosphodiesterase inhibitor (e.g.,
Viagra) might find some benefit, and there are some
successes withmindfulness and yoga in some patients.
There is very little published data on behavioural
therapies.

Retarded Ejaculation
Whilst there is a plethora of products for women on
the market for anorgasmia, there is little available for
men in this situation. This presents one of the more
problematic sexual issues in men, in part because it is
derided in society as being an advantage, rather than
disadvantage, to female partners. Often these men can
ejaculate on their own or with digital or oral stimula-
tion from partners. This poses an issue for sponta-
neous conception and the difficulty that it presents
may well be one of the causes.

Retarded ejaculation management is patient spe-
cific, but encouraging penetration at the ‘point of no
return’ may help. Desensitizing treatments on the
glans penis and/or vibratory devices may also help.

Erectile Dysfunction
Whilst 10% of men are said to suffer from erectile
dysfunction (ED), this only represents the proportion
who present to their primary care doctor for assis-
tance. The Massachusetts male ageing study demon-
strated rates of up to 40% in men in their forties and
increasing with age up to 70% in the seventies [13].
Additionally increasing rates are seen in diabetic men

(over 51%) and ED is now seen as a strong indicator of
cardiac disease [14]. Men with ED (particularly gra-
dual onset) must be screened for cardiovascular
disease.

Treatment depends on the cause – a psychosexual
pathology should be diagnosed only by exclusion with
screening for cardiovascular disease and diabetes with
lipids and fasting blood glucose. Additionally an
androgen profile should be checked to exclude low
testosterone or panhypopituitarism. Men with psy-
chosexual dysfunction often retain their morning
erections and ability to masturbate, but men with
physical causes find that they lose all ability to pene-
trate as the erection becomes gradually less firm.

I keep thinking when I’mwith her that I am useless and
it (sic-the erection) goes. It’s fine when I’m on my own.
I love this girl but why should she stay with me when
I can’t satisfy her?

A male patient with anxiety-related ED.
Men with diabetes are eligible for prescription

phosphodiesterase inhibitors, but it should be
remembered that they have a higher incidence of
microvascular disease and may have limited response.
Men with microvascular disease should be encour-
aged to purchase a pump to improve blood flow to
the penis and use this daily. However they should be
warned that the pump produces a cold, blue erection
that often points down.

The pump is not the most romantic thing but it’s given
us back what we thought we might never regain-big
grin to partner.

A male diabetic patient with ED.
An important patient group to remember are those

men who are survivors of prostatic carcinoma. Sadly,
many are affected by nerve degeneration secondary to
radiotherapy or surgical damage.Whilst it is important
to give patients a realistic idea of the risk of ED, it is also
important to encourage them to have regular erections
to keep their penis exercised. Retrograde ejaculation is
common in this group and in those who have had
surgery for benign prostatic hypertrophy. Many of
these men also find benefit from a penile vacuum
pump, and this should be used regularly, post surgery
to limit progression of microvascular disease.

Since he had surgery and lost this little piece of him, he
feels like a different man to me and the spark of our
relationship has gone. I have to keep reminding myself
that we should be grateful that he is still with us.
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A partner of a man with ED post nerve-sparing pros-
tate surgery.

Summary
Male sexual dysfunction impinges on gynaecological
practice both directly and indirectly. It is vitally
important to take a sexual history in all areas of our
work and refer to a psychosexual service if problems
are too complex to be managed locally.

Management of Psychosexual
Disorders
There are many approaches to the diagnosis and treat-
ment of psychogenic sexual disorders. This should
include the establishment of the absence or impact of
organic disease on sexual functioning despite a more
dominant psychological effect. Differing disciplines will
have varying emphasis of focus on aspects of beha-
vioural control – early experiences, world vision, quality
of relationship, impact of ongoing sense of self-worth,
etc. However, treating a patient as the ‘expert’ in their
condition, despite lacking the insight and perspective to
understand the impact of these factors, will facilitate the
therapeutic relationship between the healthcare profes-
sional and the patient to achieve these ends.

The key tenets of the psychosexual approach are:
Listen to the patients ‘story’ and view of their
problem/s

Observe the effect of the patient and their
presentation on the doctor and seek to
understand the patient’s body language

Feel the effect of the doctor’s comments/questions
and interventions on the patient (especially
examination)

Think about the feelings generated during the
consultation and/ or examination

Interpret the observations and reflect on their
revelations of the sexual issues

Using these components of a consultation with
reflection of the most revealing features can open an
understanding of the issues and allow resolution.

A simple approach to asking about sexual pro-
blems will facilitate greater diagnosis.

• Are you in a sexual relationship?
• Do you have any difficulties?
• Are they a problem for you?
• Do you have pain during sex?

Putting the problems into context by trying to
understand when the problem started (lifelong or
acquired), whether there are trigger factors, and if it
is situational is more helpful than a sexual biography.

The language used by health professionals is very
different from that of patients and assuming that the
meaning of words used without seeking clarification is
likely to limit understanding of the patient’s com-
plaints. Basic language and euphemisms can allow
misinterpretation and often prove difficult with
patients whose native language is different from that
of the health professional. This works both ways. Never
assume we understand what the patient means! Let her
explain the meaning in her own words and feelings.
Use the words the patient uses. ‘The patient is the
expert.’ The doctor often needs to assume a position
of ignorance to interpret the patient’s symptoms and
feelings. This is difficult when we are trained to be the
expert and ask closed questions to streamline care
down preplanned pathways. All circumstances and
individuals are unique, particularly with respect to
sexual difficulties. Just as expectations and frequency
of intercourse are individual to a particular woman or
couple, so are the difficulties that ensue.

The key component of a psychosexual consulta-
tion may be the examination, when the patient’s vul-
nerabilities can be exposed. The ‘moment of truth’ can
be a therapeutic event in itself if used appropriately
rather than an opportunity to reassure and exclude
physical causes. The body can express feelings that the
patient cannot. Observing body language and beha-
viour can unlock fantasies, fears and defences [15].

Summary
It is important to routinely ask about sexual activity.
Possible physical factors should be assessed, but the
psychological impact must be addressed. Symptoms
should be acknowledged even if they seem outside of
the doctor’s expertise. Treat the physical factors in
addition to, rather than instead of, the psychological
as sex is the ultimate biopsychosocial event.

Key Points

• The natural progression of a child learning
to be independent involves dealing with
pain, fear, guilt, shame, anxiety and conflict.
Difficulty with expressing these feelingsmay
readily be acted out in sexual relationships
and result in long-standing problems.
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• It is imperative that women with any chronic
disease, particularly urogenital, are asked
about the effect on their sexual life.

• There is no good evidence to suggest that
vaginal delivery decreases postnatal sexual
health compared with caesarean delivery,
despite claims to justify the increasing
caesarean delivery rate.

• The needs and complex sexual response of the
male partner should be addressed. He is often
the ‘silent’ patient in the psychosexual
consultation.

• Increasing rates of erectile dysfunction (ED)
are seen in diabetic men, and ED is now seen
as a strong indicator of cardiac disease. Men
with ED (particularly gradual onset) must be
screened for cardiovascular disease.
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Chapter

23
Psychosocial Aspects of Fertility Control
Jonathan Schaffir

Introduction
The decision of when to start a family, or how to space
children within a family, is inherently colored by
social and psychological factors. Unlike biological
events in a woman’s life such as puberty or meno-
pause, family planning is largely under a woman’s
control, and her decisions are shaped by other life
events. Issues such as psychological maturity,
dynamics of the partner relationship, demands of
work and career, and financial readiness may all con-
tribute to a woman’s decision to put off pregnancy
when she is sexually active. To do so, she has at her
disposal a wide array of contraceptives, including
behavioral (abstinence or natural family planning),
pharmacological (oral, implantable or injectable con-
traceptives), and surgical choices (sterilization).
Decisions regarding method of pregnancy prevention
are dependent on which of these methods is most
suitable to her lifestyle and mindset.

In fact, in no other aspect of medicine is the pre-
scription of pharmaceuticals or medical procedures so
closely tied to psychosocial as opposed to biological
factors. Unlike the medications dispensed for illness,
or surgeries intended to rectify a disorder, interven-
tions for family planning are largely elective and the
best course of treatment is decided not by the health
care provider but by the patient. In this respect, family
planning is more subject to the psychological and
social attributes of the patient than most other aspects
of medical practice, or even gynecological practice.

The goal of this chapter is to provide an overview
of how psychosocial issues play a role when birth
control is used and which choices of contraceptive
method are made. It will also examine how particular
methods, namely, hormonal contraceptives, may
influence psychological and sexual function.
Abortion, which is a possible sequela of failed contra-
ceptive efforts, will also be examined for its effect on
mental health. By examining the interplay between

contraceptive techniques and the psyche, the reader
should gain a better understanding of how best to
counsel women about the effects they may anticipate
when choosing a birth control method.

Psychosocial Influences on the Use
of Contraception
In order for birth control to be used effectively and
consistently, there are four conditions that must be
met. In addition to the existence of techniques that are
reliable and medically efficacious, there must be moti-
vation for use, education as to what is available and
how the techniques are used, and access to these
techniques. It is these latter three conditions that are
most subject to psychological, social and cultural
influences.

Age and phase of life are key sociodemographic
variables that influence contraceptive use. The needs
of a sexually active teenager for whom pregnancy
might be unwanted or socially stigmatizing are clearly
different than those of a woman in her mid-
reproductive years looking to space children, or
a woman in later life who has completed all intention
of childbearing. In fact, age is directly related to con-
traceptive utilization, which increases linearly with
age [1]. Between ages 40 and 44, 75% of women use
contraception, though 8.6% remain at risk of unin-
tended pregnancy. Many of these women incorrectly
believe that they no longer require contraception due
to a perceived lack of fertility.

At the younger end of the age spectrum, adoles-
cents have a unique set of barriers that interfere with
their engagement in using contraception [2, 3].
Adolescence is defined by psychological maturity
that is markedly behind the level of physical maturity.
Consequently, adolescents may follow a pattern of
cognitive thought that makes them unable to appreci-
ate the long-term consequences of current acts,
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coupled with a developmental tendency toward risk-
taking behavior. As a result, they may deny or mini-
mize the risks of pregnancy and fail to properly
employ any contraception. In addition, they may
lack education about contraceptive options, and not
have a family or peer environment that is supportive
of contraceptive use. Finally, adolescents may not
have access to effective contraception, whether as
a result of lack of guaranteed confidentiality and
perceived adverse repercussions to asking about
access, or as a result of being unable to financially or
geographically access contraceptive services at this
young age.

Socioeconomic status is itself a correlate of contra-
ceptive use. Women who come from backgrounds of
lower economic class are less likely to use effective
contraception, due to a variety of factors including
lack of education, distrust of medical providers, poor
access to care and provider bias [4]. Improving cover-
age for contraceptive methods and access to medical
care could dramatically affect the reproductive health
of poorer populations, and public health studies sug-
gest that women who live in areas where universal
coverage is available have lower rates of unintended
pregnancy and abortion.

There are many other cultural issues that also
affect the use of contraception. For some, religion is
a driving influence [5]. Some religions such as
Catholicism expressly forbid sexual intercourse for
purposes other than procreation, and contraception
is considered intrinsically wrong. In some cases, the
restrictions on contraceptive use are related to
a cultural paternalism that puts the desires of the
male member of the couple ahead of those of the
woman. In such cases, women may not be allowed to
choose whether to use contraception, or they may not
be given access to pharmaceutical contraceptives or
information about them. Such cultural viewpoints
may cause significant conflicts and ethical dilemmas
when women from a repressive culture present for
care in a community with more liberal attitudes [6].

Issues Related to Choice of
Contraceptive
Psychosocial factors not only influence the decision of
whether to prevent pregnancy but also play a role in
deciding on the type of contraception. Beyond the
obvious considerations of medical safety and the
avoidance of methods that would be contraindicated

or apt to exacerbate existing medical conditions, most
women have a variety of both pharmaceutical and
nonpharmaceutical options available to them. High
efficacy is often a concern, but even this issue may be
influenced by psychological factors. For example,
a single woman with limited resources for whom
pregnancy would be psychologically traumatic might
seek a more effective contraceptive method than
a woman in an established relationship for whom
pregnancy would not present such a burden.

Even those seeking highly effective forms of contra-
ception have many options. Hormonal and intrauter-
ine contraceptives are the most effective in preventing
pregnancy, with failure rates with ideal use of less than
1%. Actual failure rates, however, are often higher due
to issues surrounding compliance, with typical use fail-
ure rates anywhere from 9% for oral contraceptives
that require daily use to 6% for injectable contracep-
tives requiring recurrent visits to a health care provider.
For methods such as implants and intrauterine devices
that do not rely on patient behaviors for compliance,
typical use rates aremuch closer to perfect use rates [7].
One reason that so many hormonal contraceptives are
available is to offer choices for women who may have
difficulty meeting the demands of use, often for psy-
chosocial reasons. For example, the use of a daily oral
medication may be difficult for a woman with an
inconsistent daily schedule or complex lifestyle. For
such women, using a medication taken weekly or
monthly, or a device inserted long term, may be pre-
ferable. In fact, convenience and ease of use are more
important than other medical issues in the choice of
contraception [8].

Choice of contraception may also be influenced
by the degree to which use is affected by sexual
behavior and functioning. Hormonal and intrauter-
ine contraceptives have the advantages of not
requiring administration with each act of inter-
course and not relying on partner involvement to
maintain efficacy. Barrier methods such as the dia-
phragm or condom, on the other hand, may be
perceived as being more of a hindrance to sponta-
neous sexual behavior because they require applica-
tion with each act of coitus. Condoms may also be
avoided by individuals who perceive them as inter-
fering with sexual pleasure [9]. On the other hand,
condoms are the recommended method for couples
in whom one or both partners are not monoga-
mous, in order to serve the added purpose of pre-
venting sexually transmitted disease.
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Effects of Mental Health on
Contraceptive Choice
Choice of contraceptivemethodmay also be influenced
by baselinemental health. In womenwith symptoms of
depression or anxiety, the capacity for misuse or dis-
continuation of contraceptives (in particular oral con-
traceptives and condoms) may be greater, due to
related issues such as decreased motivation, dimin-
ished desire for self-care, excessive worry and poor
assessment of risk and planning. Such factors would
makemore reliable forms of contraception particularly
desirable for this population [10].

Choices of women with underlying mental health
issues, however, do not consistently reflect this goal.
Young women who screen positive at baseline for
depressive symptoms are less likely to choose effective
or long-term contraceptives [11], and more likely to
choose oral contraceptives that require daily dosing
over long-acting reversible contraceptives such as
implants and intrauterine devices [12]. Additionally,
womenwho report increased depression symptoms or
high stress are less likely to use contraception consis-
tently and are at higher risk of user-related contra-
ceptive failure [13].

Several theories have been put forth to explain
these differences. Women with depression or high
stress symptoms may lack the diligence or coping
mechanisms necessary to use a daily prescription
such as oral contraceptives. Depression and stress
may have negative effects on cognitive processes and
decision-making regarding contraception and sexual
behavior. Furthermore, women with psychological
symptoms may fear that hormonal contraception
may have side effects that will negatively impact
their baseline psychological functioning, which deters
them from using more effective contraception. This
latter concept, which may be expressed by women
without a history of mental health issues as well,
may reflect a misconception that requires further
explication.

Effects of Hormonal Contraception on
Psychological Function
Concerns about adverse effects of contraception on
women’s mental health stem from research done
shortly after the introduction of oral contraceptives
over 40 years ago. Some of these large cohort studies
demonstrated significantly detrimental effects of oral

contraceptives, including 30% increase in depression
diagnosis, increased risk of divorce, increased rate of
suicide attempts, and an increased rate of death from
accidents or violence [14]. Studies done in this era,
however, may not reflect the risks present in modern
times. Doses of estrogen and progestins in early ver-
sions of oral contraceptives were much higher than
those in today’s formulations. Furthermore, the social
stigma associated with use of hormonal contracep-
tion, particularly in young and unmarried women,
has faded with time.

Despite newer formulations with lower doses and
changes in the characteristics of women who are pre-
scribed hormonal contraception, there remains
a perception that adverse psychological effects persist.
Among women who discontinue oral contraceptive
use due to adverse side effects, up to 33% report that
emotional side effects prompted discontinuation [15],
and among those who experience adverse changes in
mood, a majority may stop using the pill within six
months [16]. Even before initiating hormonal contra-
ception, women fear that it will induce negative psy-
chological effects, with 20% reporting an expectation
of changes in mood [17].

The actual incidence of adverse effects on mood in
women who choose hormonal contraception is far
less than women may anticipate. Large observational
cohort studies that compare women using various
forms of contraception demonstrate either lower
depression scores among hormonal contraception
users compared with nonusers [18] or no difference
in depression diagnosis or depression scores [19, 20].
Because these studies are observational, they are sub-
ject to biases that likely affect the results. Women who
use hormonal contraception are likely to be healthier,
which may affect psychological well-being. Also, hor-
monal contraception is likely to provide beneficial
side effects such as decreased menstrual pain and
bleeding that may affect mood scores. Additionally,
the small number of women who do experience
adverse effects may be offset by an equal or greater
number who experience improved mood on hormo-
nal contraceptives, leading to an apparent lack of
difference in mean mood scores between groups
[16]. Nonetheless, it is likely to be a small minority
of hormonal contraceptive users who experience
adverse mood effects.

The effects of oral contraceptives on the menstrual
cycle may be salutary for many women. Compared to
nonusers, women who use oral contraceptives
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experience less variability in affect across the men-
strual cycle, such that they are less prone to the
changes in affect that often occur with progression
through the luteal phase of the menstrual cycle [21].
Pill formulations that contain a constant dose of hor-
mone throughout the cycle (monophasic) have
a greater stabilizing effect on mood than triphasic
formulations that vary the amount of hormone
through the cycle. Furthermore, adverse mood symp-
toms and somatic symptoms are more pronounced
during the pill-free interval of the cycle, when exo-
genous hormone is not administered [22]. These find-
ings suggest that women who experience distressing
psychological effects of the menstrual cycle may ben-
efit from hormonal contraceptive use.

Indeed, oral contraceptives have been offered as
a treatment for women with premenstrual dyspho-
ric disorder (PMDD). By suppressing ovulation and
eliminating variability in hormonal concentrations
over the menstrual cycle, oral contraceptives may
improve bothersome mood changes that affect these
women in the luteal phase. A randomized placebo-
controlled trial of a levonorgestrel-containing oral
contraceptive in women diagnosed with PMDD
failed to show any significant difference in depres-
sive scores between cases and controls at the con-
clusion of the trial [23]. However, the effect may
depend on the type of progestin used in the
pill. A review of trials using oral contraceptives
formulated with drospirenone, a progestin with
specific antimineralocorticoid properties, describes
improvements in psychological symptoms in these
women as well as improved productivity and rela-
tionships relative to women treated with placebo
[24]. These studies suggest that there may be
a unique property of drospirenone that improves
mood in women with menstrual dysphoria.

The progestin component of combined oral con-
traceptives may determine some of the effect on
mood. In women with no history of premenstrual
emotional symptoms using oral contraceptives,
those whose formulation had higher progesterone to
estrogen ratios were more likely to have negative
mood effects [21]. The effect may also be dependent
on the type of progestin rather than the dose. Two
randomized trials have demonstrated worse psycho-
logical side effects for users of an oral contraceptive
containing levonorgestrel than for users of an alter-
native oral contraceptive whose progestin had fewer
androgenic properties [25, 26].

If indeed the progestin component may be the
hormonal component that determines psychological
side effects of combined contraceptives, then one
may suspect that progestin-only contraception
would be likely to have such effects. The contra-
ceptives currently available in the United States that
contain progestin only include the progestin-only
pill, the depot medroxyprogesterone injection
(DMPA), the etonogestrel subdermal implant, and
the levonorgestrel-containing intrauterine device.
Unfortunately there are few controlled studies that
examine these methods. In the only randomized
controlled trial that compared progestin-only pills
with combined oral contraceptives, there was
a lower incidence of depression in the progestin-
only group [27]. However, the trial was done using
a pill containing levonorgestrel, rather than nor-
ethindrone, which is the only progestin currently
approved as a progestin-only contraceptive pill in
the United States.

DMPA might be expected to have greater effects
than oral progestin-only pills, since it contains
a higher overall dosage which raises serum progester-
one levels and suppresses ovulation to a greater extent
than oral preparations. Studies of DMPA, however,
are overall reassuring, with most users demonstrating
no significant adverse mood effects, and less than 5%
experiencing clinically significant worsening depres-
sion [28]. When compared with nonusers, DMPA
users do demonstrate increased depression scores
over time, with differences noted after three years of
use [29].

Although there are no direct comparisons of pro-
gestin subdermal implants with other forms of hor-
monal contraception, the side effects of such methods
have been reported in association with efficacy trials.
Among women using Norplant, an earlier version of
subdermal progestin that used six rods containing
levonorgestrel, there was a 10.6% rate of mood com-
plaints, though only 1.8% discontinued the medica-
tion due to these effects [30]. For the newer
etonogestrel implant currently on the market, pro-
spective trials demonstrate a 7.3% rate of reporting
depression after two years, with 2.4% citing this as
a reason for discontinuation [31]. Overall, it seems
that adverse mood effects of hormonal contraception
are similar between users of combined oral contra-
ceptives and progestin-only contraceptives, with less
than 10% experiencing clinically significant issues in
both groups.
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Characteristics of Women Experiencing
Adverse Mood Effects
If indeed a small minority of women experience mood
effects on hormonal contraception severe enough to
prompt discontinuation, then these women are at
increased risk for poor compliance and unintended
pregnancy. It would be helpful to identify what
characteristics might predispose women to such
effects so they may be properly counseled about
their options before starting a hormonal contracep-
tive method.

Unfortunately, there is little information that is
useful in predicting which women are likely to
experience mood effects from hormonal contracep-
tion. A comparison of users who experienced mood
and sexual side effects with those who did not
found that neither age nor education was predic-
tive, though women who experienced adverse mood
effects were more likely to be unmarried and either
Caucasian or South Asian [32]. Some other studies
have suggested that women with an underlying
mood disorder, notably depression, are more likely
to develop negative mood changes on hormonal
contraception [33, 34]. However, a literature review
of existing studies that examine contraception in
women with underlying depression has determined
that there is no clear association between the use of
hormonal contraceptives and deterioration of
mood in women with preexisting depressive symp-
toms [35]. A history of major depression should
not be a contraindication to the prescription of
hormonal contraceptives.

In fact, the characteristic that is most predictive
for developing adverse mood symptoms on hormonal
contraception is the previous experience of such an
effect. This suggests that there may be an underlying
but yet unexplained aspect of physiological makeup
that predisposes certain women to such effects.
Several studies have examined this subset of women
to identify explanations for this phenomenon. Some
of the explanations given by these researchers suggest
that these women may have changes in functioning of
specific regions of the brain [36], differences in pre-
natal testosterone exposure [37], or differences in the
structure of androgen receptors [38]. Additional
research is needed to further elucidate exactly what
predisposes this small minority of women to negative
mood changes with exposure to hormonal
contraception.

Sexual Side Effects of Hormonal
Contraception
Sexual side effects of hormonal contraception are
another concern that may lead susceptible women to
discontinue an otherwise effective contraceptive
method. Although some women may anticipate
a negative impact of hormonal contraception on sex-
ual functioning, the incidence is small. Most women
who use hormonal contraceptives experience no
change in sexual function scores, and as many as one-
fifth report improvement [39]. Sexual function is
influenced by many factors independent of the biolo-
gical effects of contraception, and the women who
experience improved sexual function may feel freed
of the anxiety and fear of unwanted pregnancy, and
have improvement in somatic symptoms such as
menstrual bleeding and pain that may interfere with
their sexual behavior.

Nevertheless, sexual side effects (most notably
decreases in sexual desire) are consistently noted in
3–10% of women using hormonal contraception [40],
a figure that mirrors the rates for mood effects.
Despite similar rates of prevalence, there is not neces-
sarily a correlation between the two. In studies mea-
suring sexual effects as well as mood, sexual desire is
suppressed in subsets of women whose mood is unaf-
fected by the use of contraception [41, 42, 27].

The explanation often given for the decrease in
sexual desire in some women using hormonal contra-
ception is the effect on testosterone. Testosterone has
been implicated as the primary hormonal influence
on sexual desire in both men and women, with andro-
gen deprivation leading to decreased sexual desire,
and androgen replenishment restoring normal libido
in surgically menopausal women with hypoactive sex-
ual desire [43]. Exogenous estrogen, such as that
found in combined oral contraceptives, is associated
with decreased levels of biologically active testoster-
one, due to the increased production of sex-hormone
binding globulin which binds circulating testosterone.
Despite this effect, there is no consistent association
between androgen levels and sexual desire in hormo-
nal contraceptive users, and supplemental androgen is
not helpful in reversing the diminished sexual desire
that some oral contraceptive users experience [44].
Furthermore, prospective studies demonstrate that
reductions in free testosterone associated with differ-
ent estrogen doses do not affect enjoyment of sexual
activity [45].
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Since the changes that occur in sexual function in
aminority of oral contraceptive users do not appear to
be related to estrogen’s effect on free testosterone,
some have proposed that they may be a function of
the progestin component. Comparisons of different
progestational agents, however, fail to demonstrate
a difference in sexual function scores [46]. Some evi-
dence points to a difference in serotonin genotype
between women with and without contraceptive-
related sexual dysfunction [47]. The exact mechanism
remains to be elucidated, and for now the small inci-
dence of decreased sexual function in hormonal con-
traceptive users is generally viewed as an idiosyncratic
and poorly predicted reaction.

Psychological Consequences of
Sterilization
For women who are certain that they no longer want
to have children, sterilization is a highly effective and
permanent method of contraception. The procedure
eliminates the need for worry and anxiety about unin-
tended pregnancy, and is not dependent on patient
compliance for its efficacy. As such, it might be
expected to have positive psychological effects on
those women who experience stress related to fear of
pregnancy, and would be free of any potential hormo-
nal influences on mood.

In fact, the psychological sequelae of this proce-
dure generally range from neutral to positive. Many
studies demonstrate a beneficial effect on sexual func-
tioning, with reports of improvement in sexual satis-
faction, sexual desire, and coital frequency. Sexual
spontaneity and satisfaction are often improved due
to decreased anxiety about the possibility of preg-
nancy [48]. Greater satisfaction with relationships
has also been reported. For women who have preex-
isting psychiatric disease, sterilization demonstrates
no significant effect on the course of illness and, in
some women, was associated with reduced psychiatric
morbidity at six months [49].

One potential negative outcome that women
who undergo sterilization may experience is regret.
Unlike other forms of birth control, sterilization is
irreversible, and a woman who later decides that
she is interested in childbearing may feel sad or
angry about her previous decision to have her tubes
occluded. The single risk factor that is most con-
sistently associated with regret is age. Overall rates
of regret following sterilization range from 2% to

6%, but among women younger than age 30 the
risk rises to 20% at 14 years [50]. Studies of women
younger than age 25 demonstrate even higher rates,
with relative risk of regret being 3.5–8.6 the rate of
women over 30. Other potential risk factors for
regret include marital discord, changes in marital
status following sterilization, death of a child,
underlying psychological disease and inadequate
counseling [51]. Interestingly, nulliparity is not
a risk factor for regret, perhaps because those
women who feel so strongly about completely
avoiding pregnancy are highly motivated to obtain
sterilization [49].

Mental Health Issues Related to
Abortion
Although family planning methods allow most
women to conceive and have children according
to their desires and conveniences, a substantial
number of pregnancies occur that are unintended
and unplanned. Whether due to non-compliance
with intended methods of contraception or due to
lack of education and access to effective birth
control, about half of pregnancies in the United
States are unintended. Of these, four in ten are
terminated in abortion. By the age of 45, it is
estimated that three out of ten women will have
had an elective abortion [52]. Given the frequency
of this experience, it is worthwhile to review the
psychological issues associated with voluntary ter-
mination of pregnancy.

Debate about the psychological effects of abortion
has circulated for almost 30 years, as public health
advocates and policy makers have sought to deter-
mine whether detrimental effects of induced abortion
exist, and if such effects should be considered in
efforts to control or limit abortion services [53].
Studies have appeared in peer-reviewed journals that
identify adverse effects of induced abortion on
women’s mental health, and testimony citing such
research has been given in political forums to support
laws that would restrict abortion. A review attempting
to quantify the adverse effects cited in such research
estimates that women who have undergone abortion
experience an 81% increased risk of mental health
problems [54]. Such problems include increases in
anxiety, depression, alcohol abuse, and suicidal beha-
viors, with 10% of the increased incidence attributable
to abortion.
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In an effort to create a balanced and strictly
analytical review of the evidence on psychological
effects of abortion, the American Psychological
Association established a task force to review the
subject, who published their findings in 2008 [55].
In their analysis of 50 papers published between
1990 and 2007, the authors conclude that for
women undergoing legal first-trimester abortion,
the relative risks of mental health problems are
no greater than the risks among women who
deliver an unplanned pregnancy. Although they
did find a higher incidence of violence-related
deaths among women who had an abortion, the
correlation demonstrated the higher risk for vio-
lence in the lives of women who have abortions
and the importance of controlling for such expo-
sure in studies of mental health and pregnancy
outcomes.

Several factors account for the differences in
the conclusions drawn in these reviews based on
similar sets of data. The research literature exam-
ining psychological effects of abortion includes
studies of varying methodological strength, and it
is vital that those who analyze such data identify
the quality of the study on which conclusions are
based [56]. Since underlying mental health issues
are a strong risk factor for negative mental health
outcomes, the measurements and definitions of
preexisting mental health are extremely important
but lacking in many studies. Furthermore, many
studies use completed pregnancy as a comparison
group, rather than completed pregnancy strictly
among women with unintended pregnancy. Since
many disadvantages such as low socioeconomic
status, lack of education and violence put women
at risk for unintended pregnancy, these factors are
likely to be confounders in surveys of women
having abortions. Rather than comparing women
who have had abortions with those who completed
pregnancies, a more suitable comparison group
might be those who sought abortion but were
denied the opportunity to have one. In such com-
parisons, those who received abortion have similar
or lower levels of depression and anxiety than
women denied an abortion [57].

Although carefully performed reviews conclude
that women in general having abortions do not have
a greater risk of mental health issues than women
completing an unplanned pregnancy, many women
do experience psychological sequelae to some

degree. Sadness, grief, and feelings of loss are com-
mon following the elective termination of preg-
nancy. However, only a minority of women
experience lasting sadness or regret sufficient to
trigger mental health difficulties [58]. Risk factors
for such problems include intendedness of the preg-
nancy, ambivalence about the decision, lack of
social support and preexisting mental health disor-
ders. The situation may also be different for women
who terminate a wanted pregnancy late in preg-
nancy due to a fetal abnormality; these women
experience psychological trauma similar to women
who miscarry a wanted pregnancy or experience
a stillbirth [55]. Being able to predict which
women have a higher risk of mental health pro-
blems following induced abortion may help abor-
tion providers to anticipate their needs for
additional counseling.

Conclusions
Women today have more options than ever of meth-
ods to effectively delay or avoid pregnancy. Because
she does not have to base decisions strictly on med-
ical or biological suitability, each woman is able to
choose contraception that is appropriate for her life-
style. Although many of these choices are hormonal
and have the potential to interact with biological
factors, overall side effects are few and impact on
psychological health is positive. For most women,
the ability to enjoy sex free of concerns about
unwanted pregnancy results in improved psycholo-
gical well-being.

For any pharmaceutical or surgical option,
however, there are minorities of women who do
experience adverse effects. For some interventions,
such as sterilization and abortion, there are identi-
fiable risk factors that may alert the clinician to
those at risk for developing mental health effects.
For many pharmaceutical options, such as oral or
injectable hormonal contraceptives, depressed
mood and decreased sexual desire are idiosyncratic
reactions that occur infrequently and are less pre-
dictable. For these issues, additional research is
necessary to determine the characteristics that
may identify a woman as being susceptible to
such effects. Nevertheless, most women and their
providers may rest assured that contraception is
safe and unlikely to adversely affect the user’s men-
tal health.

Psychosocial Aspects of Fertility Control

205
24

11:50:36



Key Points

• Family planning is more subject to the
psychological and social attributes of the
patient than most other aspects of medical
practice, or even gynecological practice.

• Psychosocial factors not only influence the
decision of whether to prevent pregnancy but
also play a role in deciding on the type of
contraception.

• Psychosocial influences on the use of
contraception include age and phase of life,
socioeconomic status, culture and religion.

• Women cite convenience and ease of use as
more important than other medical issues in
the choice of contraception.

• Women who experience distressing
psychological effects of the menstrual cycle
may benefit from hormonal contraceptive use.
There may be a unique property of
drospirenone that improves mood in women
with menstrual dysphoria.

• There is little information useful in predicting
which women are likely to experience mood
effects from hormonal contraception.

• Sexual side effects (most notably decreases in
sexual desire) are consistently noted in 3–10%
of women using hormonal contraception.
These effects do not appear to be related to
estrogen’s effect on free testosterone.

• The single risk factor that is most consistently
associated with regret after sterilization is age.
Among women younger than age 30 the risk of
regret rises to 20% at 14 years.

• Most studies of the effects of induced abortion
on women’s mental health are confounded by
methodological limitations. Although
carefully performed reviews conclude that
women having abortions do not have a greater
risk of mental health issues than women
completing an unplanned pregnancy, many
women do experience psychological sequelae
to some degree.
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Legal and Ethical Factors in Sexual
and Reproductive Health
Bernard M. Dickens and Rebecca J. Cook

Introduction
Law and ethics are closely intertwined in the area of
human sexuality and reproduction [1], but the law’s
inherent conservatism has an ambivalent expression.
The law has tended to view indulgence of indivi-
duals’ sexuality outside marriage through the lens
of sin [2], introducing and accommodating condem-
nation, such as punishment and illegitimate status
(bastardy) in the public sector and disadvantage,
such as dismissal from employment or school in
the private sector for immoral behavior.
In contrast, however, many legal systems still allow
men immunity from rape laws when forcing them-
selves on their resistant wives, even by violence.
Men’s self-restraint is then a requirement of personal
ethics (microethics), although public ethics (macro-
ethics) have inspired some judges and legislatures to
reform permissive laws to condemn domestic sexual
violence.

Sexuality

Consent
Whether individuals should succumb to their sexual
urges outsidemarriage can be a source of considerable
tension, anxiety, and guilt, aggravated by legal and
ethical constraints and sexual indulgence between
married partners is not free from ethical concerns of
mutual respect. Similarly, whether partners have
freely consented can be a source of anxiety and self-
recrimination on ethical and legal grounds. Sexual
relations with underage partners, of either sex, can
be an obvious legal concern, but modern attention
includes relations with elderly voluntary partners
affected by degrees of dementia, such as when perhaps
Viagra-aided men find same-age companions [3].

Touching without consent is generally addressed in
law relating to assault. Consent to ordinary touching is
often implied by conduct, such as when entering

a crowded train or sports arena. Sexual touching is
more intimate, and sexual assault is usually more
heavily punishable than common assault because it
affects not only individuals’ bodily integrity but also
their emotional well-being, dignity, and sense of
security. Many legal systems set ages of consent
before which adolescents’ consent to sexual touching
or intercourse is legally invalid, rendering the acts
offences. Sexually precocious adolescents may be
considered delinquents for consensual relationships,
but are increasingly regarded less as offenders than as
offended against, by partners and, for instance, by
parents’ lack of due care. Further, if a sexual partner
is less than three years or so older than the other who
is underage, this may be seen as misguided sexual
curiosity rather than a serious offence. Adolescent
girls may be induced to restraint, however, by being
made apprehensive of unwed pregnancy if it carries
a social stigma.

Sex and Gender
By whatever means sexuality is expressed, it concerns
the contrast between sex, which is determined by biol-
ogy, and gender, which is a product of social and
cultural perception. The English language often
obscures this difference, where ‘gender’may be a polite
euphemism when to speak of ‘sex’ would appear crude,
provocative, or in poor taste. In the romance languages,
notably French, Spanish, and Italian, the masculine is
introduced by ‘le,’ ‘el,’ and ‘il,’ and the feminine by ‘la.’
In French, for instance, the kitchen, where women
work, is ‘la cuisine,’ and the roof, a workplace outside
the home, is ‘le toit.’ The spoon, a kitchen implement, is
‘la cuillere,’ while the knife, which could be a work tool,
is ‘le couteau.’Accordingly, because nursing is a female-
gendered occupation, a ‘male nurse’ may be distin-
guished from a ‘nurse,’ and a male midwife is more
exceptional.

The relevance of this to reproductive and sexual
health is that some individuals experience dissonance
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between their biological sex and their social gender,
the feminine person confined in a masculine body or
vice versa. Gender dysphoria is a medical condition
amenable to a variety of treatments, including sur-
geries often misdescribed as ‘sex change’ or ‘sexual
reassignment’ operations that change social gender.
This opens up a variety of ‘sexualities’ beyond male
and female, including lesbian, gay, bisexual, transsex-
ual or transgender, and intersex, without stigmatiza-
tion for sexual deviance. Legal systems may be slow,
however, to accommodate the psychological, emo-
tional, and mental health needs of individuals whose
sex differs from the gender they feel they possess.

Legal conservatism that identifies transgendered
individuals by reference only to their biological sex
determined at birth creates tensions in such areas as
gender identification, for instance, on vehicle drivers’
licenses and passports, but more significantly bars
participation in social and sports activities and has
profound lifelong effects in denial of rights to marry
where, as is common, same-sex marriage is prohib-
ited. Legal requirements that individuals who con-
sider themselves female, wear makeup and women’s
attire and identify with women should use men’s
washrooms when in public places, because of their
biology, and that masculine looking individuals in
mens’ clothing should similarly enter women’s wash-
rooms, is not just disruptive of public order, but
a source of humiliation, distress, and social dysfunc-
tion. The ethical principle of justice should prevail, as
a matter of human rights, over legal constructions of
traditional law to permit individuals to present them-
selves in public as of the gender to which they feel they
belong, even if different from their biological classifi-
cation [4].

Sexual Violence
Many, if not all, individuals are susceptible to sexual
violence, but widespread international experience
shows the overwhelming majority of victims to be
female. This is so in all settings, including victims’
own homes, and across all social classes, but most
visible instances tend to identify females in disadvan-
taged circumstances, such as of social disorder or
displacement. Sexual assaults cover a wide spectrum,
from unwanted fondling of an erogenous zone or
frottage, such as deliberately rubbing against
another’s clothed body for sexual gratification, for
instance, in crowds or crowded public conveyances,

to violent rape. Milder assaults may be a distasteful
nuisance or embarrassment, but even these can be
a source of distress, disgust and depression, in show-
ing one’s vulnerability, exploitability, and defenseless-
ness, inducing fear of being in public places. Greater
sexual outrages are liable to be traumatic, liable to
trigger post-traumatic stress disorders.

The criminal nature of these assaults is self-evident,
but legal processes of detection and prosecution may
inadvertently be aggravating factors in victims’ psycho-
logical anguish, sometimes related to social stigmatiza-
tion they suffer through publicity in their communities.
Forensic examinations of rape victims, for instance,
may be afforded priority over attending to their med-
ical and psychological needs. Internal examinations
into body cavitiesmay be conducted without sensitivity
to recover assailants’ tissues, sometimes described by
victims as ‘the second rape,’ and victims may be
required to remain in soiled clothing and underclothes
and not wash. Insufficient priority may be given to
trainingmedical forensic personnel in accommodating
victims’ physical and psychological needs in order to
enhance their recovery and rehabilitation [5].
Similarly, domestic violence victims’ economic and
psychological dependency on their assailants may
require that their counselling review their social
options, including counselling with, or of, their abusive
partners or family members [6].

Judicial proceedings against criminal suspects
may require victims to confront them, present
detailed testimony of what they recall occurred and
of their active and/or passive responses, including to
whom they chose to complain and why, and be subject
to possibly hostile cross-examination, such as denying
the occurrence or suggesting their consent, and at
times to judicial skepticism. Mature complainants
may endure this with composure, such as when fore-
warned and prepared by experienced prosecuting
counsel, but court procedures and personnel can be
intimidating. Some legal systems, such as in North
America including Mexico, have pioneered courses in
judicial gender sensitivity training, such as to limit
publicity of victims’ identities, but this may have an
impact, if at all, quite late in the process of law
enforcement.

It is not uncommon for police officers, including
of senior rank, to be unresponsive to complaints and
evidence of sexual assault, especially of a domestic
origin, reflecting a social culture of denial or normal-
ization, but equally indifferent to evidence even of
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a gross nature such as of a violent gang rape. In such
cases, they may require complainants or those accom-
panying them such as parents to provide more
detailed information of the assailants, for instance,
of their descriptions, clothing, and identities, than
the circumstances allowed victims to record. They
may also make prejudicial assessments of victims’
social status and sexual virtue. Official passivity, hos-
tility, and skepticism deny victims the opportunity to
feel that the wrongs they have suffered, and that they
themselves as members of their communities, matter,
inducing unresolved feelings of frustration, helpless-
ness and despair.

Some victims seek relief through suicide.
The contributions that fair legal processes, by police
forces, legal professionals, and court personnel
including judges, can make to individuals’ sense of
well-being, and of being valued, have been addressed
in the psychological literature [7]. Unfortunately,
such literature is rarely included in legal or judicial
training.

Sexually Transmitted Infections
Many legal systems have provisions for the protection
of public health that include compulsory reporting to
public health agencies of diagnoses of sexually trans-
mitted infections (STIs). Mandatory reporting may be
anonymous regarding diagnosed patients’ identities,
serving only statistical and demographic purposes of
infection control, but where personal identities are
reportable, for instance, to allow contact-tracing,
legal and ethical issues of medical confidentiality
arise. The terms ‘confidentiality’ and ‘privacy’ are
often applied synonymously, but for legal and ethical
purposes they are distinguishable. The distinction is
drawn that confidentiality protects professional rela-
tionships, such as between doctor and patient, lawyer
and client, priest and confessant, while privacy pro-
tects andmay regulate use of information or data itself
that may have implications for the individuals from
whom it is derived and others, such as their family
members [8]. Accordingly, mandatory reports of STIs
may result in public health officers informing contacts
of infected persons that they have been exposed to
infection without disclosing the identities of the pos-
sible source of infection. This may result in an indi-
vidual being suspected of being the source, correctly
or mistakenly.

In some communities infection with STIs is
accepted as a common lifestyle risk, but in others

knowledge of individuals’ infection is stigmatizing,
humiliating, and disempowering to them. Infected
persons may lose employment, educational, social,
and other opportunities. Disclosure may even expose
them to violence and death, such as in so-called honor
killings of women believed to have brought shame and
dishonor on their families. In recent decades, since the
appearance of HIV infection, HIV-positive women
have been sterilized without their informed consent,
ostracized from their communities and families, and
obstructed or marginalized in access to health ser-
vices, particularly in pregnancy and childbirth,
which is liable to expose attendants to their body
fluids.

Failure to disclose HIV positivity to prospective
sexual partners has been a source of criminal con-
viction, dating to when HIV transmission was pre-
sumed to lead to the acquired immunodeficiency
syndrome (AIDS) and rapid death. Where modern
treatment is available, however, AIDS is no longer
regarded as a lethal infection but as a chronic
infection with which treated individuals can live
prolonged lives. Nevertheless, even when
a condom is used and a person’s viral load is low,
so that the risk of transmitting HIV infection is
low, nondisclosure of HIV positivity often remains
open to prosecution, with a possibility, if not like-
lihood, of conviction for aggravated sexual assault
[9]. This possible liability is to provide strong
assurance that individuals will not be deceived
into unprotected sexual relations with HIV-
infected partners.

Fertility

Fertility Control
The World Health Organization published
a comprehensive legal and human rights overview of
sexual health in 2015 [10]. Its report notes that dis-
crimination and inequality can impair enjoyment of
sexual health, and recognizes that human sexuality
includes many different behaviors and expressions,
observing that accommodation of this diversity con-
tributes to individuals’ overall sense of well-being and
health. The report covers a wider area than the con-
cept of reproductive health. This was defined at the
UN International Conference on Population and
Development, held in Cairo in 1994, and adopted at
the UN International Conference on Women held in
Beijing in 1995. The full definition reads:
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Reproductive health is a state of complete physical,
mental and social well-being and not merely the
absence of disease or infirmity, in all matters relating
to the reproductive system and to its functions and
processes. Reproductive health therefore implies that
people are able to have a satisfying and safe sex life
and that they have the capability to reproduce and the
freedom to decide if, when and how often to do so.
Implicit in this last condition are the rights of men
and women to be informed and to have access to safe,
effective, affordable and acceptable methods of family
planning of their choice, as well as other methods of
their choice for regulation of fertility which are not
against the law, and the right of access to appropriate
healthcare services that will enable women to go
safely through pregnancy and childbirth and provide
couples with the best chance of having a healthy
infant [11].

The claim that individuals have the ethical right
and should have ‘the freedom to decide if, when and
how often’ to have children through ‘methods of
family planning of their choice’ refers to methods of
contraception and contraceptive sterilization.
The Beijing Declaration rejected abortion as
a method of family planning, including this only
among ‘other methods . . . for regulation of fertility
which are not against the law.’ Because some family
planning associations may also provide abortion ser-
vices for failure of contraceptive means, however, to
limit resort to unsafe abortion, opponents of family
planning identify such associations as abortion provi-
ders. A leading opponent of barrier, chemical, and
other artificial means of human reproductive self-
determination is the Roman Catholic Church, which
has international influence. This may well be entering
an era of change over the coming years.

Due to the historical European origins of interna-
tional law and institutions, the Roman Catholic
Church, through the Holy See, is the only religious
denomination to have status in the United Nations
Organization, and representation at UN conferences.
Seeing pregnancy and childbirth as gifts of divine
grace or blessing that it is impertinent for humans to
frustrate or contrive for themselves, and human sex-
ual intercourse outside lawful marriage for the pur-
pose of procreation as sinful, officers of the church,
having forsworn marriage and a ‘satisfying and safe
sex life’ for themselves, rejected the definition and
very concept of reproductive health. They sought
alliances with delegates from the most conservative
Islamic countries to preserve the illicit, and,

where possible, illegal character of family planning
means, including in their view abortion, except per-
haps for ‘natural’ family planning [12].

From the earliest times, which some date back
before the original Hippocratic Oath’s resistance to
abortion, artificial means of fertility control have
attracted religious and conservative condemnation,
which conservative forces strove to maintain in
Beijing. This aggravates emotional distress, turmoil,
and tension for adherents to religious faiths regarding
receipt, and delivery, of a wide spectrum of reproduc-
tive health services, beginning with chemical or bar-
rier methods of contraception. The emotional
struggle is not new, however, since humans have
sought, and often successfully used, contraceptive
means for millennia, as recorded in ancient texts of
herbal medicine [13]. The tradition of herbal contra-
ception and abortion has persisted, as women’s spe-
cial knowledge, for centuries, although suppressed in
medieval Europe when possessors of this knowledge
suffered religiously inspired death for witchcraft.

Religious discipline once operated principally by
threat of divine and temporal retribution but, with the
decline of legal sanctions for breach, now exerts force
psychologically through guilt. Those reared in reli-
gious or conservative cultures may feel discomfort,
distress, and remorse in their resort to contraception,
contraceptive sterilization, or abortion, and in deli-
vering many, if not all, reproductive health services.
As healthcare professionals, they may seek to pursue
specialties as little related as they can be to such
services, but may violate terms of legal contracts
with patients or of employment if they refuse services
within their specialty associated indirectly with repro-
ductive healthcare. Psychiatrists treating patients
seeking relief from sadness following termination of
pregnancy, for instance, on the end of a relationship,
dermatologists treating sexually active patients for
syphilitic scarring, and public health officers regulat-
ing location of massage parlors and striptease clubs
they recognize may be bases of prostitution must use
their professional skills and experience nonjudgmen-
tally, unless perhaps legislation affords them exemp-
tion on grounds of conscience.

Conscientious Objection
Ethical respect for conscience would entitle physi-
cians to participate as well as object to participate,
for instance, in abortion procedures [14]. At present,
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however, legislation and judicially interpreted cus-
tomary law have addressed only conscientious objec-
tion. Claims of conscientious objection have risen
particularly with liberalization of restrictive abortion
laws but are also involved regarding contraception
and sterilization, including by nurses, midwives,
and, for instance, pharmacists who refuse to fill con-
traception prescriptions. The right of conscientious
objection allows healthcare practitioners the comfort
of reconciling their personal beliefs with their profes-
sional practice. The burden falls, however, on patients
eligible for care who face frustration and the negative,
possibly humiliating judgment of those to whom they
turn for care, perhaps when they lack practicable
alternatives. Apart from being confronted by profes-
sionals’ apparent moral condemnation, patients’
knowledge that, without prior notice, the practi-
tioners to whom they turn, often for time-sensitive
care, may deny them indicated care without recourse,
introduces uncertainty and apprehension into what
they require and seek as a supportive professional
relationship of patient dependency and trust.

An expansion of denial of lawful services occurs
not only when those more remote from service deliv-
ery, such as health facility administrators, nursing
attendants responsible to serve meals and provide
routine comfort for bed-ridden hospitalized
patients, and ambulance attendants, invoke con-
scientious objection in order to withhold services,
but also when physicians, pharmacists, and others
claim that contraceptive products are abortifacients.
A further expansion occurs when objection is taken
not only to participation in procedures but also to
being complicit in their performance. This claim is
under development in the United States, but, if it
progresses, is likely to be presented elsewhere with
support of international religious organizations.
The claim is that it is as wrong even incidentally to
permit another person’s sin as to commit that sin
oneself [15].

Ethics committees of professional associations in
medicine, law, and other disciplines, and courts of
law, are setting limits to procedures to which con-
scientious objection can be claimed, and requiring
those who invoke conscience to refer patients, in
a timely fashion, to comparable practitioners who do
not object. It has similarly been proposed that medical
professional associations might serve both patients
and their members by becoming sources of referral
to non-objecting practitioners [16]. There is also close

to universal agreement that conscientious objection
cannot be invoked when a patient’s life or continuing
health is at grave risk, including by suicide. For
instance, the Roman Catholic Church accepts the
philosophical concept of double effect, accepting the
incidental effect of a deliberate act that would be sinful
to achieve as its primary purpose [17]. Terminating
a life-endangering pregnancy would be seen as an
unavoidable incident of a legitimate purpose, in the
same way as removing a man’s cancerous testicles,
leaving him sterile, would not be seen as a sterilization
procedure but legitimate cancer treatment.

Abortion
The human practice of abortion is as old as under-
standing of the cause and symptoms of pregnancy, as
historical herbal medicine shows, but access to lawful
services remains strongly contested, both for and
against. International experience is that countries
with the most restrictive laws have relatively high
rates of abortion-related maternal mortality and mor-
bidity, showing that laws affect the safety, rather than
the incidence, of the practice, while countries with
effective birth control access and education have low
rates of unwanted pregnancy [18]. Rates of unlawful
and therefore clandestine abortion are calculable only
by estimates based on maternal deaths and hospital
admissions, since safely conducted procedures go
unrecognized and are not publicized, and definitional
uncertainty remains in law between abortion and
menstrual regulation or extraction procedures.

Unwanted pregnancy is commonly a source of
anxiety, particularly where counselling is not reliably
confidential and termination options may be unlaw-
ful. Decisions both to terminate and continue preg-
nancies, unplanned and planned, can be sources of
regret [19], but opponents of abortion have claimed
that a ‘post-abortion stress syndrome’ exists and is
pathological, requiring strong emphasis in counsel-
ling [20]. This condition is not part of routine profes-
sional counselling beyond advising clients that they
will live with the consequence of their choices.
In contrast, the authoritative Diagnostic and
Statistical Manual of Mental Disorders, now DSM-5,
includes postpartum depression and psychosis, with
diagnostic symptoms of a major depressive disorder
with postpartum onset [21]. This has a history of legal
recognition, for instance, by reducing the crime com-
mitted when women, within 12 months of delivery,
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kill their newborn children, from murder to infanti-
cide, with lesser punishment.

Opponents of liberal abortion law reform are con-
scious that much of the institutional organization is
mobilized by religious hierarchies in which women are
underrepresented, absent or excluded. Members of the
Roman Catholic hierarchy, for instance, are unaffected
in their personal lives by their doctrines’ effects on
women’s lives, because they have neither wives, daugh-
ters nor granddaughters. To overcome the charge of
being unsympathetic to women, abortion opponents,
many of whom are women, adopt the strategy of advo-
cating ‘women-protective’ legal restrictions, among
which banning sex-selection abortions, presumed to
target female fetuses, may have appeal, and make pro-
hibition of abortion rather than its acceptance legally
‘normal,’ as it was throughout most of the past two and
more centuries [22].

Infertility

Medically Assisted Reproduction (MAR)
The standard of care of their patients that health
service professionals are required tomaintain is deter-
mined as a matter of law, but courts usually defer to
the professions themselves, unless exceptionally the
professions set standards or endorse practices that
courts find to be against public interest or protection.
In March 2015, the Psychology and Counselling
Guideline Development Group of the European
Society of Human Reproduction and Embryology
published guidance for clinic staff members that
courts may accept as evidence of what is required in
routine care [23]. It should be remembered, however,
that guidelines guide but do not necessarily govern
practice, so that in particular cases practitioners may
be able to justify to courts’ satisfaction why they
departed from professional guidance.

Intense emotions are frequently aroused by infer-
tility, such as the frustration and despair of those
failing to achieve much-wanted pregnancy, and the
hopes that clinic staff share with them that this cycle
of treatment will succeed. The law, however, takes an
unromantic, even materialistic approach to the pro-
cess involved in MAR. For instance, leading courts
facing new issues raised by MAR regard gametes and
embryos as a species of legal property [24]. When in
2000 the Constitutional Chamber of the Supreme
Court of Justice of Costa Rica invoked violation of
the right to life of embryos liable to remain

untransferred to women’s bodies in order to ban
in vitro fertilization (IVF), the Inter-American
Court of Human Rights required removal of the ban,
since it violated infertile couples’ human and legal
rights, among others, to privacy and to private and
family life in their quest to have children. The Court
observed that embryo loss and wastage are as legally
tolerable in IVF as in natural reproduction, because
the Court-appointed expert scientific witness testified
that, of every ten embryos naturally generated in
humans, no more than two or three survive natural
selection to be born as persons. The Court reviewed
European and additional international jurisprudence
to conclude that:

the historic and systematic interpretation of prece-
dents that exist in the Inter-American system con-
firms that it is not admissible to grant the status of
person to the embryo. [25]

The new reproductive technologies require the law
to be flexible, and willing to reconsider its conven-
tional attitudes, lest it may become an obstacle to
necessary or desirable scientific progress for the pub-
lic benefit [26]. The progress in social attitudes to
MAR in many economically developed countries fol-
lows the trajectory observed a half-century ago
regarding artificial insemination:

Any change in custom or practice in this emotion-
ally-charged area has always elicited a response from
established custom and law of horrified negation at
first; then negation without horror; then slow and
gradual curiosity, study, evaluation, and finally
a very slow but steady acceptance. [27]

Gametes, Embryos, and Parenthood
The World Health Organization characterizes inferti-
lity as a disease [28]. In the same way that blood
transfusion and organ donation have been developed
to treat disease, gamete and embryo donation has
come, where legally permitted, to treat infertility dis-
ease. Comparable issues of legal ownership, posses-
sion, and control of gametes and embryos in transit
between donors and recipients arise, but a key differ-
ence concerns determination of parenthood when
a child is born of these transactions [29]. Laws in
most countries, with United States’ exceptionalism,
prohibit commercial payments, but even where
allowed, custody of children at birth or afterward is
usually determined not by private agreements among
adults but according to Article 3(1) of the UN
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Convention on the Rights of the Child, which pro-
vides that:

In all actions concerning children, whether under-
taken by public or private social welfare institutions,
courts of law, administrative authorities or legislative
bodies, the best interests of the child shall be a pri-
mary consideration.

Laws historically have been based on tenacious
presumptions, such as that a child born to a married
woman during the marriage or within 300 days of its
end, by death or divorce, is her husband’s, to avoid the
stigma of illegitimacy (bastardy), unless he denies this
and another man claims paternity, and that a woman
is the legal mother of a child she gestates and delivers.
Such presumptions are now disrupted by legal accom-
modation of gamete and embryo donation, and sur-
rogate motherhood. The law’s intention to provide
the psychological comfort of legal certainty of parent-
hood presents the discomfort of ethical adjustment or
opposition, since religions and cultures rarely evolve
at the speed of which legal reform is capable [30].
Legal recognition, for instance, of same-sex marriage
and parenthood, often by the medicalization of repro-
duction through MAR or surrogacy, permits the bio-
logical impossibility of a child both of whose legal
parents are of the same sex as each other [31].
Conservative cultures and individuals tend to find
such legal developments stressful and destabilizing.

Surrogate Motherhood
First evident through the tumultuous Baby M child
custody trials in New Jersey late in the 1980s [32],
when a surrogate mother recovered the child, her
genetic daughter, from the genetic father and his
wife to whom she had surrendered the child at birth,
surrogate motherhood is now legally accommodated
and regularized in many countries to achieve partici-
pants’ intentions, namely, that women who gestate
children for others, usually through IVF and embryo
transfer, are not their legal mothers, and commission-
ing parents, often but not always genetically related to
the children surrendered to them, are their legal par-
ents [33]. The much publicized Baby M trial resulted
in a judicial order of joint custody between the
mutually reproachful and hostile genetic mother
and father, described by an authority on children’s
laws as ‘indisputably the logical, reasoned, and
straightforward result of existing legal concepts of
parenthood, adoption, baby-selling and the like’ but

also as ‘surely the worst result possible’ [34].
The experience served early notice of the need for
psychological assessment and counselling of partici-
pants in such arrangements. Failure of assessment and
counselling resulting in emotional trauma for adult
participants, which may affect resulting children, may
constitute legal negligence.

Adding to the cultural and often socioeconomic
gap that often divides those who offer surrogate
motherhood services to strangers from those who
engage them are geographical divisions, when
would-be parents cross national borders for services.
This phenomenon affects many, if not all, forms of
MAR, most contentiously to obtain services unlawful
in individuals’ countries of residence [35], but has
potential for mutual exploitation regarding surro-
gacy, where women may be hired for low-cost ser-
vices or hold newborns for ransom to increase
payments. So-called reproductive tourism is an
aspect of ‘medical tourism,’ [36] but the description
‘tourism’ is ethically objectionable. The term associ-
ates seeking care abroad with the indulgence of spare
time and money for leisure and curiosity, but trivia-
lizes and demeans the intense emotions usually
invested in seeking medical care in general and par-
enthood in particular.

Surrogate pregnancies are usually initiated by IVF
and embryo transfer, and travel for these purposes
may expose individuals to differences between cul-
tures and religions, and differences within them.
In Islamic countries, for instance, some allow sperm
and embryo donation, while others, giving more
weight to the authenticity of parental, particularly
paternal, genetic lineage, do not [37]. How births are
registered can also differ, some birth registration sys-
tems holding the gestational women the mothers,
while others that consider the sources of sperm to be
the fathers consider the sources of the ova the
mothers. When neither of the commissioning parents
supplied gametes, systems may leave open registra-
tion of parentage, whichmakes a case in favor of more
comprehensive legislation. France, for instance,
which has an outright ban on surrogacy and has
denied recognition to children so born, refusing
immigration to children born outside the country to
French nationals who participated in surrogacy trans-
actions, now has judicial rulings, including from the
European Court of Human Rights, requiring recogni-
tion and issuing of documents recognizing the chil-
dren’s French nationality [38].
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This illustrates how laws on sexual and reproduc-
tive rights and health are under continuous evolution
through the interaction of legislation and court judg-
ments. It also illustrates how practitioners and ana-
lysts of this field must remain vigilant to observe legal
developments under various influences.

Key Points

• Legal requirements that identify
transgendered individuals by reference only
to their biological sex determined at birth
disrupt public order and constitute a source
of humiliation, distress, and social
dysfunction.

• In cases of sexual assault, the legal processes of
detection and prosecution may inadvertently be
aggravating factors in victims’ psychological
anguish.

• In some communities knowledge of
individuals’ sexually transmitted infection is
stigmatizing, humiliating, and disempowering
to them.

• Health professionals must use their
professional skills and experience
nonjudgmentally when dealing with matters
relating to fertility control. This includes not
only gynecologists but also psychiatrists,
dermatologists, public health officers,
nurses, midwives, pharmacists and other
professionals.

• The new reproductive technologies require the
law to be flexible, and willing to reconsider its
conventional attitudes, to facilitate scientific
progress.

• Historical presumptions pertaining to
parenthood are now disrupted by the
accommodation of gamete and embryo
donation, surrogate motherhood, and same-
sex marriage in contemporary law.
Conservative cultures and individuals tend to
find such legal developments stressful and
destabilizing.

• Surrogate motherhood may expose
individuals to differences between and within
cultures, religions, and legal systems.
Practitioners and analysts of reproductive
medicinemust remain conversant with rapidly
changing laws in their field.
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Section 4 Obstetrics and Maternal Health

Chapter

25
The Psychobiology of Birth
Amali Lokugamage, Theresa Bourne and Alison Barrett

The long-term implications for birth and the early
postnatal period on maternal, fetal and neonatal
health are evidenced within the literature [1–25].
Normal labour and birth can bring about psychobio-
logical changes that promote physical and emotional
health which is limited not only to the fetus/neonate
and mother but also to the family unit and society.
The understanding of some of the elements under-
lying these psychobiological perspectives of birth
allows health professionals to embed these factors
and values within their care.

Section 1 – The Women
Understanding the biophysical processes in labour is
an important aspect of maintaining ‘normality’, even
when the processes may be disturbed by medical
events. An example would include an understanding
of the mechanics of the birth and how more upright,
forward positions (including kneeling) assist the birth
process. This allows pelvic joints to increase in mobi-
lity creating wider pelvic diameters and enabling grav-
ity to assist the pelvic floor and the fetus to negotiate
the intra-pelvic turns necessary for effective birth.
In addition upright positions have been reported to
stimulate the release of oxytocin and cervical prosta-
glandins [17]. It has been proposed that encouraging
women to mobilize and adopt upright positions in
labour would be of value in reducing later interven-
tions. This has been demonstrated to improve birth
outcomes with reduced duration of first stage, less
epidurals and fewer instrumental and caesarean births
[26]. It clearly is also associated with a sense of
increased maternal control.

Oxytocin
There is a divergent and conflicting relationship
between oxytocin and adrenalin (which produces the
fight, flight or frozen response) [27] so the underlying
factors that increase stress and fear in the labour ward

can have implications for labour and breastfeeding.
Uvnäs Moberg emphasizes the importance of
enabling the normal birth process which amplifies
the oxytocin response, and the higher oxytocin levels
are associated with positive emotions [17, 28].

This corroborates the social neurobiological the-
ory that oxytocin encourages calmness, trust, gener-
osity, compassion and social cohesion through the
neurobiology of maternal and pair bonding, thus
also, conversely, providing insights into the origins
of human anxiety and violence[25].

The use of synthetic or exogenous oxytocin in
nulliparous labour has continued to grow in recent
years with an associated increase in epidurals, instru-
mental and caesarean births and their related compli-
cations [29]. Bugg et al. [30] note no differences
between the use and non-use of oxytocin in either
the type of delivery or Apgar score; the only apparent
difference was an average increase of two hours in the
duration of labour in those receiving synthetic oxyto-
cin. They consider that maternal, rather than medical,
decision making should be the deciding factor in use.

However, in a period of healthcare rationalization
the judicious use of oxytocin should also be consid-
ered, and proactive attention to other factors that may
inhibit or enhance labour would be beneficial. These
may include mobility and positioning, continuity of
caregiver, touch, the prevention of ketone formation
(eating and drinking) and reducing adrenaline in the
early first stage of labour [31].

The use of oxytocin for the augmentation of
labour can increase the risk of uterine hyperstimula-
tion and associated problems. The literature also sug-
gests that exogenous oxytocin, whether for delivery of
the baby or placenta, can influence the mother’s post-
delivery production of natural oxytocin. In addition,
although exogenous oxytocin is an effective utero-
tonic drug, its delivery is usually continuous (rather
than pulsatile), its effect is short-lived and it may fail
to cross the blood–brain barrier, providing the
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necessary physiological changes required in maternal
and fetal adaption [32]. Oxytocin is also involved in
the release of prostaglandins, endorphins, cortisol and
other hormones, all of which have interrelated func-
tions and effects in labour and the puerperium [33].

There is a growing knowledge around the effects of
endogenous oxytocin. Many of the effects are short
term, but it is also linked with the initiation of many
biophysical and chemical responses that are of a longer
duration [34]. It is recognized as a neurotransmitter
that is important not only for labour and breastfeeding
but also for its influence on a wide range of social
behaviours including mother–infant interactions [35].

Apart from its role in contracting the uterus, the
management of third stage and the let-down reflex,
oxytocin has an essential role in maternal and neona-
tal neuroplasticity around birth. This hormone has
a strong role in maternal/neonatal smell, interactions
and the formation of social bonds [4]. Disturbances
may have implications for social imprinting, stress
management for later life and parenting [36].

It should be noted though that this mood-altering
hormone can mediate against depression, it may itself
be affected by drugs prescribed for depression [27].
Thus theremay be interaction between antidepressant
use in the third trimester and postpartum haemor-
rhage, but evidence at present is inconclusive [37].

Fear and Pain
Women have long feared the pain of labour and the
consequences (see Chapter 34, Tokophobia). Indeed
fear is linked with an increased risk of elective cae-
sarean not only among nulliparous women but also
for a growing number of women in subsequent preg-
nancies [38]. In the pressured health service an elec-
tive caesareanmay appear a satisfactory resolution to
a previous traumatic event. Nevertheless Ryding
et al. [38] point out that there are often linked mental
health issues and unresolved concerns with
a previous birth. These unresolved issues may man-
ifest themselves in alteration of physiological effects.
In providing an automatic elective caesarean on
request for such women, we negate the very pro-
cesses important in the release of natural oxytocin
during late pregnancy and labour with the linked
health and social benefits for the development of
the neonate, child and adult. Also negated by elective
caesarean section is the effect of the pelvic curve and
head compression on the baby’s adaptation to neo-
natal life [4].

Fear of childbirth has been associated with emer-
gency caesarean, prolonged labour, dystocia and poor
experiences for mothers. Ryding et al. [38] suggest
that appropriate referral for discussion and beha-
vioural therapies rather than ‘avoiding’ the issue
may yield more positive outcomes and better coping
strategies; the research of Rouhe et al. [39] would
support this. It is important to consider social,
media and cultural aspects of fear in relation to labour
and birth as well as previous experience.

Pain sensations of labour are important elements
in birth. Pain sensation releases endorphins and other
hormones in the mother which pass to the baby in
labour and if the mother does not experience some
degree of pain sensation the opportunity for fetal
transfer of endorphins is reduced or eliminated.
As labour develops, cortisol and the hormones adre-
naline and noradrenaline begin to rise. Later in labour
these are beneficial to the fetus in that they have
opposite effects on the central nervous system and
sympathetic and parasympathetic nervous system of
the fetus compared to the adult, diverting blood from
fetal extremities to the brain, which is neuroprotective
[40]. Moreover, cortisol activates the central nervous
system, promotes lung maturity and transition to
extra-uterine life as well as promotes increased mater-
nal behaviours following birth [4]. Forgoing the
‘stress’ of labour thus may have significant long-term
consequences [40]. To what extent this is fact versus
conjecture remains to be elucidated.

For example, in non-randomized studies, the neo-
nates of mothers who had epidurals and/or systemic
opioids during labour (compared to the neonates of
mothers who had none) exhibited reduced breast-
seeking and breastfeeding behaviours [4, 41]. These
neonates were less likely to breastfeed within 150
minutes of birth and tended to cry more, whereas
90–100% of neonates not exposed to these medica-
tions exhibited all six measured positive breastfeeding
behaviours. Epidurals have also been associated with
the persistence of the occipito-posterior malposition
of the fetus which is directly linked to more interven-
tions and operative delivery [42].

Parents may be all too aware of the ‘risk’ of pain
but not the rationale. At present, phrasing in discus-
sions may be about the removal of pain rather than
the increase of pain tolerance. Health professionals
can discuss choices, including non-pharmacological
approaches that may improve pain tolerance and sup-
port the maternal and neonatal physiological changes
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at these times. In order to do so, they need to be
conversant with these techniques as much as the
pharmacological methods.

Labour-mediated changes in the stress hormones
adrenaline and cortisol have important effects in
labour. Adrenaline aids the expulsive efforts of the
contraction and cortisol potentially aids oxytocin in
crossing the blood/brain and placental barriers and
initiating further biophysical/chemical responses in
mother and fetus [4]. In early labour adrenaline may
have an inhibitory effect and strategies to lower stress
such as labouring at home and the provision of con-
tinuity of carer may impact on birth outcomes such as
reducing the incidence of labour dystocia [31]. These
have certainly been factors shown to improve such
outcomes; the evidence that these are mediated
through the endocrine mechanisms is less clear,
though theoretically plausible.

Infection
Sepsis remains a concern of every health professional.
In maternity care, invading bacteria can cause post-
partum sepsis, an especially feared complication of
childbirth before the era of antibiotics but still
a leading cause of maternal mortality today. In the
past, measures to eradicate sepsis included baths, ene-
mas, shaving, sterile prep and drapes as well as the
zealous use of antibiotics.

While judicious use of antibiotics has obvious
benefits, an evolving understanding of the human
microbiome has led to growing concern about the
long-term consequences of their injudicious use.
Through indiscriminate use of drugs and practices
that alter the maternal microbiome not only may we
be creating drug resistant bacteria we may also be
eliminating or curtailing the seeding of healthy bac-
teria within the fetus and neonate [43]. Links with
non-communicable disease and conditions are
becoming stronger and no longer can we ignore the
importance of addressing this issue [44].

Stress in pregnancy, antibiotics and the mode of
delivery all influence the microbiome (uterine
and vaginal) available for the fetus and this ‘seeding’
[43, 45].

It is likely that commensal maternal vaginal
flora, seeded into the neonatal gut flora during
a vaginal birth, may play an important part in the
development of the neonate’s immunity. Gut
microbiota influence gut neurochemistry which in
turn may impact on central nervous function.

Therefore healthy gut microbiota may be important
factors in some psychological as well as physical
conditions of the offspring, some of which may
impact on subsequent societal health [43, 45].
Where possible the aim for a vaginal birth will
reduce long-term health risks; however, early skin-
to-skin and long-term breastfeeding may
help mediate against some of this [46, 47].
Nonetheless, most forms of medical intervention
are likely to decrease the establishment of breast-
feeding and mother-baby attachment [46, 48].

Complications at Birth
In a study of a Danish cohort of 4,269 consecutive live
male births, investigators found that birth complica-
tions in combination with early child rejection can
predispose to violent crime [49, 50]. There are associa-
tions with early life stress and low adult plasma con-
centrations of oxytocin. The findings illustrate the
critical importance of integrating biological with social
measures to fully understand how violence develops
and also suggest that prenatal, perinatal and early post-
natal healthcare interventions could influence predis-
position to violent behaviour later in life.

When complications occur and there is a need for
intervention, how does the health professional enable
normal birth processes? Parental involvement in deci-
sions and control is often associated with increased
birth satisfaction but often, where obstetric complica-
tions occur, it is difficult to facilitate this process [51].
In 2013 in a UK report on the quality of care in
England [52], one of the most common concerns
during labour was inadequate care and advice.
Women also raised concerns about delayed and con-
flicting advice. The report also highlighted that health
professionals spoke to women in a ‘disrespectful,
patronising and condescending manner’, resulting in
women feeling anxious, being demeaned and not lis-
tened to [52, p.11]. This has improved in the 2015
report [53] but still 25% of mothers do not always feel
fully involved in the decision making process and 30%
felt post delivery they were not always treated with
kindness and respect.

Shared decision making and strategies to support
this in the antenatal period are important elements in
enabling and empowering the woman during the
birth period. This is also seen as essential for women
who have had a previous caesarean section [53].

In a high-risk situation, however, this may be
more challenging. Consideration of how control
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might remain with the woman when complications
occur should be an important aspect of care. This may
be achieved by improving and preserving aspects of
normality, for example

• encouraging mobility and differing labouring
positions despite the necessary medicalized
elements of the birth

• where an instrumental delivery is necessary
bringing the head to the introitus and encouraging
her to deliver her child

• maintaining communication, dignity and
compassion where a caesarean is required

• encouraging skin to skin contact as soon as
maternal/neonatal condition permit.

Where complications have occurred it is essential
to consider future births and the impact this birth may
have on future pregnancies and delivery. Opportunities
should be available to discuss issues arising and clear
documentation should be available to support decision
making and support in the future.

Breastfeeding
Birth is only the beginning of a journey and the biop-
sychosocial approach encompasses the postnatal care.
No aspect of postnatal care is more significant to the
long-term health of and child than breastfeeding.
Breastfeeding is linked with reduced incidence of pre-
menopausal breast cancer, ovarian cancer, retained
gestational weight gain, type 2 diabetes, myocardial
infarction and metabolic syndrome for the mother,
and for the child a reduction in diabetes; obesity;
recurrent ear infections; leukaemia; diarrhoea and hos-
pitalization for lower respiratory tract infections [15].

Breastfeeding and active bonding protect against
children’s internalizing behaviour problems [54].
This leads to the dovetailing of the Early Years
Agenda into the arguments of how important this
foundation of psychobiology is to human develop-
ment and likely represents a biosocial and holistic
effect of physiological, nutritive and maternal–infant
bonding benefits.

The Early Years Agenda and the economic gains to
society from avoiding maladaptive neurodevelop-
ment attributable to the of lack of parental bonding
and emotional investment to childrearing have been
adopted in a UK cross–political party manifesto called
1001 Critical Days: The Importance of the
Conception to Age Two Period [55]. An All-Party
Parliamentary Group also published a further report

in 2014 called ‘Building Better Britons’[56], recom-
mending the creation of a maternity system which
optimizes normal birth, breast feeding and maternal
bonding amongst other interventions in early child-
hood which are more cost effective than behavioural
interventions delivered after this stage.

Section 2 – The Health Professional
Care around birth is constantly evolving and has an
impact on its culture. There are potential tensions
between women, their families, their caregivers and
society itself; all create changes that direct how
women perceive birth. Birthing is not purely
a biomedical event. It is a biopsychosocial experience
for mother and baby providing the link with either
optimum or less than optimum physiological and
emotional well-being for mother and baby. It is not
meaningfully defined for many women in terms of
‘morbidity and mortality outcomes’ but in quality of
the experience overall. If a woman has complications,
some of these terms may have more relevance to her.
Nevertheless it is not just the life/death moments that
remain indelible butmemories linked to the event and
care provided which may cause long-term psychoso-
cial pathology [57].

The psychosocial elements of birth are difficult to
measure. Empowerment is one such aspect and is
explored in some epidemiological studies, but other
factors are explored through documentaries such as
‘Orgasmic Birth’ [58].

Dissociating short-term from long-term outcomes
around birth within epidemiological studies also alie-
nates the medical from social models of birth. Since
midwives and obstetricians generally restrict their
care to pregnancy, birth and early postnatal period,
the longitudinal perspective on the mode of childbirth
and its impact on the family – and therefore society as
a whole – is lost. Zander, a GP with a rich experience
in home birth and long-term care of families,
observed differences between women giving birth at
home and in hospital [22–24]. He noticed that the
memories around birth were vivid and were asso-
ciated with sharp recall, an important consideration
in our care and the long-term mental well-being of
women.

Ogden et al. [22–24] noted that whether or not
birth actually occurred at home or in the hospital,
women who chose home birth as an option were
more likely to rate the experience as positive as
opposed to the hospital-based mothers who tended
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to recall negative events. They also identified how
women who gave birth in the hospital were more
likely to cite the achievement of others (the doctor
or midwife) than themselves in their own birth.

Fear, Litigation and the ‘Blame Game’
When outcomes are potentially poor and risk is high,
health professionals fear they may be implicated. This
tends to generate the fear of litigation and drives
defensive or risk-averse practice. The driving forces
may be professional accountability and altruism, but
the health professionals’ concerns may include
professional survival and impact on their family and
the impact both financially and psychologically from
threats to their career. Self and professional protec-
tion relies on the shift of blame and the ‘blame’ game
which may impede professional and care relation-
ships. Additionally, decisions ‘offered’ to women
may be couched to limit perceived ‘safe’ choices[59].

Moreover, the focus of obstetricians’ care is where
there is a need for crisis management rather when the
normal physiology is working. This creates a skewed
view of birth, where the body is perceived as infirm and
reliant on the need for intervention. Care shifts from
supporting the normal physiological process to mon-
itoring and visiting ‘just in case’ of a problem arising.
Additionally, where medical intervention is needed
there is a tendency to take over, rather than support,
the normal physiological processes. This may be so as
much for midwives where resources and culture limit
the possibility for promoting normality [60].

Furthermore, clinical negligence schemes for hos-
pitals require staff to complete increasingly larger
amounts of contemporaneous documentation whilst
caring for a woman in labour. Although vital in
reviewing care, this inevitably detracts from the time
a professional has to give emotional support to
a woman in labour and enable self-driven decision
making. Continuous emotional and physical support
improves the physiology and outcomes of labour, but
this may be hindered as the focus shifts to paperwork
[61]. Perversely, the drive to appraise risk may actu-
ally be increasing it, by limiting the capacity to enable
physiological birth and exacerbating the risk of
requiring an intervention.

Stress
Work-related critical incidents may also induce post-
traumatic stress symptoms or even post-traumatic stress

disorder, anxiety and depression[62]. This can nega-
tively affect healthcare practitioners’ behaviours
towards patients. It also affects the choices and care
they provide as well as practitioner confidence in
themselves, women and others. Moral distress is
not uncommon and is found in all health profes-
sionals[63]. It occurs when the professional wishes
to follow one course of action but is unable to
because of organizational, cultural or resource con-
straints. It is associated with lowered compassion,
burnout and employment mobility.

Interpersonal neurobiology recognizes that the
carer impacts on the maternal neural plasticity and
programming in the short term as much as the
maternal care impacts on the long-term neonatal
psychological development. Stress and fear can be
transmitted and cause changes in the maternal
neurobiology as much as compassionate care and
confidence [9]. Conversely, stress and anxiety
from the women and their families can impact on
the professional reactions, decision making and
health [18].

As discussed previously, the hormone oxytocin
counterbalances fear, promoting positive emotions
not only for labouring women and the neonate but
also for their caregivers[17]. The environment of phy-
siological birth may stimulate a higher oxytocin secre-
tion within all who are present. Touch is one such
mechanism that increases oxytocin in others and our-
selves. Neuroeconomic research points to oxytocin
nasal sprays helping humans to overcome their nat-
ural aversion to uncertainty with regard to the beha-
viour of others [64].

Stress may impact negatively on the production of
cerebral oxytocin in the individual. Could this affect
how practitioners care and offer choices? Conversely,
oxytocin could mediate against high levels of stress
[27]. It may be pertinent to consider ways to increase
oxytocin activity in practitioners, strengthening the
relationship between professional and woman as well
as the practitioner’s inner resources.

Section 3 –The Institution
Institutional ideologies such as obsession with
economic targets, protocols, rigidly applied evi-
dence-based medicine, medico-legal fear, lack of
understanding of human rights in childbirth and
high levels of burnout in staff are important in
creating an atmosphere that makes birth hard or
easy. The Lancet’s 2014 Midwifery Series [65]
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highlights that the industrial mechanistic model of
maternity services may lack the insight to deliver
compassion whether through lack of training, mod-
elling in practice, internal and external pressures or
a culture where staff as well as women are treated
without respect or value [66]. Market forces where
value is monetary rather than personal can result in
a dehumanised approach to care where staff are
considered units of provision as women are assets
as long as they take no more time than that
allotted.

Youngson [67] highlights how this approach
may be flawed as compassion and holistic care
leads to better health outcomes and therefore
lower costs to the service[68]. Indeed higher empa-
thy within health professionals in the delivery of
care may reduce hospital admissions [69]. In
maternity, continuous care by the same caregiver
has an impact on maternity outcomes and costs
[70, 71].

In addition, Youngson clearly demonstrates that
healthcare worker burnout through working in dehu-
manized industrialized healthcare conditions leads to
lack of compassion towards patients [67, 72]. Poor
communication and attitudes, including lack of
respect, are major areas of complaints within the
NHS and professional bodies [73]. So there is direct
impact on the woman’s health from the psychological
status of the care giver, which is influenced by work-
ing conditions.

There is a long history regarding the balance
of female power versus patriarchal systems and
particularly in childbirth [74]. Recent surveys in
both the United Kingdom and the United States
emphasize the need for practitioners to aim
towards a healthcare system that supports
women in their choices, offering respect and
autonomy[75].

Summary
This chapter has articulated some of the important
psychobiological factors in the modern maternity
system. We have discussed the meaning of becom-
ing a ‘mother’, the influence of the ‘care providers’
and the pressures exerted by the institution. The
psychobiological dimensions of these three areas
should influence future maternity system planning
for the health of individuals as well as the health
of society.

Key Points

• Birthing is not purely a biomedical event; it is
a biopsychosocial experience for the family, and
is not meaningfully defined for many women in
terms of ‘morbidity and mortality outcomes’ but
in quality of the experience overall.

• Endogenous oxytocin secretion is associated with
a sense of maternal control, reduced duration of
first stage, less epidurals and fewer operative
deliveries. It also influences a wide range of social
behaviours including mother–infant interactions.
Disturbances of peri-partum endogenous oxytocin
secretion can have implications for parenting,
social imprinting and stress management in later
life.

• Labour pain stimulates the release of maternal
endorphins, cortisol and catecholamines which
cross the placenta, activate the fetal central nervous
system, promote fetal lung maturity and promote
neonatal breast-seeking and breastfeeding
behaviours. This means that forgoing the ‘stress’ of
labour (e.g. through a planned caesarean birth) may
have significant long-term consequences.

• Commensal maternal vaginal flora seeded into the
neonatal gut flora during a vaginal birth may play
an important role in the psychological and physical
well-being of the offspring.

• Even in high-risk situations calling for medical
intervention, it is often possible to preserve some
aspects of ‘normality’ in childbirth.

• Breastfeeding protects the offspring from a range of
medical and social problems in childhood and adult
life.

• Obstetric and midwifery practice should support
the normal physiological processes of labour.
Perversely, obsessive risk appraisal and risk
aversion may create hazard, by reducing the
likelihood of physiological birth and increasing the
chances of an avoidable medical intervention.

• Maternity institutions should nurture an
organizational culture that promotes compassionate
care, respect for rights, high staffmorale and flexible
application of evidence-supported care.
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Chapter

26
Assessment of Psychosocial Health during
the Perinatal Period
Julie Jomeen

Introduction
The concept of psychosocial health is now consid-
ered more broadly as a state of mental, emotional,
social and spiritual well-being. Such an approach
recognizes mental state as resulting from life
experiences and adaptive processes; hence, psycho-
social assessment is specifically linked to the psycho-
logical and social experiences of individuals and
families in relation to life processes. The importance
of the relationship between psychosocial processes
and health has been increasingly recognized.
Psychological aspects of childbirth and perinatal
mental illness (PMI) rose to prominence in the
United Kingdom following the 2004 Confidential
Enquiry in Maternal and Child Health [1] when for
the first time PMI was demonstrated to be the largest
cause of maternal deaths. However, the effective
assessment of psychosocial health is of growing con-
cern to policy makers and practitioners more glob-
ally. Clinical guidelines in the United States, Canada,
Scotland and Australia [2] recommend assessment of
women at risk of perinatal mental health problems
(PMHP). Australia, particularly, has introduced psy-
chosocial assessment alongside routine physical care
in a maternity context, in recognition of the impact
of psychosocial problems on maternal and child out-
comes [3]. Recent evidence has highlighted the bur-
den in economic terms of a failure to identify and
manage women with PMI, citing a cost to UK society
of about £8.1 billion for each one-year cohort of
births [4]. This chapter will highlight why healthcare
practitioners need to understand and consider psy-
chosocial health. It will identify psychosocial risk
factors and consider their relationship with PMI.
It will consider the usefulness of key measures that
have been developed to undertake that assessment,
acknowledging some of the challenges inherent in
those processes for health professionals, women and
their families.

The Importance of Psychosocial Health
in a Maternity Context
It is now well acknowledged that social and emotional
health problems in the perinatal period can lead to
poor outcomes for women, their infants and families
[5, 6]. Women who are vulnerable to or develop
perinatal mental health problems (PMHP) do benefit
from treatment interventions [7]. Antenatal assess-
ment for mental health issues and risk factors facil-
itates appropriate liaison with relevant professionals,
timely discussion regarding treatment, support
options and the development of management plans
for the perinatal period, with the ultimate aim of
reducing the negative impact on both mother and
child [8]. It is suggested that a history of previous
postpartum depression (PPD) and psychosocial fac-
tors are the most significant precursors of antenatal
depression (AND) and PPD [8], highlighting the
value of assessing both those elements within the
perinatal context.

Previous or Current Mental Health
Problems
PMHP are not uncommon and can have serious con-
sequences. In high-income countries, 10% of pregnant
women and 13% of mothers of infants have significant
PMHP, depression and anxiety being the most com-
mon [9]. If 700,000 women give birth each year, as in
England, approximately 70,000 women will be affected
antenatally and 91,000 postpartum, with rates much
higher in resource-constrained countries [9]. Whilst
the focus within the literature is on depression, his-
torically on PPD and more recently on AND, PMI is
actually a spectrum of conditions, varying in severity
from adjustment disorders and distress, through mild
to moderate depressive illness and anxiety states,
severe depressive illness and post-traumatic stress
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disorder, to chronic serious mental illness and post-
partum psychosis.

PMHP affect women from across the population
and can have a significant impact upon the healthy
functioning of the woman and her long-term mental
health, obstetric outcomes, her partner, the quality of
family relationships, as well as on the well-being of the
fetus and a child’s development in the short and the
long terms. The burden of PMI in individual, societal
and economic terms must not be underestimated.
Perinatal care provides a clear opportunity for profes-
sionals who come into contact with women to make
a positive impact on adverse obstetric and mental
health outcomes related to PMI [10]. This, however,
requires awareness and understanding of common
mental health problems, as well as the confidence to
make enquiries of women about their mental health
status. This is an area that has been traditionally
identified as problematic for midwives [11, 12], health
visitors [13, 14] and general practitioners [15] as well
as health professionals generally [16]. It is essential
that practitioners effectively assess and recognize PMI
risk to underpin appropriate and proactive referral
and care decisions, which assure the necessary sup-
port that women and their families need.

Public attention on PMI internationally followed
the 2004 UK Confidential Enquiries in Maternal and
Child Health report. For the first time, deaths from
PMI were identified as the overall leading cause of
maternal mortality (1998–2001) [1]. This report
lucidly highlighted PMI as an issue requiring greater
attention, catapulting PMI onto the maternity public
health agenda. Subsequent reports [17, 18] have con-
tinued to evidence PMI as a significant cause of death
and highlight, unlike other conditions, no decrease in
suicide rates in perinatal women.

PMI is a potentially preventable cause of perinatal
mortality. Recommendations from the UK confiden-
tial enquiries into maternal deaths [1, 17, 18] stress
that assessment through questioning about mental
health should be routine in antenatal clinics, backed
up by effective communication between services and
professionals to optimize care pathways.

Identifying and Assessing Women’s
Psychological Status
Individual women will demonstrate wide variation in
their emotional status, from a minor transient experi-
ence, ‘baby blues’ to severe mental illness (SMI), such

as puerperal psychosis. Whilst the range and type of
PMI might vary, they form part of a continuum,
which can present right across the perinatal period.
Practitioners will see women with existing mental
health disorder who become pregnant, as well as
women who develop PMHP when they have pre-
viously been well. The existing evidence base makes
a distinction between those two groups of women and
the associated differing approach to assessment, that
is ‘prediction’ of the risk of developing amental health
disorder and attempts to ‘detect’ onset of a distress/
depression/anxiety episode in previously non-
depressed women. A number of countries have devel-
oped approaches to assessing psychological health,
and the literature shows a wide variability of screening
tools [8]. In practice these screening tools are often
more focussed on depression and more latterly anxi-
ety, rather than a wider spectrum of PMHP, linked to
the prevalence of depression (and anxiety) in this
population.

The Whooley Questions (Modified PHQ-2)
In the United Kingdom the National Institute for
Health and Care Excellence (NICE) guidelines for
antenatal and postpartum mental health [19] give all
healthcare professionals working with pregnant and
postpartum women a clearly defined remit for predic-
tion of the current disorder and detection of risk
factors. The original guidance, issued in 2007 [20],
focussed on the detection of depression using the
Whooley questions (see Box 26.1). The 2014 guide-
lines have responded to the increasing evidence base
around perinatal anxiety and additionally sought to
address assessment of the range and prevalence of
anxiety disorders (including generalized anxiety dis-
order, obsessive-compulsive disorder, panic disorder,
phobias, post-traumatic stress disorder and social
anxiety disorder). The significance of anxiety is its
independent predictive nature for deleterious infant/
child outcomes with evidence indicating links to long-
term behavioural/emotional problems in the child [8].

If a health condition is serious, prevalent, under-
detected and treatable, as in the case of most PMHP,
and if an acceptable assessment procedure of known
accuracy is available, then assessment can be an effec-
tive measure in principle. Ultimately, however,
a worthwhile screening process must result in a clin-
ical benefit for those screened, that is, a reduction in
mortality/morbidity associated with the condition
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[21]. Measures therefore need to be accurate in their
assessment.

The Whooley questions (Patient Health
Questionnaire: PHQ-2) as in NICE [19], have been
used with the perinatal population. Two recent stu-
dies have sought to validate these questions in both
the antenatal and postpartum context and suggest
that the approach has excellent properties for ‘ruling
out’ depression in perinatal women (a negative pre-
dictive value of 100%). This could be valuable for busy
health practitioners, and has led to the recommenda-
tion of its use as a pre-screening tool for depression
[22, 23]. In some studies, however, it has been found
to yield high false-positive rates [24]. Such results
suggest the requirement to follow the pre-screening
with another measure and ultimately a diagnostic
interview. Darwin et al. [2], however, found the

Whooley questions ‘missed’ half the possible cases
identified using the EPDS (EPDS threshold ≥10) as
the comparator. The authors suggest that this is
a result of under-disclosure by women, the outcome
of which is that depression symptoms are under-
identified in practice [2].

The Edinburgh Postpartum Depression
Scale
The EPDS has been the most consistently used mea-
sure for identifying risk of antenatal and postpartum
depression in a global context [21]. It is a self-rated,
10-item instrument consisting of 10 statements relat-
ing to symptoms of depression (depressed mood,
anhedonia) in the previous seven days, offering one
of four possible responses for each statement (on

BOX 26.1 Prediction and Detection Questions [19]

Prediction Questions
At the woman’s first contact with services during pregnancy and the postpartum period, healthcare professionals
(including midwives, obstetricians, health visitors and GPs), should ask about:

1. Past or present severe mental illness, including schizophrenia, bipolar disorder, psychosis in the postpartum
period and severe depression.

2. Previous treatment by a psychiatrist/specialist mental health team, including inpatient care.
3. Family history of perinatal mental illness.

Detection Questions (Whooley Questions: PHQ-2)
At the woman’s first contact with primary care, booking visit and postpartum (usually at 4 to 6 weeks and 3 to 4
months), healthcare professionals (including midwives, obstetricians, health visitors and GPs) should ask two
questions to identify possible depression.

1. During the past month, have you often been bothered by feeling down, depressed or hopeless?
2. During the past month, have you often been bothered by having little interest or pleasure in doing things?

Also consider using the 2-item Generalized Anxiety Disorder scale (GAD-2):

1. Over the last 2 weeks, how often have you been bothered by feeling nervous, anxious or on edge?
2. Over the last 2 weeks, how often have you been bothered by not being able to stop or control worrying?

If a woman responds positively to either of the depression questions, is at risk of developing a mental health
problem or there is clinical concern, consider using the Edinburgh Postnatal Depression Scale (EPDS) or the Patient
Health Questionnaire (PHQ-9) as part of a full assessment or referring the woman to her GP or to a mental health
professional.

If a woman scores 3 or more on the GAD-2, consider using the GAD-7 for further assessment or referring the
woman to her GP or to a mental health professional.

If a woman scores less than 3 on the GAD-2 scale, but you are still concerned she may have an anxiety disorder,
ask the following question:

1. Do you find yourself avoiding places or activities and does this cause you problems?

If she responds positively, consider using the GAD-7 scale for further assessment or referring the woman to her
GP or to a mental health professional.
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a scale of 0–3). The EPDS deliberately excludes
somatic symptoms, often seen as symptoms of
a mental health disorder that would overlap with the
physical and/or social changes that occur in the peri-
natal context, such as changing sleep patterns.
Responses are summed to yield a maximum score.
Item number 10 addresses thoughts of suicidal idea-
tion. The most commonly applied cut-off score indi-
cating possible depression (i.e. a positive screening
result) is 13 points or over [21]. A synthesis of more
than 40 studies using the EPDS suggested an optimum
cut-off point of 12 for major depression and 10 for
major/minor depression combined. The EPDS has
been found to be variable in terms of sensitivity and
specificity and will inevitably yield both false positives
and false negatives. The EPDS has been validated for
antenatal use; there are many non-English transla-
tions [21]. Its brevity and generally acceptable perfor-
mance mean the EPDS is widely used.

Whilst often taken as the ‘gold standard’, issues
have been raised in relation to the claimed unidi-
mensional nature of the EPDS. Psychometric testing
has demonstrated embedded items within the EPDS,
both antenatal and postpartum, that assess anxiety
rather than depression. This may have some use in
a clinical context but, if being used to identify
depression in isolation, that it may also be measuring
anxiety has implications for cut-off scores [25].
Authors have recommended differing thresholds
for antenatal and postpartum use of the EPDS [26],
which may help to account for raised anxiety in the
antenatal period, but these have not been interna-
tionally validated with any consistency or evaluation.
The use of the EPDS as a multidimensional measure
has now been posited by several authors [25–27], yet
the evidence base to date has not translated into
practice. Overall a good assessment measure should
reflect both reliability and validity, and the UK
National Screening Committee have expressed con-
cerns about widespread implementation of the EPDS
as a screening tool [28]. Therefore, as with any
‘screening’ tool, the EPDS should complement,
rather than replace, clinical judgement, especially
when we consider that the positive predictive value
of the English-language version of the EPDS in the
general postpartum population (the probability that
a positive screening result is correct) has been esti-
mated at between 50 and 60%, leaving a large margin
for error.

Other Assessment Measures for Depression
and Anxiety
A measure often utilized more in research than clin-
ical practice and less widely validated than the EPDS,
the Postpartum Depression Screening Scale (PDSS),
appears to perform similarly in terms of sensitivity
and specificity as a screening instrument for perinatal
depression [21]. The PDSS comprises seven domains:
sleeping and eating disturbances; anxiety and insecur-
ity; emotional ability; cognitive impairment; loss of
self; guilt and shame; thoughts of self-harm.
The measure is self-rated and scores range from 35
to 135. A cut-off of 60 or over is deemed significant
symptomology of depression, and 80 or over is con-
sidered a positive screen for major depression.

Another measure, which addresses the domains of
depression and anxiety and hence might be consid-
ered of greater utility in a perinatal context, is the
Hospital Anxiety Depression Scale (HADS). This
measure was indeed recommended in the 2007
NICE guidelines [20] as a second line measure of
assessment. However, its validity in a childbearing
population has been questioned [29], and it is no
longer a recommended second-line assessment mea-
sure within the current UK guidelines [19].

Other tools originally developed for generic
depression screening have been used in perinatal
populations. These include the Beck Depression
Inventory and Zung Self-Rating Depression Scale
[21] as well as the General Health Questionnaire
(GHQ-12). Though again such measures have not
been without critique, questions have been raised
about scoring methods, appropriate threshold and
factorial stability [30]. A recent study has sought to
validate a modified GHQ-12 (GHQ-12-WB or GHQ-
12-Wellbeing), which demonstrates relatively good
psychometric properties in a postpartum group, par-
ticularly when reduced to eight questions [30].
Though this measure requires further testing, the
concept of measuring and screening for psychological
well-being rather than psychological morbidity in
perinatal populations is gaining some ground [10].
The well-being perspective may offer a compelling
framework to encompass and exemplify the holistic
nature of pregnancy and newmotherhood, one which
can involve a multifaceted and evolving continuum
ranging from a positive to a negative sense of well-
being, which is inherently normal [30].
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Translation into Clinical Practice
The above tools beyond the EPDS have generally
failed to translate into clinical practice, in part due
to their failure to perform as effectively in childbear-
ing populations, making tools designed specifically
for pregnancy and postpartum more attractive.

Worthy of consideration is that whilst short self-
report measures are undoubtedly attractive for use in
clinical practice due to their ease of use and potential
cut-off scores and which may help facilitate practi-
tioner judgements [31], such measures are not without
their problems. They are not diagnostic in nature and
a score on a screening tool only serves to highlight
possible or probable PMI. While tools might be useful
in underpinning mood assessment, they should not be
considered a replacement for clinical diagnostic skills
and expertise. King [24], for example, suggests that the
use of the PHQ-2 runs the inherent risk of de-skilling
midwives who, with appropriate training, are capable
of identifying and managing women with mild to
moderate distress. However, they can have significant
utility when used sensitively and considerately as part
of a broader assessment and decision-making [32].

Identifying Risk Factors
National reports and academic literature highlight the
difficulties with identifying risk for PMI, as well as
managing the risk appropriately. Risk factors are best
described as vulnerability, adverse factors or charac-
teristics that are present in a woman’s life and hence
put them at greater risk of developing PMI [28]. Risk
factors, as independent causal variables, are not neces-
sarily recommended to predict AND or PND [19, 20]
because there is no inevitable cause-and-effect rela-
tionship. Presence of risk factors may well, however,
increase an individual’s vulnerability, particularly if
the individual is subject to ‘a cluster of these adverse
factors’ [28, p.55, 33]. Psychosocial assessment aims
to place PMI assessment in the context of a woman’s
life circumstances, providing a holistic, integrated,
woman-centred approach to mental health status.
The administration of a standardized screening tool
when coupled with discussing women’s life situation
may also make screening more acceptable and sup-
port disclosure [34]. Identifying psychosocial risk fac-
tors can support healthcare professionals to sketch
out profiles of vulnerable women, profiles which can
then be considered when assessing a woman’s needs
across the perinatal period.

Evidence accrued over several decades now recog-
nizes some fairly consistent risk factors for PMI (see
Box 26.2).

Indeed, these risk factors, whilst framed slightly
differently, are reflected in the UK NICE guidelines
[19] (see Box 26.3). Whilst these are not recom-
mended as a risk predictor checklist per se, the gui-
dance states that they should be included in the
assessment and diagnosis of a suspected PMHP.

An Australian study of over 40,000 women by
BeyondBlue also confirmed the importance of the
above risk factors [33]. That the risk factors suggested
have been found to be fairly globally consistent should
furnish practitioner confidence in the consideration
of these as part of the assessment of women’s perinatal
psychosocial status. Australia has been one country
where there has been an explicit move to assessing
psychosocial risk factors, which includes depression
screening as one part [33].

Assessing Psychosocial Health
A number of measures have been developed in
attempts to effectively assess multidimensional factors
thought to influence PMH, rather than measure PMH
status at a particular point in time. A recent review by
Johnson et al. [33] sought to critically evaluate those
measures assessing PMH risk (Box 26.4).

Johnson et al. [33] concluded that none of the
above instruments met all of the requirements of

BOX 26.2 Potential Risk Factors for PMI [1, 17,
18]

Previous psychiatric disorder

Family history of serious mental ill-health

Social disadvantage and isolation

Poverty

Minority ethnic group

Asylum seekers and refugees

Late bookers and non-attenders

Domestic violence

Substance misuse

Known to child protection services

Employment status

Physical ill health

Life events

Lack of support
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psychometric properties defined within the review.
Whilst the Antenatal Risk Questionnaire (ANRQ)
and the Australian Routine Psychosocial Assessment
(ARPA) had large sample sizes, the former reported
low positive predictive values or failed to provide
information regarding their clinical performance.
Other measures had insufficient sample sizes, such
as the Antenatal Psychosocial Health Assessment
(ALPHA), Camberwell Assessment of Needs –
Mother (CAN-M) and Contextual Assessment of
Maternity Experience (CAME). The ANRQ fulfilled
the requirements of the review analysis more compre-
hensively than the other instruments examined, based
on the defined rating criteria, so it will be explored
briefly next.

Antenatal Risk Questionnaire
The Antenatal Risk Questionnaire (ANRQ) was
developed by Austin et al. [35] in consultation with
midwives and mental health care professionals work-
ing in a largematernity hospital. It consists of 12 items
which were selected from the original 23 Pregnancy
Risk Questionnaire (PRQ). This tool assesses psycho-
social risk domains: emotional support from subject’s
own mother in childhood, past history of depressed
mood, mental illness and treatment received, per-
ceived level of support available following the birth
of the baby, partner emotional support, life stresses in
the previous 12 months, personality style (anxious or
perfectionistic traits) and history of abuse (emotional,
physical and sexual). It is scored with a possible max-
imum score of 62 and minimum score of 5. It was

rated against a diagnostic interview and performed
acceptably at the most clinically relevant cut-off of 23
(sensitivity 0.62, specificity 0.64, the PPV was 0.30
[low]; the NPV was 0.87). While the acceptability of
the ANRQ was high amongst both pregnant women
and midwives [35], the performance of the tool in
terms of effective identification is relatively weak,
and the non-provision of demographic information
within the study to determine normative data leads
the review authors to state that the ANRQ is not
recommended [33].

While it might be desirable to recommend a tool
for clinical practice, for all the reasons previously
discussed, it is important that clinicians are made
aware of their limitations. It is probably reflective of
the relatively new nature of this type of assessment in
a maternity context that the efficacy of such assess-
ment tools in improving women’s clinical outcomes is
currently unsupported by the evidence [21].

Acceptability and Effectiveness of
Psychosocial Assessment
To have any effect on morbidity, an assessment pro-
cess must be acceptable to the target population, as
well as among health professionals conducting the
procedure. In the case of PMI, as defined in interna-
tional guidance, reasonable evidence now shows that
most women and health professionals find the process
tolerable [21], though this is not a universal finding
[2]. Some women are not comfortable with such
screening, finding the process intrusive and

BOX 26.3 Additional Risk Factors Listed by NICE [19]

The woman’s attitude towards the pregnancy, including denial of pregnancy
The woman’s experience of pregnancy/problems experienced by her, the fetus or the baby
The mother–baby relationship
Social networks/quality of interpersonal relationships
Domestic violence and abuse, sexual abuse, trauma or childhood maltreatment
Responsibilities as a carer for other children and young people or other adults

BOX 26.4 Review of Psychosocial Assessment Measures [33]

The Antenatal Psychosocial Health Assessment (ALPHA): Canada
The Antenatal Risk Questionnaire (ANRQ): Australia derived from the Pregnancy Risk Questionnaire
The Australian Routine Psychosocial Assessment (ARPA): Australia
Camberwell Assessment of Needs – Mothers (CAN – M): UK
Contextual Assessment of Maternity Experience (CAME): Canada
Pregnancy Risk Questionnaire (PRQ): Australia
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potentially stigmatizing, resulting in a failure to
answer questions honestly [2]. Noteworthy is that
stigma appears to be more pervasive in the case of
cultural diversity. Jarrett [36] highlighted that mid-
wives, in some cases, demonstrated discriminating
attitudes and formed illness perceptions based on
cultural stereotypes rather than on professional
knowledge.

In general, most studies highlight a positive
change towards a shared responsibility for the assess-
ment and management of PMHP. Many healthcare
professionals acknowledge that caring for women
with PMHP is part of their professional role [3, 12,
14, 15, 37]. Confidence and knowledge are overwhel-
mingly the most influential factors in determining
professional attitudes. Jones et al. [37] highlight that
willingness to provide care links to a practitioner’s
own perceived confidence and competence. The
need for specialist PMH services where pregnant
and postpartum women can be referred via rapid
access pathways is emphasized in all the confidential
enquiry reports as something that must support any
psychosocial assessment process.

Training offers the most effective way to enhance
practitioners’ awareness of their role in PMH care and
to support a change in practice [21]. Skilful conduct of
psychosocial assessment is essential to underpin
a consistent standard of care and an acceptable experi-
ence for women [21]. Continued research is clearly
necessary to determine the best models of conducting
psychosocial assessment, but training of health pro-
fessionals is likely to be the key element.

The context in which screening is conducted also
appears relevant, with busy clinic settings not provid-
ing the optimal environment. A lack of adequate time
and suitable care settings are systemic issues affecting
midwives’ experiences of providing care [24, 36].
Women in turn find screening more acceptable if
they feel their health professional is engaged and
empathetic; they expressed preferences for verbal
feedback and discussion rather than a simple report
of a test score [21], all of which is inevitably related to
the time available, creating challenges for how this
might be addressed.

Conclusion
The intensification of national policies and guidelines
signal a drive and commitment from several govern-
ments to ensure that healthcare professionals address
the issue of PMI, with countries introducing guidance

to support identification of vulnerable women.Whilst
internationally different approaches to psychosocial
assessment are used, there is a general acknowledge-
ment that unless identification forms an integral part
of a resourced infrastructure, with clear pathways that
can offer diagnostic assessment, effective and available
treatment options and support, then ‘screening’ is not
beneficial or, worse, may cause greater potential harm
[38].

Accruing evidence highlights the support women
and their families living with PMI require. Training of
health professionals in the recognition of clinical symp-
toms and the conduct of psychosocial assessment is
also key in that regard [21]. Identification strategies,
using appropriate measures as part of that assessment,
when delivered by healthcare professionals equipped
with the knowledge and skills, can deliver effective
outcomes for women and their families.

Key Points

• Perinatal mental illness is a spectrum of
conditions, varying in severity from
adjustment disorders and distress, through
mild to moderate depressive illness and
anxiety states, severe depressive illness and
post-traumatic stress disorder, to chronic
serious mental illness and postpartum
psychosis.

• It can have a significant impact upon the
healthy functioning of the woman and her
long-term mental health, obstetric outcomes,
her partner, the quality of family relationships,
as well as on the well-being of the fetus and
a child’s development in the short and the long
terms.

• A worthwhile screening process must result in
a clinical benefit for those screened.

• Tools that are available for assessing risk of
perinatal mental health problems in a clinical
or research setting include the Whooley
Questions, Edinburgh Postpartum Depression
Scale (EPDS), the Postpartum Depression
Screening Scale (PDSS), the Beck Depression
Inventory and Zung Self-Rating Depression
Scale, the General Health Questionnaire
(GHQ-12) and a modified GHQ-12
(Wellbeing). These tools are not without their
critique, are non-diagnostic and should
complement, rather than replace, clinical
judgement.
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• Tools for antenatal psychosocial assessment
include the Antenatal Risk Questionnaire
(ANRQ), Antenatal Psychosocial Health
Assessment (ALPHA), Australian Routine
Psychosocial Assessment (ARPA),
Camberwell Assessment of Needs – Mothers
(CAN – M) and Contextual Assessment of
Maternity Experience (CAME). None of these
currently meet all requisite psychometric
criteria to be confident of their widespread
introduction into practice, and continued
research is necessary.

• Psychosocial assessment is acceptable to most,
but not all, women and health professionals,
but skilful conduct of psychosocial assessment
is essential to underpin a consistent standard
of care and an acceptable experience for
women.

• Lack of adequate time, suitable care settings
and robust referral and treatment
infrastructure are issues that require attention
at a systemic level.

• The training of health professionals and
infrastructure for the referral of women are
essential for successful implementation of
psychosocial assessment.
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Introduction
Large numbers of pregnant women are offered pre-
natal testing in one form or another, for example, via
screening programmes for Down syndrome that form
part of routine antenatal care in most parts of the
developed world. Screening tests are used to identify
women at higher risk of having a baby affected by
a particular condition. Women found to be at higher
risk, for example, of having a 1 in 150 or greater
chance of having an affected baby (a ‘screen positive’)
will be offered invasive diagnostic tests. Invasive diag-
nostic tests, usually chorionic villus sampling (CVS)
or amniocentesis, carry a risk of miscarriage of
around 0.5–1%, and not all women opt for this further
test [1]. If a diagnostic test identifies that the fetus is
affected by a particular condition, womenmay then be
offered a termination of pregnancy. Testing technol-
ogies are constantly being developed and as each new
test is introduced into the clinic there is the potential
for unintended psychological consequences for preg-
nant women. Prenatal testing for congenital condi-
tions can cause women and their partners to examine
their views and beliefs about disability, abortion, what
it means to be a parent, and the role of technologies in
selecting the type of people being born. For some
women, these challenges can be unexpected and
unwanted.

Of particular interest to those working within
a biopsychosocial model of reproductive health is this
potential for screening and diagnostic tests to generate
anxiety in pregnant women. High levels of anxiety and
stress in pregnancy are known to affect maternal-
placental-fetal neuroendocrine activity and have been
associated with an increased risk of preterm labour and
preeclampsia [2]. While anxiety has been the main
focus of research in this area, depressive symptoms in
relation to prenatal testing have also been considered.
Depression during pregnancy is associated with a range
of negative effects including preterm birth that may be

due to increasing levels of hypothalamic-pituitary-
adrenal axis and sympathetic nervous system hor-
mones including cortisol [3]. Research suggests that
depression experienced in early to mid-pregnancy
appears to be most associated with an increased risk
of adverse outcomes [3]. This is important when con-
sidering the impact of prenatal testing, as screening and
diagnosis are almost exclusively conducted in the first
half of the pregnancy. Understanding how and where
psychological distress might manifest during the pre-
natal testing pathway is important in the provision of
woman-centred antenatal care.

Prenatal Screening and Anxiety
There are three main systematic reviews that together
provide a comprehensive assessment of anxiety in
relation to screening for Down syndrome [4–6].
There is much less published evidence on the anxiety
associated with screening for other conditions.
Research in this area mainly addresses the question
of whether there are differences in anxiety before and
after screening for those women who choose to accept
the tests. The most commonly used measure is the
Spielberger State Trait Anxiety Index (STAI) [7].
The STAI is a self-report measure that assesses two
aspects of anxiety. State anxiety relates to current
feelings of tension, anxiety and nervousness being
experienced ‘right now’, whereas trait anxiety relates
to the relatively stable, generalized propensity to be
tense, anxious and nervous. Of most interest when
considering a response to screening tests is state anxi-
ety measured on the S-Anxiety Scale. S-Anxiety scores
can be between 20 and 80, with higher scores indicat-
ing higher levels of current anxiety. The STAI is one of
the most widely used measures of general anxiety in
both clinical and non-clinical populations and has
good psychometric properties, although there has
been limited validation in a pregnant population [8].
State anxiety norms for a general population set the
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mean S-Anxiety score at 36 for women aged between
19 and 39 [7]. Pregnant women scoring above 40 on
the S-Anxiety are considered to be highly anxious [8].

There is evidence to suggest that for women elect-
ing to have prenatal screening, levels of state anxiety
prior to undergoing screening range from normal
levels to around 40 [4, 5]. An elevation of anxiety
can be considered appropriate in this situation and
may reflect an increased awareness of a potential
threat to the fetus. For women who receive a screen
negative result (a risk lower than the specified thresh-
old) anxiety levels stay in the normal range or return
to normal levels if they have been raised [4, 5].
The story for women who receive a screen positive
result is markedly different. Green et al. reviewed 15
studies that assessed anxiety in women following a
serum screen positive result and reported a significant
rise in anxiety [4]. Qualitative research consistently
reports feelings of shock, panic, distress and anxiety as
well as sleep disturbance, loss of appetite and altered
feelings towards the pregnancy. Five studies reported
S-Anxiety scores in the range of 49–57, which is con-
sidered to be an acute anxiety response. The more
recent review by Lou et al. [5] assessed three later
studies and reported S-Anxiety scores of 42–44 for
women who received a screen-positive result, which
still reflects significantly high levels of anxiety.
The limited research on maternal reactions to screen-
ing results for cystic fibrosis carrier screening shows
that anxiety is also raised in screen-positive women
compared to those who receive a negative result [4].

The evidence is reasonably good that S-Anxiety
scores return to normal levels after a negative diag-
nostic test result [4, 5], suggesting that that while
highly unpleasant, anxiety associated with a false
screen positive does not result in long term, poten-
tially harmful, maternal stress. Green et al. [4] sug-
gested that for some women, residual anxiety can
remain after a diagnostic test confirms the fetus is
not affected [4]. Although the review by Lou et al.
did not find evidence to support this in studies using
the STAI [5], other research has identified residual
concerns that may be picked up in different ways; this
will be discussed in the next section on ultrasound
screening. Of course, not all women choose to have
an invasive diagnostic test following a positive screen.
It might be expected that these women would continue
to experience heightened levels of anxiety throughout
the pregnancy, although there is very limited evidence
in this area [4]. One study has suggested that women

who choose not to have a diagnostic test may experi-
ence less anxiety after a positive screen than those
women who opt for an invasive procedure [9]. This
study did not use a validated measure of anxiety, and
‘worry’ was collected retrospectively, so no clear con-
clusions can be drawn.

Screening via Ultrasound and Anxiety
Ultrasound is unlike any other technology used in
pregnancy and has transformed women’s experiences
of antenatal care. Scans provide an opportunity to
confirm the reality of the pregnancy, ‘meet the baby’
and provide reassurance about its well-being [10].
Seeing the fetus can create an immediate emotional
tie to a baby which, depending on the stage of preg-
nancy, cannot be felt or seen from the outside [11].
Parents often view the scans as something to look
forward to – a social rather than medical event – and
most scans are reassuring and pleasurable experiences
[12]. Ultrasound images are often posted on social
media and via mobile phones, are shared amongst
friends and family, leading to what has been called
the ‘personification of the fetus’ [13].

Ultrasound is also a multipurpose screening tech-
nology, for example, used to ascertain gestational age
to input to the risk calculation for biochemical screen-
ing. Ultrasound is used directly as a screening tool to
identify ‘soft markers’ that are associated with an
increased risk of chromosomal and genetic conditions
in the fetus. Soft markers are minor structural var-
iants, for example, an increased nuchal translucency
measurement, cysts in the fetal choroid plexus or an
echogenic bowel. Soft markers do not constitute
a defect in themselves but can be considered to raise
the risk of a range of genetic and chromosomal con-
ditions, especially if found in conjunction with other
structural anomalies or advanced maternal age [14].
The mid-pregnancy scan can also diagnose a number
of major structural abnormalities and detailed exam-
inations are conducted of the fetal skeleton, skull,
brain, spinal cord, face, abdomen, heart and kidneys.

For some women therefore, a keenly anticipated
scan can become the opposite of the expected happy
occasion [15]. Soft markers will be identified in
around 5% of pregnancies [16] and in around
a further 1–2% of cases major structural abnormalities
will be found. It is recognized that many women are
psychologically unprepared for an anomalous finding
from a scan, even if cognitively they are aware of the
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potential for problems to be identified [10]. Good-
quality, large studies on the psychological impact of
soft marker identification are not available, but
a number of studies demonstrate that potentially
anomalous ultrasound findings can engender high
levels of anxiety in pregnant women. Qualitative
research shows that many women describe intense
negative reactions to the identification of a soft mar-
ker, for example, shock, extreme anxiety and, espe-
cially where choroid plexus cysts in the fetal brain are
identified, vivid imaginings of fetal deformity [17, 18].

Two studies have used the STAI to assess levels of
anxiety after a soft marker has been identified.
The first reported a mean S-Anxiety score of 40 (ran-
ging between 31 and 53 depending on ethnic group)
immediately after the scan [19]. The second study
measured mean S-Anxiety scores during the week
after the scan of 49, but reported that S-Anxiety levels
returned to normal by 30 weeks’ gestation after fol-
low-up scans or a diagnostic test [20]. While it is
reassuring that high levels of anxiety do subside, for
some women this may be at the cost of unexpectedly
undergoing an invasive test midway through their
pregnancy. Two studies reported that a significant
proportion of women with isolated fetal markers for
chromosomal anomalies may request amniocentesis
even when their objective risk level does not warrant it
[17, 19]. An early qualitative study found that residual
concerns raised by something having ‘been seen’ via
ultrasound may remain unresolved until the baby is
born [21]. Other studies suggest that there can be
longer-term psychological consequences to soft mar-
ker identification, including an altered view of preg-
nancy, and a continued vulnerability to related
anxieties in certain circumstances, for example, dur-
ing childhood illness [22, 23].

Ultrasound Screening and Depression
There is very limited research in the area of depressive
symptoms in relation to prenatal screening. One such
study measured depression in women whose scan
identified a soft marker and compared them with
a group of pregnant women who had a history of
psychiatric illness but no soft marker, and a control
group with neither experience [24]. Using the
Edinburgh Postnatal Depression Rating Scale
(EPDS), which has been validated for use in preg-
nancy [25], the study reported significantly higher
levels of depressive symptomatology in the soft mar-
ker group than in the control group. Around one-

third of the soft marker group were above the EPDS
threshold for major depression. No significant differ-
ence in EPDS scores between the soft marker group
and those with a history of psychiatric disorder was
found. The study concluded that clinically significant
levels of depressive symptomatology may be asso-
ciated with anomalous ultrasound findings; however,
the researchers did not follow up participants to see if
these symptoms resolved later on in pregnancy.

One other study suggests that the psychological
impact of a false-positive ultrasound screening can
persist after the birth of a healthy baby [26]. Women
for whom a soft marker had been identified and
a control group with no soft marker were assessed
for depressive symptoms at three time points: in the
third trimester of pregnancy, one week post-partum
and two months post-partum. At each time point,
both anxiety and depression were significantly greater
in the soft marker group, with the differences increas-
ing at two months post-partum. The study also iden-
tified a detrimental impact on early mother–infant
interaction in the soft marker group, for example,
lower maternal sensitivity to infant signals.

Impact on the Pregnancy and
Developing Fetus
Many of the studies discussed previously cite the
potentially negative associations between psychologi-
cal distress in pregnancy and pregnancy outcomes as
a reason for studying anxiety and depression in rela-
tion to prenatal testing. What is the evidence that
these reactions are detrimental to the pregnancy or
the developing fetus?

Research has shown that the process of waiting for
and undergoing an invasive diagnostic procedure is
associated with high levels of maternal anxiety as
measured by the STAI [27]. This anxiety is related
not only to fear of the procedure itself (risk of mis-
carriage, expectation of pain) but also to fear of an
abnormal result [27]. Raised levels of anxiety are also
therefore associated with the immediate period after
the amniocentesis and while waiting for results [28].
Anxiety is such a predictable response to amniocent-
esis that it has been used as a clinical model to study
the impact of maternal anxiety on the fetal environ-
ment. For example, research has found that maternal
plasma cortisol is significantly correlated with amnio-
tic fluid cortisol levels and that this relationship
increases in strength as maternal anxiety levels
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increase [29, 30]. An assessment of routinely collected
data on birth outcomes at three health centres in
France identified that women who underwent amnio-
centesis appeared to be at greater risk of preterm birth
and a low-birth-weight baby than did controls [31].
The authors hypothesized that maternal stress may be
amediating factor of these outcomes, although a small
sample rendered findings ‘imprecise’.

Other research has found no relationship between
S-Anxiety as linked to amniocentesis and adverse
birth outcomes. One study recorded increased levels
of the enzyme 11 β-HSD2 (11 β-hydroxysteroid dehy-
drogenase type 2), which deactivates cortisol in the
fetoplacental unit, and the authors suggest that when
faced with a period of acute psychological stress,
upregulation of 11 β-HSD2 acts to protect the fetus
from exposure to excessive maternal cortisol [32].
The biological pathways between psychological vari-
ables such as anxiety and adverse pregnancy outcomes
have not yet been established and are likely to be
complex, for example, amniotic fluid cortisol levels
are not directly predicted by anxiety [29, 30].
In conclusion, despite the significant body of
research on the potential psychological conse-
quences of prenatal testing, there is as yet no clear
answer to the question of whether anxiety or depres-
sion engendered by prenatal testing directly
increases the risk of a negative outcome for the
pregnancy or fetus.

Non-invasive Prenatal Testing for
Aneuploidy
Non-invasive prenatal testing (NIPT) for Down syn-
drome and other aneuploidies is one of the most
important technological developments in the history
of prenatal testing for congenital anomaly. NIPT uses
cell-free DNA (cfDNA) circulating in the maternal
bloodstream combined with DNA sequencing tech-
nologies to identify fetal anomalies by comparing the
fetal genetic profile with that of the mother [33].
The so called ‘fetal’ cfDNAmigrates into the maternal
blood stream via the natural cell death of trophoblast
cells shedding off the placental tissue. The three main
‘selling points’ of NIPT are that it is accurate – detec-
tion rates for Down syndrome of over 99% are
reported [34]; that it is a safe maternal blood test
with no risk of miscarriage; and that it can be carried
out reliably from approximately ten weeks’ gestation.
NIPT can be delivered as a primary ‘first-line’

screening test to a low-risk population or as a second-
stage contingent test for women identified at higher
risk, for example, via serum screening, the identifica-
tion of ultrasoundmarkers, or advancedmaternal age.
Currently in the United Kingdom only private health
providers offer NIPT as a first-line screen, but in 2016
the UKNational Screening Committee recommended
an initial ‘evaluative implementation’ of NIPT in
National Health Service (NHS) maternity services
and roll out in the NHS is planned for 2018.
Research demonstrates that the technology is mostly
viewed by women as a positive advancement in pre-
natal care, particularly for those who may wish to
obtain reassurance about their pregnancy but who
would avoid a test with a risk of miscarriage [35].
One of the obvious advantages of NIPT in the
biopsychosocial context is that the anxiety associated
with the procedural element of invasive tests is
removed [27]. However, to assess whether there
may be any other psychological implications of
NIPT, it is necessary to understand more about the
test itself.

Despite the early promise of NIPT as a non-
invasive diagnostic test for fetal aneuploidy, NIPT
can be considered as an advanced screening test rather
than a replacement for invasive procedures [33]. This
is mainly because the cfDNA is placental in origin.
Confined placental trisomy (where the placenta has
chromosomal rearrangements not found in the fetus)
is found in approximately 1% of pregnancies and is
one source of false-positive NIPT results [33]. CfDNA
relating to a deceased twin with aneuploidy can also
remain in the maternal bloodstream for the duration
of a pregnancy [33]. In rare but recorded cases, mater-
nal chromosomal rearrangements or even a maternal
malignancy can also be the source of trisomy in
cfDNA [34]. For all these reasons, a positive NIPT
result needs to be confirmed via CVS or amniocent-
esis. When NIPT is used as a screening test in a low-
risk population, there is a screen positive rate of
around 0.1–1% [40]. Although much rarer, false-
negative results have also been reported [33].

To date there has been very little research on
women’s psychological responses to this new technol-
ogy. A Japanese study compared levels of ‘non-
specific’ psychological distress (depression and anxi-
ety symptoms) in women who underwent NIPT for
advanced maternal age and a matched control group
of pregnant women who did not undergo NIPT [36].
The women who underwent NIPT recorded higher
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levels of distress than did controls, but higher levels of
anxiety would be expected in women who already
knew they were at increased risk [37]. As part of
a large British evaluation of NIPT for trisomies 13,
18, and 21, women who were offered NIPT following
identification of being at higher risk of an aneuploidy
following combined screening completed the STAI
after the NIPT blood draw but before the results
were given (Time 1) and then one month after their
results (Time 2) (28). At Time 1, women in the highest
risk group (> 1:150) were unsurprisingly more likely
to be anxious than those in the medium risk group (>
1: 1000). Those in the highest risk group who opted
for a diagnostic test (as well as NIPT as part of the
study) had higher levels of anxiety than those who
opted for NIPT only. At Time 2, anxiety levels had
dropped for most, but some women who had received
a negative NIPT result still had raised anxiety. In this
study there was no measurement of anxiety taken
after a positive NIPT result but before diagnostic test
results (between Times 1 and 2) so it is unknown what
impact a positive or inconclusive finding had on these
women’s anxiety. However, we know already that
a positive screening result can induce high levels of
anxiety in women, so we might anticipate very high
levels in response to a screen-positive NIPT result.

An analysis of media reporting of NIPT shows that
the test is sometimes misrepresented as an equivalent
to invasive procedures with a focus on high detection
rates, and that women may have incorrect or incom-
plete knowledge and expectations of its capabilities
[39]. Therefore a positive NIPT result may be misun-
derstood as a 99% (or 100%) chance that the fetus is
affected. Even in a high-risk population (3% preva-
lence of Down syndrome) the proportion of ‘test-
positive’ babies who have Down syndrome (the posi-
tive predictive value [PPV]) is around 90% [40],
meaning that up to one in ten women with a NIPT
screen positive in this scenario will be found to have
an unaffected fetus [41]. PPV is therefore an impor-
tant statistic to communicate to women when coun-
selling prior to screening and in the event of a positive
NIPT result [34].

NIPT also has the potential to extend the waiting
period from the point in time where the increased risk
is raised until a final diagnosis. This is especially the
case where NIPT is used as a secondary screening test
and some women who are identified as being at high
risk in the initial screening will need two further tests
before they receive their final result [28]. In a small

number of cases (varying between 1% and 12%
depending on the reporting study) NIPT will result
in an inclusive result requiring a redraw; around
a third of redraws will fail for the second time [34].
It might be appropriate for some women to be offered
the option of an invasive test instead of a redraw in
order not to extend the waiting period, especially those
in the higher risk group or women for whom second
trimester termination is not an option [42]. In the case
of uninterpretable NIPT results that are thought to be
due to confined placental trisomy, second-trimester
amniocentesis rather than first-trimester CVS is
recommended, as CVS also samples placental tissue
rather than actual fetal material [34].This will happen
in very few cases, but for those women, the interven-
ing extended period of raised anxiety may counteract
any original psychological benefit of NIPT [43].

As yet, there is no research on the potential for
residual anxiety in those women who have received
a false-positive NIPT result. There is evidence that
some women continue to have lingering concerns
after a false-positive screening result and even after
a negative NIPT result [28], and so it is likely that this
may also be the case after a false-positive NIPT result,
especially as by this point the woman may have been
identified twice as being at higher risk. It has been
recommended that false-positive NIPT results due to
confined placental mosaicism are followed up via
ultrasound because of an increased risk of placental
insufficiency or intrauterine growth restriction [34].
In this situation, women will remain in a raised risk
category and, while they will be small in number, it is
important that they receive appropriate support
throughout their pregnancies.

Summary
There are some clear conclusions about psychological
responses to prenatal testing that can be drawn from
the existing literature despite the limitations of the
evidence base. Firstly, a positive screening result from
either biochemical testing or via ultrasound is fre-
quently accompanied by high levels of anxiety,
which in some women reaches clinically significant
levels. These high levels of anxiety subside after
a reassuring diagnostic result but, for some women,
residual worries appear to remain even if these are not
clinically significant. Secondly, having NIPT or an
invasive test is often associated with high levels of
anxiety related to both the procedure (in the case of
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amniocentesis or CVS) and to fear of an abnormal
result. A reassuring NIPT result or diagnostic test is
associated with a reduction of anxiety to normal levels
in most cases. Health professionals involved with the
delivery of prenatal testing services can help amelio-
rate anxiety to some extent by providing accurate and
up-to-date information in a timely fashion [44].
Research on depression as related to prenatal testing
is much more limited and no clear conclusions can be
drawn. Some research suggests that an experience of
a screen positive or ultrasound marker may lead to
higher rates of depressive symptomatology and that
this may impact on maternal–infant interactions once
the baby is born. More research on this is required,
particularly in relation to false-positive NIPT results.
There is no clear evidence that anxiety or depression
relating specifically to prenatal testing experience has
a detrimental effect on fetal development or preg-
nancy outcome, although studies show that anxiety
in women undergoing amniocentesis is associated
with raised stress markers in the fetal environment.

As technologies change it is important to continu-
ally revisit the potential for unintended psychological
consequences of prenatal tests particularly in relation
to non-invasive prenatal tests using cell-free DNA.
There has been a move away from this more psycho-
logically focussed research to topics of informed
choice and decision making and, while this is impor-
tant, there is a danger that we neglect some of the
basic biopsychosocial questions around prenatal test-
ing that are yet to be adequately answered.

Key Points

• Understanding how and where
psychological distress might manifest
during the prenatal testing pathway is
important in the provision of woman-
centred antenatal care.

• For women who receive a screen-negative
result, anxiety levels return to normal levels
after screening if they have been raised.

• For those with a screen-positive result,
research consistently reports feelings of shock,
panic, distress and anxiety as well as sleep
disturbance, loss of appetite and altered
feelings towards the pregnancy. Following a
negative diagnosis, anxiety levels usually
return to normal suggesting that a false screen-
positive does not result in potentially harmful
long-term maternal stress.

• Many women are psychologically unprepared
for an anomalous finding from an ultrasound
scan, even if cognitively they are aware of the
potential for problems to be identified.

• There can be longer-term psychological
consequences to soft marker identification,
including an altered view of pregnancy, and
a continued vulnerability to related anxieties
in certain circumstances, for example, during
childhood illness.

• The biological pathways between
psychological variables such as anxiety and
adverse pregnancy outcomes have not yet been
established.

• So far, there has been very little research on
women’s psychological responses to non-
invasive prenatal testing (NIPT).

• An advantage of NIPT in the biopsychosocial
context is that the anxiety associated with the
procedural element of invasive tests is
removed.

• Media and commercial representation of
NIPT as being almost equivalent to
a diagnostic test is misleading and may lead to
heightened anxiety in some women receiving
a screen-positive result.
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Chapter

28
The Maternal–Fetal Relationship
Conceptualization, Measurement and Application
in Practice
Zoe Darwin and Judi Walsh

Introduction and Overview
Pregnancy and the transition to parenthood involve
great psychological adaptation. Part of this adaptation
is the development of the woman’s relationship with
her unborn child – the maternal–fetal relationship
(MFR) – which manifests in a woman’s thoughts,
feelings, attitudes and behaviours towards her devel-
oping baby. Routine psychosocial assessment increas-
ingly features in maternity care, and it has been
argued that this could be expanded to include antena-
tal assessment of MFR to target interventions towards
those judged to have ‘suboptimal’ MFR, to improve
health-related behaviours and optimize parenting and
the child’s social and emotional development. There
is, however, inconsistency in how MFR has been con-
ceptualized, raising questions about what ‘subopti-
mal’ MFR might look like, and a lack of evidence on
its associated risks, and amenability to intervention.
To consider the implications of MFR for health pro-
fessionals and clinical practice we outline what is
meant by MFR, how it may be measured, what MFR
influences and is influenced by, and why and when
MFR may be measured.

What Is MFR?
Pregnancy is a time of physiological, emotional and
psychological adaptation and adjustment [1] for both
mothers and fathers. Early work exploring the transi-
tion to parenthood suggested that mothers need to
achieve several psychological tasks during pregnancy,
which include developing a maternal identity (e.g.
[2]), differentiation of the self from the fetus, and
developing an emotional relationship with the fetus
[3]. Cranley [4] conceptualized this maternal–fetal
relationship (MFR) as maternal ‘attachment’ in
1981, and there has since been a steadily increasing
body of research which has grown to include the
adaptation experienced by fathers [5].

The terminology used to describe this phenom-
enon has been the subject of debate in recent years
because in developmental psychology, ‘attachment’
is a term used to describe a system which exists,
from an evolutionary standpoint, to keep the child
safe by promoting proximity-seeking and care-
eliciting behaviours on the part of the child
(although adults too can be attached and can seek
care from others). The counterpart to attachment,
the ‘caregiving system’, exists to promote the provi-
sion of care to others when they are distressed [6].
In this developmental sense, the child is ‘attached’
to the caregiver, but the caregiver is not ‘attached’
to the child. Thus, the relationships that parents
form with their children before birth, often called
‘bonding’, are likely to be about parental attitudes,
projections, cognitions and emotional responses to
the pregnancy and developing fetus [7], not about
seeking care from that fetus. For this reason, some
scholars have argued that using ‘attachment’ in this
context is a misnomer (e.g. [8, 9]), but the term
‘attachment’ to describe the antenatal relationship
has become increasingly accepted.

There appears to be a reasonable consensus in the
literature that whatever terminology we use, the con-
struct under investigation is similar, centering around
behaviours, thoughts, feelings and actions that
demonstrate care and commitment to the developing
child [8]. But even here there are differences.
Definitions have variously emphasized different par-
ental thoughts about and behaviours towards the
fetus: love for [10], affiliation and interaction with
[4], and protection of [11]. Most scholars have seen
the construct as multidimensional (e.g. [4, 10]), but
some have conceptualized it as unidimensional (e.g.
[12]). There has been discussion too, of whether the
concept includes feelings about the pregnancy in
addition to feelings about the fetus (e.g. [4]), or
whether these things are separate (e.g. [10]). These
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different conceptualizations have led to the develop-
ment of different measures.

Measuring MFR
Over 30 years of published literature exists on the
measurement of MFR. Measurement research has
been dominated by verbal self-report tools where
women are asked to rate various manifestations of
the relationship, e.g. behaviours, feelings, attitudes
and thoughts including talking to the baby, talking
about the baby, feeling love for the baby, physical
preparation and picturing the developing baby.
Three main self-report measures are currently in
use. A comprehensive review by Van den Bergh and
Simons [8] summarizes these measures, their psycho-
metric properties and how they link with theoretical
understanding and description of the phenomenon.
The measures are the Maternal-Fetal Attachment
Scale (MFAS, [4]), the Maternal Antenatal
Attachment Scale (MAAS, [10]) and the Prenatal
Attachment Inventory (PAI, [12]). The measures
vary in conceptualization, but all are scored on one
or more continuous scales with higher scores being
viewed as indicative of higher levels of MFR, and
considered more favourable.

The MFAS focusses on ‘the extent to which preg-
nant women engage in behaviours that represent an
affiliation and interaction with their unborn child’
([4], p. 262). Reflecting concerns that the MFAS
placed too great an emphasis on the motherhood
role and pregnancy state, the MAAS was developed
to focus on feelings and behaviours towards the fetus,
scored in terms of the quality of attachment (e.g.
closeness, pleasure in interaction, tenderness towards
the fetus) and intensity of preoccupation (time spent
thinking about the fetus). In contrast, the PAI
focusses on the ‘unique affectionate relationship’,
and on thoughts and feelings rather than behaviours.
Measures of the paternal–fetal relationship also exist,
and these have largely been adapted from measures
developed for use in mothers, for example the
Paternal Fetal Attachment Scale modified from the
MFAS [13], and the Paternal Antenatal Attachment
Scale, modified from the MAAS [10].

The various self-report measures each contain
approximately 20 items and have been criticized for
lacking application to clinical settings due to length
and language requirements (e.g. [14]). Overall, relia-
bility of the ‘total’ attachment scales in these measures

tends to be fairly high, but there are often problems
with sub-scales and factor structures, which might
reflect differences and difficulties in conceptualizing
the component parts of the concept [8]. In response to
concerns about length and language requirements,
researchers in the Netherlands developed the
Pictorial Representation of Attachment Measure
(PRAM) [15] to offer a brief, non-verbal tool which
can be self-completed or talked through with the
researcher or practitioner requesting the assessment.
Completion requires the respondent to indicate on
a visual diagram where they would place the baby in
their life at this moment, with shorter distances
between the baby and self thought to indicate greater
interpersonal closeness and a higher level of MFR.
The tool’s authors report convergent validity in
mothers and fathers using the MAAS and propose
that the PRAM might have an application as
a screening tool to identify ‘suboptimal’ MFR,
but highlight the need to first conduct further
research [14].

We lack clinical cut-offs for the measures
described previously and they are instead generally
used to compare higher and lower scores. Another
approach to measurement is to focus on women’s
working models (i.e. representations) rather than
their feelings of affection and commitment. This is
usually done via a structured interview that generates
a narrative, which is subsequently coded and scored.
Examples include the Pregnancy Interview-Revised
[16], the Working Model of the Child Interview [17]
and the Interview of Maternal Representations dur-
ing Pregnancy-Revised Version [18]. Scoring of
structured interviews tends to be used to classify
women as having different types or ‘styles’, an
approach more comparable with assessing attach-
ment through interviews, and one that may better
lend itself to providing an indication of clinical con-
cern, as compared with the MFR measures described
previously. Although structured interviews are com-
prehensive and informative, they are resource-
intensive: interviews are long (typically an hour)
and the resulting tapes need to be coded by someone
with appropriate training. As such, research using
these structured interviews has been limited to rela-
tively small sample sizes and the approach would be
unsuitable for universal assessment or routine use in
clinical settings.

There are several implicit assumptions around
measurement that warrant further consideration.
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First, measurement assumes that individuals are
aware of the manifestations of MFR and able to
quantify them. Second, measurement is assumed to
be an inert process, but it is likely that there is some
degree of measurement reactivity; whereby the pro-
cess of measurement influences the thing being
measured. Third, assessing MFR is a potentially
emotive area where social desirability is likely to be
a challenge for measurement, and women may be
unwilling to disclose their ‘true’ feelings, particu-
larly in a clinical context. There is also the potential
for assessment to itself be a source of anxiety or
feelings of guilt and inadequacy around parenting
[19]. As argued by Walsh and colleagues, research is
needed to explore whether discussion of MFR is
meaningful or acceptable to pregnant women, what
such discussions should reflect, and how such dis-
cussions should take place ([20]). We also need to
take into account cultural factors: representations of
the baby and self as parent are likely to differ across
cultures. Most of the current research is dominated
by a western concept and western measures of MFR
which may not be applicable in other cultures.
Further research is needed here.

Antecedents, Correlates and
Consequences of MFR
Overall, demographic factors such as age, marital
status, income, parity, education and ethnicity do
not appear to considerably impact MFR [21].
Evidence exists linking MFR with other variables in
pregnancy, most notably pregnancy-specific contex-
tual factors, social support and physical and psycho-
logical health. Some of these variables have commonly
been treated as ‘predictors’ of MFR and others as
being dependent onMFR (i.e. considered ‘outcomes’).
Much of the work examining MFR in pregnancy is
cross-sectional, and it is difficult to disentangle tem-
poral relationships between constructs; such relation-
ships should instead be considered associations.
Although there is a great deal of research which
examines these associations, research synthesis
demonstrates that findings are often inconsistent [8,
21–23]. Next, we overview some of the factors found
to be associated with MFR, but with the caution in
mind that the challenge now is to build models which
look at the complexity of how these factors interact
with each other, rather than looking at predictors in
isolation [8, 20, 24–26].

Factors Associated with MFR

Pregnancy-Specific Contextual Factors
The findings linking obstetric factors and MFR are
inconsistent, and meta-analyses show trivial to low
effect sizes overall [21]. There is little research on
pregnancy planning, but research synthesis shows
a small effect size on MFR [21]. Further clarity is
needed distinguishing between attitudes and beha-
viours, and examining elements such as the extent to
which the pregnancy was planned, intended, timed
and wanted [27].

Many studies do not find an association between
mode of conception and MFR (e.g. see [28] for
a review), but recent research has found that mothers
conceiving through assisted reproductive technology
(ART) form more intense relationships with the fetus
than mothers conceiving spontaneously once age has
been taken into account [29]. Parents conceiving
through ART may have experiences which are
coupled with some form of perinatal loss such as
miscarriage, but also loss around conception and par-
enthood. There may therefore exist parallels between
parents whose pregnancies follow ART and/or peri-
natal loss, as parents may perceive their pregnancies
as high risk even where they are considered obstetri-
cally ‘normal’ (e.g. [30]) (see also chapter 14)).

Studies do not always find significant differences
in terms of MFR between mothers with and without
a history of pregnancy loss (e.g. [31]), although some
find differences in particular scales, like ‘differentia-
tion of self from fetus’ [32]. Although some studies
have not found a difference between high-risk and
obstetrically ‘normal’ pregnancies in terms of MFR
(e.g. [33]), some have found lower levels in those
hospitalized for high risk of preterm delivery [34],
and others have found that amongst those hospita-
lized for pregnancy complications, positive coping
strategies mediate between maternal appraisals of
risk and MFR [35]. In future research, further atten-
tion needs to be given to the relationship between
coping and MFR in pregnancies that are perceived
to be high risk.

Social Support and Relationships
Women who are satisfied with their social supports
have been consistently found to report higher levels of
MFR. There is evidence in fathers of a strong associa-
tion between the strength of the partner relationship
and indicators of the parental–fetal relationship [13].
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Challenges exist in disentangling these factors.
Attitudes towards pregnancy and intendedness of
pregnancy are associated with social support and rela-
tionship with partner (e.g. [36]). In addition, indicators
of psychological health are consistently found to be
highly correlated with the quality of the partner rela-
tionship and with social support [37], an observation
that is found across populations and settings.
Bouchard’s research [24] was amongst the first to
examine moderating effects in predicting the
parental–fetal relationship for mothers and fathers,
and found that, for mothers, relationship with partner
was associated with MFR, but only for those with low
levels of neuroticism or less optimal attachment with
their own parents. For fathers, relationship quality
interacted with high levels of parental attachment, but
not neuroticism, to predict parental–fetal relationship.
Recent research by Maas et al. [38] tested a model
which comprised parental (personality and attach-
ment), contextual (partner support and perceived
stress) and expected child (temperament) characteris-
tics, and which found MFR to be multiply determined,
with parental characteristics explaining most variance.
These recent research findings highlight that we need
to consider unique combinations of risk and protective
factors in considering pathways to MFR.

Physical and Psychological Health
MFR is related to health behaviours in pregnancy
including balance of rest and exercise, safety measures,
nutrition, avoiding harmful substances, obtaining
healthcare and obtaining information [26]. Research
has been dominated by primarily Caucasian middle-
class samples, but recent studies suggest that these
health behaviours are linked with MFR in low-
income African-American families, and that these
health behaviours mediate the link between MFR and
later neonatal outcome [39]. However, some research
shows that high levels of MFR can be associated with
assurances of fetal well-being, and thus a less strict
adherence to healthy behaviours [40]. Another consid-
eration, particularly given suggestions that MFR
should be targeted in order to improve health beha-
viours (e.g. [8]), is that associations between MFR and
health behaviours may reflect a third variable that itself
should be targeted by intervention. One possible can-
didate is ‘stress’ including causes (such as social depri-
vation and life events) and symptoms (such as
depression and anxiety), which have been associated
with both MFR and health behaviours [26].

Findings are especially inconsistent when examin-
ing the relationship between psychological health and
MFR and although most work finds that MFR is
higher in those with lower psychological distress
(e.g. [41]), some studies do not find an association
(e.g. [1]). Again, we find complex mediating and
moderating pathways between factors. Walsh et al.
[42] tested a model which found mental health to be
a strong predictor of MFR, alongside care-giving style
to partner, which itself mediated the link between
attachment and MFR. In contrast, Diniz et al. [43]
did not find a link between depression and MFR in
their sample of Brazilian adolescents, but they did find
emotional support to be a key variable associated with
MFR.

Links between MFR and Postnatal Factors
Alongside considering how factors interact with each
other, longitudinal work is needed to better under-
stand the possible effects of MFR. Researchers suggest
that ‘it seems intuitively likely that the feelings parents
have during pregnancy about their baby are likely to
be associated with later parental and infant behaviour’
([7], p. 221). MFR measures in pregnancy have been
found to be associated with more optimal child out-
comes, and with better psychological health in the
postnatal period [44]. There is emerging evidence
that MFR is linked with parenting and child–parent
relationship outcomes, but this work is in its infancy
and there is a wide range of factors which impact the
relationship. Parenting is a constellation of beha-
viours, emotions and cognitions [45], and we find
inconsistent and modest findings between MFR and
indicators of parenting, parental representations and
parent–child interaction. Siddiqui and Hägglöf [46]
found a link between MFR as measured by the PAI
and postnatal involvement in interaction but not
responsiveness in interaction. Condon et al. [47]
found continuity between prenatal paternal attach-
ment and postnatal parental ‘attachment’ measures
(thoughts and connections with the baby), but with
strong effects from relationship quality and mental
health, whilst Müller [12] found only a modest corre-
lation betweenMFR and postnatal attachment. Thun-
Hohenstein et al. [48] did not find any significant
relationship between maternal antenatal representa-
tions and parenting competence in interaction with
infants of 12 weeks. They did find significant associa-
tions between antenatal representations and regula-
tory ability in the mothers, and interaction behaviour
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on the part of the infant. In conclusion, it appears that
there are some links between antenatal representa-
tions of the child, or connections with the child, and
some postnatal outcomes, but we need more research
to explicate these complex links and mechanisms
more fully.

It is often suggested that antenatal attachment can
predict later attachment on behalf of the child. Secure
infant attachment, most often measured through the
‘gold standard’ of the ‘Strange Situation’ [49], is asso-
ciated with better functioning in many areas, includ-
ing emotional, social and cognitive development [49],
and so if we could find an indicator before birth, we
might be able to target intervention. Some studies
have found an association between working models
of the child in pregnancy and later attachment secur-
ity (e.g. [50]), but we currently have no strong evi-
dence thatMFR asmeasured by self-report on the part
of the mother is linked with more secure attachment
in infancy for children.

Why Measure MFR?
Many studies which examine associations between
MFR and other perinatal factors conclude that if
MFR in the antenatal period is associated with well-
being and positive health practices in pregnancy, and
more optimal outcomes for children and parents post
birth, then intervening in the maternal–fetal relation-
ship or representations thereof might have positive
outcomes throughout this period, and might be
a useful place to start. It has been proposed that
problems with MFR may be targeted by interventions
spanning several areas, including understanding and
managing reactions to antenatal screening and peri-
natal loss, promoting parents’ antenatal health beha-
viours (and subsequent birth and infant health
outcomes), and the parent–infant relationship (and
subsequent child’s development) [8].

What constitutes a pathological maternal–fetal
relationship remains ‘almost entirely unexplored’
([51], p.10). MFR is most often scored on
a continuum, and we have few indications of scores
or cut-offs which would indicate a clinical difficulty
(either at the ‘low’ end or the ‘high’ end). Thus, it
remains that, in the clinical environment, difficulties
should be clinically determined rather than relying on
scores on a screening instrument. In addition, we do
not well enough understand the long-term outcomes
of ‘problematic’ levels of MFR, or for whom they

might pose a risk. We also find that some subscales
of MFR are more commonly linked with difficulty or
adjustment than others. Much of the research seems
to suggest that when using the MAAS measure, the
quality sub-scale is linked with functioning, especially
psychological well-being, whereas associations with
intensity subscale are much less clear and need further
attention in research, although some suggest this scale
is linked more strongly with external factors [52].
There is little evidence that low levels are linked with
major difficulties in any arena or to provide justifica-
tion for intervention. Of course, this is not to say that
there may not be times where it might be useful to use
measures of MFR in conjunction with, or to aid,
clinical decision making, or indeed to provide
a starting point for clinical interview. Research by
Condon [53] suggests that there are cases of deliberate
harm towards the fetus in terms of active or passive
abuse. Pollock and Percy [54] investigated a high-risk
sample of pregnant women. They used Condon’s
alternative categorical scoring method which com-
bines scores on the quality and intensity dimensions
to form four styles: negative disinterested, negative
preoccupied, positive disinterested and positive pre-
occupied. Pollock and Percy found that all but two of
the 40 mothers had a ‘negative’ antenatal attachment
style and those with a negatively preoccupied MFR
pattern (low levels of quality and high levels of inten-
sity) were more likely to report irritation with the
fetus. These mothers were also more likely to report
an urge to harm the fetus, although this did not reach
statistical significance and actual levels of abuse were
not measured. This research shows that high scores,
particularly on the intensity scale, might not always be
optimal, and Laxton-Kane and Slade [25] suggest that
we might devote future research to investigating
‘styles’ of MFR, rather than ‘levels’.

Another approach may be to offer intervention on
the basis of possible risk factors or characteristics,
rather than individual assessment of MFR. This is
the current approach for ‘attachment-based interven-
tions’ which aims to support the parent in being avail-
able, responsive and sensitive to the child’s needs and
generally target groups considered ‘at-risk’ of insecure
attachment based on certain characteristics, for exam-
ple being homeless, a care leaver, or a young parent.
Possible groups that may be targeted by intervention
could include those who have experienced perinatal
loss, those with high-risk pregnancies, those experien-
cing psychological distress, those with attachment

The Maternal–Fetal Relationship: Conceptualization, Measurement and Application in Practice

249
29

13:58:02



difficulties in their family of origin and those whose
health behaviours increase the risk of poor pregnancy
and infant outcomes. These different areas of need
would require different interventions and would differ
in their mechanisms and intended outcomes, although
some women may fall into multiple groups. Even if
eligibility were not based on individual assessment of
MFR, we may still want to measure MFR in order to
understand how the intervention works (or fails to
work) and capture change following an intervention –
thus accurate assessment and indicators of clinically
significant change are still needed and currently
lacking.

When to Measure MFR
The timing at which measurement could and should
be undertaken depends on its purpose. Early inter-
vention requires early assessment. Maternity care in
high-income countries has moved towards increas-
ingly detailed antenatal psychosocial assessment in
order to shape care pathways according to identified
need. In the United Kingdom, psychosocial assess-
ment is undertaken at the booking visit (the first
formal antenatal appointment) and includes assess-
ment of mental health, social support, involvement of
social care and other services, residential status and
health behaviours (including substance use and smok-
ing). Targets (UK) now exist for the booking visit to
be conducted by 10–12 weeks’ gestation [55].

The need for early intervention must be balanced
with the accuracy of results. MFR tools lack validation
in early pregnancy as measurement of MFR has
focussed on later pregnancy, although exceptions
exist (e.g. [42]). This in part reflects the timing of
the events that contribute to the development of the
mother–child relationship, including the significance
of quickening, with fetal movements generally being
felt from around the middle of pregnancy (18–20
weeks in primigravida and 15–17 weeks in multigra-
vida). Peppers and Knapp [56] described nine con-
tributory events in MFR development, the first five of
which happen before the birth: planning, confirming
and accepting the pregnancy; feeling the fetus (fetal
movements); accepting the fetus as an individual;
giving birth; seeing the baby; touching the baby and
giving care to the baby. With the introduction of
ultrasound scanning, seeing the fetus has become an
additional event that contributes to the relationship’s
development [57], and one which routinely first takes

place before fetal movements have been felt unless
a woman has attended for antenatal care relatively
late. The occurrence and timing of events and asso-
ciated trajectory of MFR development may thus vary
with changes in clinical practice. In addition, it should
be noted that not all of these events apply to all
women or in all pregnancies, and events may vary
with contextual factors such as intendedness of preg-
nancy and gestation at which pregnancy is confirmed,
yet this remains under-researched.

It has been argued that the existing measures can
be adapted for use in early pregnancy by simply omit-
ting those items that apply only to the later stages (e.g.
those concerning fetal movements) or using weighted
means [8]. It is possible, however, that the situation is
more complex than different items being relevant at
different time points, and concepts in the trajectory of
MFR development may not be suited to measurement
in early pregnancy.

Alongside concerns around the accuracy of early
measurement and its ability to identify women who
may benefit from intervention, little is known about
how these factors may vary with maternal character-
istics, for example in women where there is
a perceived or actual risk to the viability of the preg-
nancy. There is evidence of ‘emotional cushioning’
following perinatal loss whereby women’s MFR in
a subsequent pregnancy may be delayed as a self-
protective mechanism [58]. Women who are
informed about prenatal serum screening in preg-
nancy, compared with those who are not informed,
delay MFR until testing is complete [59]. This process
of the holding back of emotions has been described as
‘the tentative pregnancy’ [58]. Similar processes may
be observed in women whose conception follows ART
and women whose pregnancies are considered obste-
trically high risk. Critically, it remains unknown
whether the outcomes for these mothers and their
children are different to those where a pregnancy
does not follow perinatal loss and is not considered
high risk.

Using tools in early pregnancy that lack validation
for this specific time period has the potential to unne-
cessarily burden women and healthcare systems by
overidentifying women whose MFR may progress in
such a way that it is no longer considered ‘suboptimal’
at a later point in the pregnancy. It may therefore be
that repeated assessment would be needed before
determining concerns about a woman’s MFR.
In addition, trajectories may differ between
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individuals and between pregnancies in the same
individual without being problematic. MFR is more
likely to be higher in first-time pregnancies, and the
limited research on measurement across all three tri-
mesters indicates that levels of MFR rise after the first
trimester and remain relatively stable over the second
to third trimesters [10, 42]. Further work is needed to
better understand these processes.

Trajectories of MFR development may also vary
between mothers and fathers; measurement (and any
intervention) may therefore be appropriate at different
stages in fathers. Specifically, ultrasound scans have
been identified as a key event in the development of the
paternal–fetal relationship [57] and therefore may
provide an opportunity for assessment and, where
appropriate, intervention targeting the parental–fetal
relationship and health behaviour change.

Implications for Healthcare
Professionals
The argument for antenatal assessment of MFR in
order to target interventions makes several assump-
tions that need to be questioned: that ‘suboptimal’
MFR exists, that MFR can be accurately measured
(i.e. that individuals are conscious/aware of the man-
ifestations and able to quantify them), that women
will disclose in a clinical context and that women (and
health professionals) would find it acceptable to target
interventions on the basis of assessment.

There is currently insufficient evidence to support
‘screening’ for potential ‘suboptimal’ MFR in clinical
practice. In addition, there exist some considerations
that echo concerns raised in relation to antenatal
mental health assessment more generally; specifically,
that it is unethical to introduce assessment without
appropriate management, and that we need to be
mindful of over-pathologizing women [60]. In terms
of identifying ‘risk’ or pathological concerns, rather
than considering the introduction of a self-report
measure to quantify levels of MFR, it may be fruitful
to identify certain indicators that may be considered
‘red flags’, for example denial or concealing of the
pregnancy, not engaging with antenatal care or
thoughts of harming the baby (an item on the
MAAS). Existing measures of MFR such as the
PRAM may currently be more appropriately used as
a communication device to discuss the context of
a woman’s pregnancy, and offer an enabling environ-
ment in which to voice her views and any concerns

that could be revisited throughout maternity care
[61]. Here too is an opportunity to involve fathers
and partners in discussions which may help to sup-
port them and promote their engagement, an aspira-
tion identified in policy (e.g. [62]).

Summary
MFR-based screening may be appropriate only when
we better understand what is being measured, how to
facilitate MFR, and what the potential outcomes
might be. Further research is needed before we are
in a position to harness the potential of MFR for
clinical application. This includes a need for greater
conceptual clarity, greater understanding of the devel-
opment and impact of MFR in the perinatal period
and beyond, and how it may vary across cultures.
Applied research is also needed to develop and test
interventions in a clinical setting, with embedded
consideration of resource implications and other fac-
tors influencing implementation. This is not to say
that MFR is not a useful, valid or important concept.
An understanding of what is known about MFR can
aid professionals in their support of parents and in
decision making. Similarly, an understanding of what
we still need to know will help drive research and
practice to provide appropriate, acceptable and timely
support and care.

Key Points

• The terminology used to describe the
relationship between a mother (or father)
and the unborn child has been the subject of
debate, but most authors agree that it
centres around the parent’s behaviours,
thoughts, feelings and actions that
demonstrate care and commitment to the
developing child.

• There is a link between maternal–fetal
relationship (MFR) and health behaviours in
pregnancy including balance of rest and
exercise, safety measures, nutrition, avoiding
harmful substances, obtaining health care and
obtaining information. There is also emerging
evidence that MFR is linked with some indices
of postnatal parenting and child–parent
relationship outcomes, but currently there is
no strong evidence that MFR as measured by
self-report on the part of the mother is linked
with attachment security in children.
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• Women who are satisfied with their social
supports have been consistently found to
report higher levels of MFR, and there is
evidence in fathers of an association between
the strength of the partner relationship and
indicators of the parental–fetal relationship.

• Research is needed to explore whether
discussion of MFR is meaningful or acceptable
to pregnant women, what such discussions
should reflect, and how such discussions
should take place.

• The most commonly used tools for measuring
MFR are the Maternal-Fetal Attachment Scale
(MFAS), the Maternal Antenatal Attachment
Scale (MAAS) and the Prenatal Attachment
Inventory (PAI), all of which are verbal self-
report measures.

• Most current research is dominated by
concepts and measures of MFR developed in
western contexts which may not be applicable
in some cultures.

• It may be advisable for future research to
explore ‘styles’ in addition to ‘levels’ of MFR.

• Ideally, women at risk of adverse outcomes
should be identified in early pregnancy to
receive timely support, but MFR tools
generally lack validation in very early
pregnancy.

• We do not yet well enough understand the
long-term outcomes of ‘problematic’ levels of
MFR.

• There is currently insufficient evidence to
support ‘screening’ for potential ‘suboptimal’
MFR in clinical practice, and research is
needed to explore the application of MFR
assessment as a communication device or aid
to clinical decision making.
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Chapter

29
Reproductive Health Care for Women with
Psychosocial Issues
Mary Hepburn

Introduction
Many different psychosocial issues affect women and
their reproductive health. These constitute an ill-
defined group, and different issues and problems are
included with terminology. The UKNational Institute
for Health and Care Excellence (NICE) published its
guideline for management of women with “complex
social factors” [1]. The term “special needs” is some-
times used but is nonspecific, means different things
to different people in different situations, and is dis-
liked by many of those to whom it is applied. It is used
in reference to women with social or psychosocial
issues but is also used in reference to women with
medical or physical problems. In the context of
women’s reproductive health it is commonly the for-
mer. Women with psychosocial factors, complex
social factors, or special needs often have
a combination of issues. A common underlying factor
is poverty and/or inequality which is often the cause
of their problems but, if not the cause, will exacerbate
other problems. It is now recognized that socially
disadvantaged women and women with psychosocial
problems need multidisciplinary health and social
care [1]. However, while the problems may dictate
or influence obstetric or medical management and
making it more complex, the main challenge is more
commonly to provide services that women will want
and be able to use and that incorporate effective col-
laboration between the services involved.

Poverty, social exclusion and inequality adversely
affect health. Women with problems caused by or
exacerbated by socioeconomic deprivation have
poorer outcomes of pregnancy with increased rates
of mortality and morbidity for both mothers and
babies. In addition to the general adverse effects of
inequality there can be specific effects. So, for exam-
ple, use of alcohol and/or other drugs can lead to
blood-borne virus infection, liver damage, cardiac
valvular damage or thromboembolic disease;

prostitution can lead to sexually transmitted infec-
tion, and violence or abuse which in any setting can
result in physical injuries, mental illness, and use of
alcohol or other drugs. Treatment of these problems
can in turn have adverse effects and for example drugs
used to treat blood borne viruses, mental illness, and
drug use can also cause ill-health in the neonate.
The adverse health effects of social problems are
often long term and extend into adulthood; poor
social outcomes are also more common, with short-
and long-term consequences. Women with psychoso-
cial problems therefore have potentially high-risk
pregnancies. The combination of high-risk pregnancy
and failure to engage with health and other services is
a dangerous one.

It has long been recognized that poverty and
inequality adversely affect health. However, tradition-
ally there was clear separation between the medical
conditions caused by or associated with poverty and
the coexisting social problems with responsibility
similarly demarcated. While for many years the links
and consequent benefits of an integrated approach
have been recognized at an individual or individual
service level, formal professional and strategic recog-
nition of the need for multidisciplinary care is
a relatively recent phenomenon.

Engagement with Services
As well as the impact of poverty on health, the effect of
poverty on service use has been recognized, and it has
been widely reported that poverty and inequality are
associated with less effective engagement with ser-
vices. Consequently those with greatest need often
receive the least adequate care, a phenomenon
described in the Black Report in 1982 as the “Inverse
Care Law” [2]. Nevertheless, the reasons for poor
engagement with services and late or non-attendance
for antenatal care by socially disadvantaged pregnant
women were – and still often are – widely reported to
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lie with service users rather than service providers.
Poor compliance has been variously blamed on lack of
motivation (and in the case of pregnant women as
predictive of inadequate parenting) and on the life-
styles associated with poverty and inequality, espe-
cially use of alcohol and other drugs. The possibility
that the problem might lie with the design and deliv-
ery of services was resisted. The behavioral and life-
style issues that compromise engagement were also
seen as outwith the responsibility of all but the specific
specialist health and social services such as addiction
services. Moreover, recognition that interventions
that would improve social circumstances, stabilize
lifestyle, and indirectly improve health could be an
important part of medical management – or at least of
relevance to medical management – was also dis-
counted. Lifestyle issues and failure to engage with
services were traditionally viewed as matters of indi-
vidual choice and the remedies therefore a matter of
individual responsibility.

Reasons for Nonengagement
Nonattendance is more marked for non-urgent and
preventive care and in reproductive healthcare this
includes contraception and family planning services
and also antenatal care. While their lifestyles may
make it difficult to attend for screening or preventive
care and while they may view such care as less impor-
tant, most women, regardless of their backgrounds or
problems, do think it is important to attend for
antenatal care. If asked why they do not attend for
antenatal care, women may be reluctant to be frank
with professionals perceived as having authority and
power especially if they are concerned about child
custody. The Glasgow Women’s Reproductive
Health Service (WRHS), a community-based multi-
disciplinary service for women with “special needs,”
was developed over five years from a pilot community
clinic in 1985 to a citywide service in 1990 [3].Women
attended with a range of problems including use of
alcohol and other drugs, mental illness, learning dis-
ability, HIV infection, homelessness, young maternal
age, and asylum seeking or refugee status. Women
said they did not attend traditional antenatal services
for various reasons including administrative pro-
blems (e.g., non-registration with a general practi-
tioner), geographic location of hospital clinics
relative to where they lived, feeling uncomfortable in
hospital settings perceived as unfriendly, and other
competing demands on their time. The new service

was developed in close collaboration with the target
population with a central hospital-based clinic and
a network of five community clinics in districts iden-
tified as appropriate by the women. Booking gesta-
tions quickly fell to the same level as the rest of the
hospital and in the early years of the service a majority
of the women attended as self referrals. Formal eva-
luation of women’s views of the WRHS was carried
out among women who used drugs [4]. Their views of
the service were extremely positive, and their priori-
ties were firstly non-judgmental staff attitudes, sec-
ondly staff who were knowledgeable about their
problems, and thirdly good clinical care. These find-
ings have been confirmed in subsequent studies by
other services. However, while asking women what
they want is an obvious – and necessary – requirement
when developing services, the reality is rather more
complicated. Over the subsequent decade an increas-
ing proportion of women booked with the service
attended the hospital clinic even when there was
a geographically more convenient community clinic
and, when women were asked why they did so, they
said they preferred to attend the hospital! It appears
that they initially opted to attend the community
clinics in familiar settings and with familiar commu-
nity staff participating, but when they found similar
staff and staff attitudes in the hospital clinic they
actually preferred to attend the hospital. It can be
difficult for women to make choices from theoretical
options, and it may be necessary for them to try the
options before making a decision. Moreover, what
they want may not be what they need and the chal-
lenge is to develop services that address both aspects,
provide the best compromise and that women are
willing and able to use. It is also essential that all
services working with vulnerable, marginalized
women should regularly review women’s views and
their service requirements and be willing and able to
make any necessary changes.

Staff Attitudes and Service
Requirements
While it has long been recognized that the socially
disadvantaged in general (and socially disadvantaged
women in particular) use services less effectively,
recognition that this is a problem of services per se
came much later, and even later came the recognition
that addressing this is the responsibility of service
providers. The NICE guideline makes the point but
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sadly does not reflect general acceptance of all that
this implies. A major obstacle has been and remains
the attitude – in society in general as well as among
service providers – that disadvantaged people are in
some way responsible for their circumstances and
problems, that these problems are due to ‘lifestyle
choices,’ and that such women do not need or deserve
special care. While women with medical conditions
are viewed as meriting specialized care, socially dis-
advantaged women, women with psychosocial
problems or ‘lifestyle’-related problems have tradi-
tionally been expected to access care within main-
stream services. They have often been viewed as less
motivated and less worthy parents and as being
responsible for the health and social problems experi-
enced by their children; they and their families are in
effect punished for being disadvantaged. In recent
years there has been progress (both before and after
publication of the NICE guidelines) with the recogni-
tion of the need for and development of specialized
services for pregnant women with a variety of pro-
blems. These include, especially use of alcohol or
other drugs, but also other issues such as mental ill-
ness, HIV infection, young maternal age, homeless-
ness as well as development of specialized services for
women who are asylum seekers or refugees or mem-
bers of black and minority ethnic groups. Some of
these groups of women need specific healthcare, such
as women with HIV infection and women with men-
tal illness. However, while socially disadvantaged and/
or marginalized women are now recognized as need-
ing specialized services, this is often viewed in terms
of additional psychosocial support and, although
many of these women are overrepresented among
maternal deaths and their children have higher rates
of mortality and morbidity, they and their pregnan-
cies are often not regarded as obstetrically ‘high risk.’
Poverty per se increases mortality and morbidity for
mothers and babies, and many of these ‘special needs’
are associated with additional increased risk.
The severity of poverty and inequality varies geogra-
phically, and so the actual level of medical and obste-
tric risk will also vary accordingly. Service
requirements will therefore also vary. The finding
that marginalized women in Glasgow actually pre-
ferred to attend the hospital was fortuitous since it
coincided with changes in the cohort of women, espe-
cially among women using alcohol and other drugs
where the average age and length of drug use had both
steadily increased with simultaneously increased

morbidity and adverse pregnancy outcomes.
Consequently, while most of the women had always
been obstetrically high risk and therefore requiring
medically led maternity care, at the time the service
was established many could still receive much of their
care in the community. Latterly, most of the women
required regular monitoring only available if they
attended the hospital. The Glasgow service and
experience gained in its construction informed service
development for various categories of vulnerable
women in a number of other centers nationally and
internationally with similarly successful outcomes.
Some of these services were similar in design to the
Glasgowmodel, but other successful models of service
provision have also evolved, in particular the liaison
midwifemodel. This is especially useful in areas where
numbers of women with significant special needs are
too small to justify a separate specialized service and
the liaison midwife provides an effective link between
mainstream maternity services and other agencies
involved in the women’s care. In some areas, margin-
alized women receive midwifery-led care in the com-
munity, similarly popular with the women and
appropriate for those who do not have complex
healthcare needs. As discussed, many of the health
problems are poverty related and the overall health
of the cohort of marginalized women will to some
extent be a reflection of local levels of poverty and
inequality. Clinical need must be a priority in service
design and ways found to combine that with women’s
wishes. However, it is important to understand
women’s wishes. In Glasgow it initially appeared
that women wanted a community-based service but
they subsequently opted for the hospital-based
equivalent. From discussions with the women it
became clear that their priority was not for commu-
nity-based care but for care from non-judgmental
knowledgeable staff.

Attitudes to Different Problems
While a nonjudgmental approach to care should
apply to all types of problem, experience in Glasgow
and elsewhere has demonstrated that this is not the
case and that attitudes both societal and professional
are also influenced by the type of problem and the way
it is perceived. There is also confusion between
a nonjudgmental and a collusive approach. For exam-
ple problems perceived to be under individual control
such as use of alcohol and other drugs are often
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viewed as being the result of individual choice, while
others such as learning disability are seen as outwith
the control of the individual who is therefore regarded
as an ‘innocent victim.’ Blame and individual respon-
sibility (and consequently fitness to be a parent and
rights to child custody) are often viewed accordingly
but often without logical basis. So, women who use
alcohol or drugs may be incapable of adequately car-
ing for their children, but their parenting skills may be
greatly improved by effective treatment for their pro-
blem. On the other hand, while some ‘innocent’
women with learning disability may also be unable
to care for their children, there may be less scope for
improvement and their difficulties may not be amen-
able to any medical or social interventions. As well as
differences in attitudes to different types of ‘special
needs,’ there are also differences in attitudes to effects
on the neonate of maternal medication for ‘real’
maternal conditions such as diabetes, epilepsy, or
mental illness as opposed to ‘self-inflicted’ conditions
such as use of alcohol or other drugs. So, while neo-
natal effects of treatment for maternal diabetes, epi-
lepsy, and mental illness are viewed as unfortunate
but not the women’s responsibility, effects on the
neonate of methadone therapy for women dependent
on opiates (included in the WHO list of essential
medicines) are often seen as the woman’s ‘fault’ and
in some countries (including the United Kingdom
both historically and currently) are inappropriately
viewed as evidence of maternal antenatal child abuse.

Staff Attitudes and Training
Ideally all healthcare workers would have nonjudg-
mental attitudes but in practice this cannot be guar-
anteed. An appropriately nonjudgmental (but non-
collusive) approach is essential for the care of all
women but especially for women with psychosocial
problems; however, this is not a substitute for clinical
knowledge, and skills and women should always
receive care appropriate to their needs. Training in
identification and management of the problems
encountered among marginalized women is not yet
included in generic postgraduate training for most
healthcare workers. To ensure all healthcare staff
acquire appropriate clinical knowledge and expertise
for caring for those who use alcohol and other drugs,
a working group of the UK Academy of Postgraduate
Medical Colleges developed a core curriculum to be
adopted by all the medical colleges and corresponding
postgraduate bodies for healthcare professionals. This

was a challenging project, but implementation, since
it requires the existence within these bodies of trainers
with the relevant knowledge and skills, poses an even
greater challenge! This remains a work in progress.

Antenatal Education and Provision
of Information for Women
Education and provision of information is an impor-
tant part of service provision. This must reflect the
women’s circumstances in every respect. For example
the information about feeding the baby and the way in
which it is delivered will be different for women from
countries and cultures where breastfeeding is com-
mon and culturally accepted and those for whom this
is not the case. So, among disadvantaged white
Scottish women (with low breastfeeding rates) it is
important to explore reasons why they are reluctant to
breastfeed. These include having never observed
others breastfeeding, involvement in prostitution
and consequently viewing breasts only as sexual
organs, embarrassment, and lack of self-confidence
and self-worth, all often exacerbated by experience
of violence or abuse. Moreover they may be not be
persuaded to breastfeed by factors that influence mid-
dle-class women; the information that breastfeeding
could help them regain their pre-pregnancy figure is
usually considered irrelevant, while in the Glasgow
service the knowledge that breastfed babies have
a lower risk of cot death has proved to be a powerful
motivator. Among women who use drugs, knowledge
that breastfeeding will reduce the risk of the baby
requiring pharmacological treatment for drug with-
drawals has also contributed to a rise in breastfeeding
rates among these women. For babies of socially dis-
advantaged women with increased rates of low birth
weight and prematurity, breastfeeding will be espe-
cially advantageous. On the other hand discussions
with asylum-seeking women from sub-Saharan Africa
are more likely to involve exploring ways to destig-
matize artificial feeding necessitated by maternal HIV
infection. It is therefore essential to adopt a culturally
sensitive and appropriate approach and to begin edu-
cation and preparation as early as possible.

A History of Violence and Trauma
A common issue for many women with psychosocial
problems is a history of trauma or abuse, sometimes
the cause of their problems and sometimes exacerbat-
ing them. Recognition of the existence and
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significance of this link came later in the United
Kingdom than in many other countries, but even
when it was recognized it was viewed as outwith the
remit of healthcare workers and that to ask women
about it would be intrusive and potentially offensive.
In 1988 the introduction of routine inquiry about
violence and abuse including domestic abuse into
maternity care in the WRHS was met with consider-
able professional hostility. However, while women
may not choose to disclose such a history, it is now
clear that they want to be asked and routine inquiry is
now an established and required part of the maternity
booking history in the United Kingdom and many
other countries (see Chapter 8). Use of alcohol or
other drugs is recognized as being a coping mechan-
ism for women who are experiencing violence or
abuse or a means of suppressing the memory of
abuse. In turn both can be closely linked with mental
illness. Despite these associations, use of alcohol and
other drugs is still frequently viewed as a matter of
individual choice. A history of abuse can also influ-
ence other choices including, as discussed, the deci-
sion on whether to breastfeed.

Early Intervention and Postpartum
Contraception
Early engagement with services is important from
both a medical and social perspective. Early com-
mencement of education and planning is also essen-
tial as already noted in the context of breastfeeding.
Discussion about fertility control and planning of
future pregnancies should also be introduced as
early as possible. Traditionally this is considered to
be part of postnatal care, but for vulnerable women
and women with special needs this is too late. Ideally
the issue should be addressed before they become
pregnant but this rarely happens and for women
already pregnant the subject should be raised at or
shortly after their first attendance. This allows suffi-
cient time for women to learn about their options,
think about them, and make a decision so that appro-
priate effective contraception can be initiated prior to
postnatal discharge. For women who are successful in
getting custody of their children it is important to
ensure they do not jeopardize this success by unin-
tentionally becoming pregnant again too soon. For
women who are less fortunate and do not get custody
of their children it is equally important to avoid an
early unplanned pregnancy with a high risk of

repeated similar outcomes. Given their difficulties in
attending for family planning and contraception these
are women for whom long-acting reversible contra-
ception (LARC) will be particularly indicated.
The contraceptive implant is especially useful since
it is easy to train staff to fit it. A disadvantage is the
risk of irregular bleeding, sometimes heavy and/or
prolonged, which is more common if the implant is
fitted in the early postpartum period. This is
a common reason for requests to have the implant
removed early, but this can be mitigated to some
extent if women are made aware of the possibility
and if they are given effective management should it
arise. This is less of a problem with the levonorgestrel
intrauterine system (IUS) which is in many ways
a preferable method and is also effective for women
on enzyme-inducing medication including some anti-
retroviral HIV medication and some antiepileptic
drugs. Fitting the IUS is, however, rather more com-
plex and is mainly carried out by medical staffwho are
less likely to be available to do so. In Glasgow attempts
to arrange to have the IUS inserted at ceasaren section
were only occasionally successful. There is also often
misplaced anxiety about transvaginal fitting of an IUS
or IUCD in the immediate postpartum period,
although it is simple and safe. The main risk is of
expulsion but experience in Glasgow showed this
was not significantly higher than with insertion at
other times. However, if trained staff are not available
and the woman is discharged with a review appoint-
ment, this is often missed and the woman may end up
without any contraception. In Glasgow in the mid-
1990s, introduction of antenatal discussion and rou-
tine offer to initiate LARC prior to postnatal discharge
coincided with an approximately 50% reduction in
the number of pregnancies among women using
drugs. While a direct causal relationship cannot be
proved, this was clearly a factor in the reduction.
Formal studies elsewhere have now confirmed that
this practice is cost effective and associated with
higher implementation of contraception and reduc-
tion in subsequent early unplanned pregnancy [5, 6].
It has now been recognized as beneficial by FIGO, and
in the near future the institutionalization of immedi-
ate postpartum IUD services will be evaluated in
a clinical trial in a number of countries [7].

Prevention, Not Crisis Intervention
Early attendance for antenatal care and early discus-
sions about medical and social management are
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vitally important for women with psychosocial pro-
blems. However, no matter how early in pregnancy
women attend, it is too late for optimum outcomes,
and no matter how early in pregnancy discussion is
initiated about future reproductive plans, a valuable
pre-pregnancy planning opportunity has been
missed. In such circumstances damage limitation is
the best that can be achieved. The importance of pre-
pregnancy care and planning of pregnancies is well
recognized for women with ‘medical’ problems espe-
cially diabetes and to a lesser extent epilepsy, but
there is inadequate recognition of its importance
for women with problems with a significant social
component. In Glasgow, various forms of pre-
pregnancy care for vulnerable women were estab-
lished even before the citywide service was estab-
lished, but its role as a routine part of specialist
care was not recognized: women and/or their part-
ners were referred only if they requested help or
advice and it relied mainly on taking the service to
the women. Referrals to a clinic for men and women
with HIV infection initially came exclusively from
the service caring for men with hemophilia but sub-
sequently came also from general HIV services.
WRHS provided reproductive healthcare including
reproductive planning for women attending addic-
tion services, residential and nonresidential. Among
professionals dealing with problems such as mental
illness and learning disability, there was less recogni-
tion of this service need. Many women with psycho-
social problems or complex social factors are already
in contact with some type of service, health or social,
statutory or voluntary, but despite awareness of
potential medical and/or social problems during or
after pregnancy, the question of reproductive health
and planning of pregnancies is rarely raised since
this is not seen as their responsibility. This is disap-
pointing and inexcusable. While, as noted, the need
for and importance of reproductive planning is
recognized (to varying degrees) for strictly medical
problems such as diabetes or epilepsy, integrated
reproductive healthcare and planning is not routi-
nely included in the management of women with
socially related problems, for example, use of alcohol
or other drugs, or medical problems with a strong
social component, for example, mental illness. Such
women are often simply regarded as unsuitable to be
parents, but discussion regarding their wishes and
plans is often not undertaken and effective appro-
priate contraception is not provided. When they

become pregnant without definitive planning, they
are regarded as irresponsible.

Reproductive Choices
While women with social problems who become
pregnant are often regarded as irresponsible and
their adverse outcomes of pregnancy as evidence of
poor motivation, it is important to recognize that
women with socially related problems will have the
same desire to have children as their non-
disadvantaged peers. They will also aspire to have
healthy babies that they are able to parent adequately.

Reducing the Risk
Across the whole social spectrum, many pregnancies
are unplanned. However, while pregnancies among
socially disadvantaged women are often unplanned,
they are not necessarily unintended or unwelcome.
Nevertheless, if a pregnancy is ill-timed the adverse
medical and social outcomes may be more severe.
The need for pre-pregnancy services in the manage-
ment of women with pre-existing medical conditions
such as diabetes, epilepsy, and heart disease is well
established based on recognition that such conditions
are associated with increased maternal and perinatal
mortality and morbidity. The impact on medical and
social outcomes of socioeconomic deprivation and
social problems caused by or exacerbated by depriva-
tion can be at least as severe as that due to maternal
medical problems, but there is not the same recogni-
tion that these women need specialized pre-pregnancy
care. This is particularly disappointing since many
such women are already in contact with medical
and/or social services affording an ideal opportunity
to engage with them, discuss their reproductive plans,
and provide them with the necessary services to enable
them to control and protect their fertility so that any
pregnancies they may have are planned and timed for
optimal medical and social outcomes. The chances of
having good medical and social outcomes will be
increased by careful planning and timing of pregnan-
cies. This will not, however, guarantee good outcomes.
For some women the time will never be right and such
women often have insight into this reality: neverthe-
less it is important not to prejudge the issue and to
work with such women toward a positive goal recog-
nizing that any pre-conceptual health and social input
will be worthwhile and will improve the outcome of
any pregnancy that occurs.
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Service Delivery
Women with high-risk pregnancies need obstetrically
led care embedded in maternity services. Thus, for
example, women with diabetes receive obstetrically led
antenatal care provided by a multidisciplinary team
within a maternity setting. Similarly, women with high-
risk pregnancies as a consequence of social problems
should receive obstetrically led multidisciplinary care
embedded in maternity services as described in the
UK Maternal Mortality Report. Outwith pregnancy,
however, reproductive healthcare, while vitally impor-
tant, does not have such a central role and can be
opportunistically delivered within other services
attended by the women. For example, women attending
addiction services, psychiatric and mental health ser-
vices, women in residential care or engaged with ser-
vices dealing with learning disability, homelessness,
violence and/or abuse, women who are seeking asylum,
and many other vulnerable women involved with
a variety of agencies are readily accessible and would
benefit from reproductive healthcare and planning.
It should be pointed out that in such settings reproduc-
tive healthcare and support and advice with reproduc-
tive planning should also be routinely provided for
vulnerable, socially disadvantaged men and/or couples.

Promoting Uptake of Services
Where such care is provided for vulnerable women it is
often provided as an optional opt-in service that women
must choose to have. However, even if such women are
routinely offered the option of pre-pregnancy counsel-
ing and care, they may not know what is on offer or be
aware of the potential benefits. Consequently, women
may decline the offer, perceiving it as irrelevant to them.
Moreover, while many services used by vulnerable
women provide some types of healthcare or at least
a basic health check as part of their routine initial
assessment, they also often regard pre-pregnancy care
or indeed reproductive healthcare in general as
a specialist service to be targeted at selected women
either on request or when perceived to be necessary.
Raising of awareness is therefore necessary among ser-
vice providers as well as service users; many services and
agencies working with disadvantaged, socially margin-
alized, or vulnerable women are ideally placed to routi-
nely provide pre-pregnancy care to all women who
enter the service. Such pre-pregnancy care should
include information and advice about pregnancy plan-
ning together with screening for sexually transmitted

infections, cervical cytology, and provision of effec-
tive contraception (commonly LARC) to enable
optimal timing of pregnancies. It should be provided
in parallel with review of all medical and social pro-
blems that could affect pregnancies to ensure
appropriate management and minimize their
impact. As discussed, men in such settings should
also be routinely provided with sexual healthcare and
information and advice about reproductive
planning.

Summary
The potential adverse effects on pregnancy of social
problems and inequality should be more widely
recognized. However, it is equally important to
recognize the benefits of working together with rele-
vant medical and social agencies in partnership with
women with psychosocial problems, complex social
factors, or special needs to help them to protect and
control their fertility to ensure that any pregnancies
they have are intended with optimal timing for good
medical and social outcomes. During pregnancy,
such women should also be provided with multidis-
ciplinary care that is appropriate to their needs. All
those working with such women in whatever capa-
city should have the appropriate attitudes, knowl-
edge, and skills, and professional training should
reflect this need. Experience confirms that women
welcome such help and will use appropriate services
appropriately provided.

Key Points

• Poverty and inequality increase morbidity
and mortality for mothers and babies: the
same principles should apply in provision of
maternity care for all women with high-risk
pregnancies, whether due to social or
medical factors.

• Socially disadvantaged women and women
with psychosocial problems need
multidisciplinary health and social care.
The main challenge is to provide services that
women will want and be able to use and that
incorporate effective collaboration between
the services involved.

• Staff attitudes and service design issues
constitute barriers to the uptake of mainstream
maternity and reproductive health services by
socially disadvantagedwomen andwomenwith
major psychosocial issues.
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• An appropriately nonjudgmental but non-
collusive approach is essential for care of
women with psychosocial problems.

• As applies to women with medical disorders
such as diabetes, pre-pregnancy care, early
attendance for pre- or antenatal care, and early
discussions about medical and social
management are important for women with
psychosocial problems.

• Services working with vulnerable, marginalized
women should regularly review women’s views
and their service requirements and be willing
and able to make any necessary changes.
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Maternal Psychosocial Distress
Leroy C. Edozien

Introduction
National guidelines in the United Kingdom, the
United States, Canada and Australia recommend
psychosocial screening as part of routine compre-
hensive maternity care [1–4]. This is because mater-
nal psychosocial ‘stress’* is associated with adverse
obstetric outcomes such as preterm labour, fetal
growth restriction and long-term problems in the
offspring. Doctors, midwives and other professionals
face challenges in implementing these recommenda-
tions. The knowledge of most front-line clinicians on
principles and concepts pertaining to ‘stress’ is lim-
ited. Often the literature is more confusing than
helpful, as definitions and understandings of ‘stress’
vary from author to author. There are no universally
accepted and/or adopted tools for implementing the
recommendations on psychosocial screening.
Consequently, ‘stress’ during pregnancy is fre-
quently undetected by doctors and midwives, and
cases of anxiety and depression are missed. Where
psychosocial ‘stress’ is detected, there usually is no
certainty regarding how it should be managed.
Evidence of the efficacy of various interventions is
sparse, and resources for delivering these interven-
tions are often not available. Preventative, rather
than curative, interventions are needed, but inter-
ventions such as stress alleviation programmes and
social support have produced mixed results. This
may be due to complex interactions between biolo-
gical and other factors, and a better understanding of
the underlying mechanisms is required. This chapter
provides a basic, empirical description of the perti-
nent definitions and concepts. It also describes
a simple self-management approach that doctors
and midwives could apply in the antenatal clinic.

Definitions and Concepts
‘Stress’ originates from engineering: it is the force that
is applied to an object, and it produces an impact

(‘strain’) on the object. The concept of ‘stress’ was
embedded in the medical lexicon by the endocrinolo-
gist Hans Selye, who defined it as the nonspecific
response of the body to any demand, this response
accounting for the wear and tear of the body [5].
Eighty years after Selye gave his own definition, no
definition of ‘stress’ has established itself as the uni-
versal standard. One critic summarized the situation
in the literature as follows:

We found that the control term ‘stress’ may be
a cause one minute and an effect the next.
Conflation of cause and effect occurred surprisingly
frequently, even though they are self-evidently oppo-
sites. Stress may on the one hand be a stimulus, on the
other a response.. . . This uncertainty of meaning is
rife in the stress research literature. Sometimes stress
is an interaction, sometimes a transaction. For some
purposes it is a verb, for others a noun; and stress may
be all or any of these things within one ‘scientific’
paper. [6]

The paradigm adopted in this chapter is as follows.
An event, activity, experience or other stimulus that
potentially or actually threatens the physiological
and/or psychological status of a pregnant woman is
termed a stressor. Psychosocial stressors include non-
physical events and experiences such as bereavement,
financial insecurity and social isolation but could also
be physical, such as poor housing and noise.
The stressor may be acute (e.g. sudden death of
a close relative) or chronic (a difficult relationship
with partner).

The stressor elicits a response by the woman. This
response has physiological and psychological compo-
nents. In acute situations, the physiological response
is that described as ‘fight or flight’, a term coined by
the physiologist Walter Cannon [7]. In this response
the sympathetic nervous system is triggered, with
release of epinephrine and norepinephrine (adrena-
line and noradrenaline) manifesting as increased
pulse rate, perspiration and dry mouth. This arousal
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response is an adaptive mechanism; it facilitates sur-
vival, and is triggered before cognitive capacities are
engaged. The reflex initial response is regulated by the
limbic system of the brain (see Chapter 6), and further
appraisal of the stressor engages higher centres,
resulting in a psychological response. The psycholo-
gist Richard Lazarus famously proposed the theory of
cognitive appraisal: in response to the stressor,
a person makes a primary appraisal (the stressor is
interpreted as positive, dangerous or irrelevant) and
a secondary appraisal (an assessment of whether one’s
resources are sufficient or insufficient to deal with the
stressor) [8].

The term ‘eustress’ is applied when a stressor is
interpreted as positive and responded to accordingly.
In this situation the stressor facilitates good outcomes
by heightening attention and vigour. If the stressor is
interpreted negatively and there is the perception that
the stressor exceeds one’s resources for dealing with it,
the term ‘distress’ applies. Perceived control is the
belief that one has control over a stressor. A feeling
of lack of control exacerbates the negative response to
a stressor.

The stressor can be reduced or eliminated by
means of a behavioural response (‘behavioural con-
trol’) or the application of mental processes (‘cogni-
tive control’). Individuals vary in the extent to which
they have a sense of control of various elements in
their lives and also in the extent to which they feel in
need of control. Those who feel that they have practi-
cally no control are in a state of resignation or learned
helplessness. This is a maladaptive state and can lead
to physical and/or psychological morbidity. Those
who excessively feel in need of control may have
difficulties in coping with challenging situations that
call for flexibility.

Behavioural responsesmay blunt the physiological
and psychological impact of the stressor if they are
health-promoting (e.g. dietary adjustments and exer-
cise) or may exacerbate it, as happens with the use of
smoking, alcoholism and bulimia as coping
mechanisms.

Coping strategies are the behaviours, thoughts
and emotions employed in adjustment to a stressor
or stressors. In some cases these are counterpro-
ductive (maladaptive coping). Active coping strate-
gies confront the stressor and seek to diminish its
impact (strain). Avoidant strategies, on the other
hand, seek to bypass the stressor, e.g. by denial,
sleeping, drinking. This usually signals capitulation

and is maladaptive (i.e. does not enhance the pro-
spects of survival). Some strategies focus on pro-
blem-solving, others on optimizing emotions and
enhancing the sense of control. Coping strategies
that can be promoted in the management of mater-
nal psychosocial distress include antenatal educa-
tion (aiming to enhance perceived control), venting
(outward expression of thoughts and feelings in
a supportive environment), exercise, relaxation
and social support.

It is essential for well-being that physiological and
psychological responses to stressor stimuli should be
commensurate with the threat posed by the stressor
and that the response should be switched offwhen the
threat has been controlled or eliminated. In maladap-
tive states these do not happen.

The concept of allostasis provides a framework
with potential to distinguish between normal adap-
tors to stressor stimuli and maladaptors [9]. Allostasis
is defined as ‘maintaining stability through change’.
Clinicians are familiar with the concept of homeosta-
sis, the mechanism by which critical systems in the
body (such as temperature and blood pH) are main-
tained within a narrow range of operation, with var-
ious processes restoring the system to a set point after
any disturbance. Hormones and catecholamines pro-
duced as part of the response to stressor act to restore
stability, and then the hormonal response is turned
off. However, when there is a chronic elevation or
dysregulation of these neuroendocrine mediators of
response to stressor, the ‘set point’ for stability
changes (allostasis) and an allostatic load subse-
quently develops. Allostatic load is the wear and tear
that the body experiences due to frequent exposure to
stress hormones, repeated cycles of allostasis and the
inefficient turning-on or shutting off of responses to
stressors. It manifests clinically in a variety of ways,
such as hypertension and obesity. Further alterations
of the set pointmay result in allostatic overload, that is
actual disease states. Allostatic load reflects more than
chronic exposure to stressors; it encompasses other
factors such as genes, early development and lifestyle
choices (diet, smoking, alcohol use, exercise) which
influence the ‘stress’ response system. Although the
terminology of allostasis has not been welcomed by all
and it has been criticized for being ‘little more than
a re-labelling exercise’[10], the underlying concept
that the cumulative effects of sustained distress
(load, with whichever adjective applied) is injurious
to long-term health is generally accepted.
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Biomarkers of allostatic load provide a measure of
the cumulative effects of exposure to stressors and the
associated behavioural responses. They include hor-
monal indices such as serum dehydroepiandrosterone
sulphate (DHEA-S, a hypothalamo-pituitary axis
antagonist); inflammatory markers such as C-reactive
protein, albumin and interleukin-6; and indices of car-
diovascular and metabolic risk such as systolic and
diastolic blood pressure, glycosylated haemoglobin,
serum HDL and total cholesterol and waist-hip ratio
(WHR). Stressor-induced elevation of cortisol and acti-
vation of the sympathetic nervous system lead to sus-
tained elevations in glucose and insulin resistance,
which manifest as increased WHR and elevated glyco-
sylated haemoglobin. Cholesterol and HDL cholesterol
are measures of metabolic imbalance.

Maternal Psychosocial Distress and Its
Impact on Mother and Baby
Given the challenges of definition and measurement,
the paucity of robust data on the prevalence of maternal
psychosocial distress is not a surprise. In a maternity
experiences survey of Canadian women, almost one-
fifth (17.1%) of women reported experiencing three or
more stressful life events in the 12 months prior to the
birth of their baby [11]. A wide range of events and
experiences could make a pregnant woman distressed
[12]. These include a difficult relationship with her
partner, family or friends, socioeconomic deprivation,
work-related stressors, immigration issues and adverse
life events. She may also be troubled by pregnancy-
related concerns such as fears for the health of her
baby, fear of childbirth and insecurities about parent-
hood. These are legitimate concerns and do not equate
to disease conditions. If not controlled, however, expo-
sure to psychosocial stressors and the negative percep-
tion of these stressors could cause anxiety during
pregnancy. Anxiety in pregnancy has a direct relation-
ship with a negative perception of stressors and with
socioeconomic deprivation but an inverse relationship
with social support and self-esteem.

Studies (including meta-analyses) of the associa-
tion between ‘psychosocial stress’ and perinatal out-
come are not helpful if (as happens) they fail to
distinguish between amother’s exposure to stressor(s)
and her experience of psychosocial distress.

Maternal psychosocial distress is associated with
increased risk of preterm delivery (see Chapter 33),

hypertensive disorder in pregnancy, intrauterine
growth restriction and neurodevelopmental disor-
ders including attention deficit hyperactivity disor-
der and impaired cognitive development in the
offspring [13–16] – see Box 30.1. Also, it influences
the offspring’s future behaviour as a mother.
The effect of maternal psychosocial distress on the
baby is illustrated by a study of 116 women and their
full-term infants in which the infants’ responses
(cortisol levels and behavioural response) to painful
heel-stick blood draw were evaluated 24 hours after
birth [17]. Maternal plasma cortisol and report of
stress, anxiety and depression were assessed at 15,
19, 25, 31 and 36+ weeks’ gestational age.
The infants who had exposure to elevated concen-
trations of maternal cortisol during the late second
and third trimesters had larger cortisol responses to
the prick. The infants of mothers with elevated
levels of cortisol early in pregnancy as well as
maternal psychosocial distress throughout
gestation tended to show a slower rate of beha-
vioural recovery from the pain of the heel-stick
blood draw. These associations could not be
explained by mode of delivery, prenatal medical
history, socioeconomic status or child race, sex or
birth order. This implies that in utero exposure to
maternal psychosocial distress detrimentally affects
the baby’s future response to stressors.

BOX 30.1 Reported Effects of Maternal
Psychosocial Distress on the Child’s
Development Compiled from the Literature

Lower 12-month mental development scores

Attention problems

Negative temperament

Sleep problems

Behavioural/emotional problems

Autism

Attention deficit/hyperactivity disorder (ADHD)
symptoms

Poor executive function

Decreased grey matter density

Greater impulsivity in adolescence

Reduced telomere length (associated with reduced
lifespan)

Schizophrenia
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By What Mechanism Does Maternal
Distress Exert Its Putative Effects on
the Offspring?
The mechanisms by which maternal psychosocial dis-
tress contributes to these outcomes for mother and
baby are diverse and by no means easy to study.
Results from animal models may not necessarily be
transferable to humans, and long-term longitudinal
studies on humans are difficult to design and conduct.
Measurement of distress and its effects remains con-
strained by the challenge of defining and characteriz-
ing ‘stress’, the non-uniform methods of assessing
hormonal and psychological indices, and the uncer-
tainty regarding the window (gestational age) at
which maternal distress has its optimal effect on the
baby.

It is generally agreed that activation of the hypotha-
lamic-pituitary-adrenal axis in both themother and the
baby occurs. The authors of a systematic review report
that only a small number of studies showed significant
associations between maternal prenatal cortisol con-
centrations and child outcomes, but the majority of
these studies showed that maternal cortisol is related
to adverse child outcomes (more health problems,
lower cognitive/motor development, more psychologi-
cal/behavioural problems and higher child cortisol
concentrations) [18]. Factors other than cortisol are
involved. Maternal psychosocial distress is also asso-
ciated with increased production of oxytocin and
inflammatory markers such as cytokines [19]. One
study showed that intrusive thoughts and emotional
distress regarding the fetus were associated with
reduced volume of fetoplacental blood flow in the
third trimester, which suggests that a decrease in feto-
placental blood flow is a possible pathway between
maternal distress and reduced fetal growth [20]. It has
also been found that maternal anxiety is associated
with increased uterine artery resistance index, but this
finding does not persist after adjusting for alcohol and
nicotine use [21, 22].

Epigenetic mechanisms (see Chapter 3) have also
been implicated [23].

Assessing Maternal Distress: Screening
and Detection
To achieve timely recognition of pregnant women
who may need psychosocial support and to offer
them effective care, it would be helpful to have robust

means of screening and detection. Various psycholo-
gical and psychosocial tools have been used for this
purpose (see Chapter 26). A systematic review identi-
fied 43 different psychometric instruments to assess
maternal psychosocial distress [24].

Psychological instruments elicit symptoms indica-
tive or predictive of psychological distress. Psychosocial
screening tools assess issues such as substance abuse, life
stresses, psychiatric history and family violence.
The obvious limitation of these approaches is that they
tend to address one dimension of what is clearly
a multidimensional phenomenon. They take no
account of the biological dimension, whereas biology
may be just as important as stressor appraisal and cop-
ing strategies in determining whether a disease condi-
tion develops as a consequence of exposure to stressors.
Also these approaches do not specifically address ‘wear
and tear’. A further limitation is that they mostly assess
the situation at the time of pregnancy, whereas the
potential impact of maternal distress may have been
determined by factors originating well before preg-
nancy. Unfortunately, composite measures that take
account of all three domains – biological, psychological
and social – are yet to be developed.

Responding to Maternal Distress:
Interventions
Drawing conclusions from studies of interventions to
alleviate maternal psychosocial distress is difficult
because of the methodological issues. Some studies
evaluate preventative interventions; others evaluate
therapeutic interventions. Some recruited a general
population; others focussed on at-risk women. Some
interventions were multicomponent; others were sin-
gle. There are also ethnic and geographical variations
and, critically, differences in definition, identification
and measurement of maternal distress. The issues
targeted by the interventions varied from ‘stress’ to
anxiety, depression and psychosis.

A systematic review and meta-analysis showed
that antenatal therapeutic interventions for women
who have or are at risk of maternal distress are effec-
tive [25]. These interventions include acupuncture,
mindfulness and a self-help support workbook with
telephone support. Music has been shown to be ben-
eficial to pregnant women and newborns [26].

Studies of computer- or web-based interventions
have given mixed results [27]. Induced maternal
relaxation during the 32nd week of pregnancy has

Section 4 Obstetrics and Maternal Health

31
11:53:08



been shown to cause changes in fetal neurobehaviour
including increased fetal heart rate variability [28].

To an extent, it is arguable that even the best-
designed studies will have limited applicability in the
management of an individual woman. This is because
the response to stressor stimuli is marked by indivi-
duality. Management of maternal psychosocial
distress should be tailored to the needs and circum-
stances of the particular woman, albeit using tools
known to be safe and effective. The paradigm of
psychosocial distress adopted in this chapter places
emphasis on coping mechanisms. To target interven-
tions appropriately we have to ask, why do some
pregnant women cope relatively well with stressors
but others do not? When better tools are developed
for identifying those likely to have a maladaptive
response to stressors, then preventive interventions
can be targeted more appropriately. Meanwhile care
providers should focus on guiding the woman to
strengthen her coping mechanisms and build
resilience.

Resilience is the ability to mobilize one’s
resources, internal and external, and adapt to the
challenges of a stressor, thereby facilitating achieve-
ment of a desirable (‘positive’) outcome. This out-
come includes not only overcoming the stressor but
also emerging as a stronger person. The resources
include personal coping strategies and social support.
Maternity services should assist distressed women to
develop the relationship skills, cognitive skills and
strategies required for resilience. To do this, doctors
and midwives have to gain the trust of distressed
women. They also need to have the relevant training
and education so that they possess a working knowl-
edge of the concepts discussed in this chapter, develop
skills in woman-centred interviewing of distressed
women and have both the temperament and the tech-
nical proficiency to support and monitor the women
as appropriate.

The UK mental health charity, Mind devised
a model for building resilience which comprises
three elements: well-being (‘positive’ activities and
managing emotions), social capital (relationships)
and coping skills. This model was applied to mater-
nity settings in the Mind resilience-building pro-
gramme. In a mixed-methods evaluation of the
programme 71.8% of 108 pregnant women and new
mothers reported an improvement in well-being, and
79.1% of pregnant women showed an increase in their
combined score across well-being, problem solving

and setting goals, and social support [29].
Qualitative evaluation indicated that engagement in
positive activities, building social connections and
learning coping strategies enhanced the resilience of
women in urban and rural settings [30].

Cognitive behavioural therapy [31] and mindful-
ness-based cognitive therapy [32] are promising non-
pharmacological approaches to the management of
anxiety in pregnancy.

In a challenging economic climate, maternity
units and service commissioners may not have the
resources to deliver a comprehensive and intensive
model of care similar to the Mind resilience building
programme. Sign-posting women to external services
that deliver psychological therapies is useful only if
there is ready access to such services, as waiting times
may be of such length that delivery of baby is immi-
nent by the time treatment is commenced. Despite
these challenges, the professional obligation to
address the concerns of distressed women should
not be abandoned. Obstetric and midwifery services
are capable of delivering brief psychological interven-
tions in-house. One way of doing this is by guided
self-help, an abbreviated form of cognitive therapy.
The woman is supported to commence a journey of
behavioural activation and cognitive restructuring.

Behavioural activation aims to reducemaladaptive
behaviours, such as social withdrawal and excessive
sleeping, and increase engagement in reinforcing
behaviours, such as spending time with family and
engagement in other social or relaxation activities.
The underlying principle is that helping people to
change what they do is the key to changing how they
feel [33]. Activities that are routine, pleasurable or
necessary to the woman (and, in other contexts,
men) are identified, and she is helped to construct
a diary of activities and goals. Diary sheets for doing
this are freely available on the Internet [34].

Cognitive restructuring involves identification of
unhelpful thoughts, evaluation of the evidence for and
against these thoughts and substitution of these
thoughts with more positive and evidence-based
alternatives. Worksheets for conducting this exercise
are also freely available on the Internet [35].

A schema for delivering guided self-help is out-
lined in Box 30.2. Some women may have severe
anxiety or comorbid depression requiring psychiatric
assessment and treatment. For them guided self-help
is inappropriate, and they should be seen by
a psychiatrist (see Chapter 35).
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Conclusion
Obstetricians and midwives should possess a working
knowledge of principles and concepts pertaining to
maternal psychosocial distress. The term ‘stress’ is in
common usage but neither clinicians nor academicians
have a uniform understanding of what this means.
It has variously been construed as a potentially threa-
tening stimulus, the response to such stimulus or
a negative response to the stimulus. The term ‘maternal
psychosocial distress’ should be used when a pregnant
woman has the perception that the challenge posed by
psychosocial stressors in her life exceed her internal
(coping) and external (social support) resources for
dealing with it. Doctors and midwives should assess
women for psychosocial distress not only at the booking
visit but also in each trimester of pregnancy. For most
women simple, non-pharmacological interventions
would be alleviative, but some will require more intense
psychological therapies or psychiatric treatment.

Key Points

• There is no universally agreed definition of
the term ‘stress’.

• The ability to respond to a stressor is important
for survival and for optimizing performance,
and humans have physiological and
psychological mechanisms for responding
positively.

• When these mechanisms are substituted with
maladaptive behavioural responses such as
smoking and eating disorder, a vicious circle
develops.

• Chronic elevation or dysregulation of
neuroendocrine modulators of the response,
including failure to switch off the hormonal
response, predisposes the woman (or man)
to metabolic, cardiovascular and
inflammatory pathologies; and programmes
the baby for similar pathologies in
adulthood.

• Assessment for maternal psychosocial distress
should be part of routine pregnancy care.

• Guided self-help can be effective in building
resilience and is deliverable in the setting of an
antenatal clinic.

Note
* Inverted commas applied in view of the nebulous nature of this

term.
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Chapter

31
The Effects of Stress on Pregnancy:
A Not-So-Evident Association Revisited
Denise Defey

Introduction
As a practising clinical psychologist working both in
maternity hospitals and private specialized consulta-
tion, as well as training medical doctors, midwifes,
nurses, psychologists and community workers in peri-
natal psychology for almost 40 years, I have been
progressively impressed by the burden laid on pro-
spective mothers by the issue of stress in pregnancy.

I have seen mothers overwhelmed by guilty feel-
ings over a perinatal loss or a newborn with a birth
defect, thinking it has all been their fault and a result
of the stressful situations they underwent during
pregnancy. I have often worked clinically with
mothers undergoing grief processes during preg-
nancy, struggling between their intense subjective
need to mourn their lost loved one, on the one hand,
and, on the other hand, the consistent pressure from
their environment (both lay and professional) not to
think or cry in order to avoid damaging their unborn
child.

I remember once, walking along a hospital corri-
dor, hearing a young pregnant woman coming out of
the first prenatal consultation, who was telling her
partner that the doctor had emphasized (prescribed?)
she had to feel happy from that moment on till the
last day of pregnancy, or otherwise she would damage
her fetus.

I can even recall a colleague whose husband com-
mitted suicide in the time they were expecting their
first child. This pregnancy ended in a premature deliv-
ery and later neonatal death, which was commented
on by the psychologists around her as a positive event,
because of the ill fate of that child, whose mind had
been so early impregnated by the loss of its father.

As young psychologists, a colleague and I were
impressed by so much pressure. Assuming we had
plenty to learn about such a relevant issue we set out
to read as much as we could on the subject. We were
quite puzzled to discover that 50 different variables
were used to measure stress in the first hundred
papers on stress in pregnancy that we found. These
variables ranged from laboratory tests assessing well-
known indicators of stress to intangible indicators
such as the number of prenatal control consultations
(which, obviously, could be determined by other
issues such as geographical/cultural/financial obsta-
cles or poor quality/ inaccessibility/ hostility/cultural
inadequacy, etc. of prenatal care offered). Midway
stood cigarette smoking, assumed to be an indicator
of stress, an assumption oblivious to the fact that
smoking may be more connected to chronic addictive
behavior, or even relaxing moments, for example,
after lunch or sex.

As the years and decades passed after those times
of early professional practice, issues have become
worse. The Internet has become extensively used for
dissemination of poorly grounded ‘scientific’ infor-
mation, and such information pertaining to stress
during pregnancy is abundant on the World Wide
Web. Insecurity of every pregnant woman, social
paradigms about ‘good motherhood,’ and consumer-
ism of technology and ‘science’ have also done their
part. In today’s world it is almost impossible for
pregnant women living in modern (especially urban)
Western societies to be free from the pressure stem-
ming from the naturalization of the ‘evidence’ of
negative effects of stress during pregnancy. These
effects are assumed to have an impact on their child
not only as a fetus but also as an infant, a school child,
an adolescent, even an adult.

This chapter is the written version of a lecture
delivered in the 2016 International Meeting of
ISPOG (International Society of Psychosomatic
Obstetrics and Gynaecology). It is written not only

This chapter is based on a lecture delivered at the triennial
congress of the International Society of Psychosomatic
Obstetrics and Gynaecology (ISPOG) held in Malaga,
Spain, May 2016.
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because the editors of this book were interested in the
ideas presented but also because a vast number of
young and not-so-young professionals attending the
meeting approached me to declare heartily that they
shared these ideas but had never dared to speak it out
because they thought that this stemmed purely from
their ignorance on the subject and they simply had to
read and learn more on it.

Therefore, the following considerations are writ-
ten not only in respect to scientific evidence but also
in the hope that they will help to give voice to many
who would like to challenge the ever-prevailing bur-
den on mothers and families of the naturalization and
generalization of deleterious effect of stress during
pregnancy. It is also written, of course, in the hope
to help relieve some of the additional burden pregnant
women have to undergo when their life stresses and
strains coincide in time with their pregnancies.

Is Stress Everywhere . . . or Nowhere?
As suggested above, stress is not a variable but
a construct, that is, an abstraction created to bring
together elements which share common characteris-
tics but are quite diverse from one another.

‘Stress’ is often taken as an univocal concept and
habitually associated to its ill-effects on health, quality
of life, and so on. However, a deeper understanding of
the concept leads, for instance, to the appreciation of
the differences between eustress and distress.

Eustress is the arousal produced by exciting positive
events such as a first date, the wedding day, or deliver-
ing a lecture to a large audience. It has, no doubt,
a biological counterpart, and it is followed by fatigue,
even exhaustion. But it is the zest of life that much of
makes the difference between a meaningful, rich, excit-
ing life and a dull, repetitive existence.

Distress, on the other hand, is what is habitually
identified as ‘stress’: tension, alert, and a disquieting
subjective reaction of alert, which may respond to real
peril, imagined situations or, simply, a chronic reac-
tion to all situations, be they demanding or not.

Both eustress and distress are part of life itself and
are part of the tools that we use to deal with everyday
events. There is even an ethical side to this discussion,
which has led many to question the WHO definition
of health as ‘complete well-being.’ Many people, both
lay and academic, question this passive view of health
which implies some kind of ‘social autism,’ that is, the
incapacity to be sympathetic and suffer over another
being’s suffering.

In the field of motherhood and maternal care,
there can also be found many contradictions on the
issue of the ill- or beneficial effects of stress during
pregnancy. Those who advocate that prospective
mothers should avoid stress are the same who label
as ‘neglect’ and irresponsibility the behavior of those
women who conduct their pregnancy in a ‘relaxed’
way, without much concern for medical care, prenatal
diagnosis, or preventive actions to protect their
pregnancy.

It can be misleading in clinical assessment to
equate stress to poor pregnancy outcome in a uni-
vocal direction, as many pathological conditions
(some personal, some social, or both) strongly deter-
mine a lifestyle exempt from stress: severe depres-
sion, demoralization, learned helplessness,
a-motivational syndrome after intense cannabis con-
sumption, and so on. The most extreme example for
this is ‘nude life,’ a concept devised by Walter
Benjamin to describe the lives of those whose exis-
tence is irrelevant to others and who live and die in
solitude and neglect.

There can be no doubt that, when pregnant, these
women are not affected by stress, but there can be no
doubt either that this lack of stress is lack of stamina,
‘moral famine,’ and bonding deprivation. All these
conditions severely affect pregnancy care and, later,
care of and bonding to the offspring.

Stress during Pregnancy and Women’s
Liberation
The idea that stress has negative effects on pregnancy
subtly advocates a passive stance in life which, in the
case of women, can be thought of as the persistence of
nineteenth-century ideas of the ideal woman as static,
always ‘in wait of ’ (the ideal husband, financial provi-
sion from others, offspring, etc.).

This, on the one hand, is in rampant contradiction
with ideas prevalent in Western urbanized settings,
where women are expected to lead an active life,
pursue their own self-fulfillment, have a choice
about motherhood, and so on. Apparently, once they
become pregnant and decide to carry on with their
pregnancy, the surrounding overt and subtle mes-
sages conveyed to them change radically, and they
are expected to be calm and relaxed, ready to accom-
plish with bed rest and the interruption of their pro-
fessional or personal aims for the sake of ‘his Majesty,
the baby,’ as Freud would put it.
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This contradiction is even more radical when
recommendations and burdening messages about
the effect of stress on pregnancy are delivered by
female doctors, midwives, nurses, and the like, who
often lead very stressful lives themselves and are not
able to take proper care of their own pregnancies or
infants. Quite surprisingly, their own experience of
pregnancy under stress very rarely makes them more
sympathetic to their patients’ life situation.

Stress Mediators and Compensating
Mechanisms
The interminable production of papers on the ill
effects of stress on pregnancy is in no way equaled
by the replication or further development of pioneer-
ing research showing protective mechanisms and
mediators when stress affects pregnancy.

As early as 1973, Ando et al. [2] conducted their
well-known study on pregnant women living around
the Osaka airport in Japan, where the thundering
noise of airplane takeoff haunts them and their fetuses
every minute, every hour, every day. Assessing new-
borns who had undergone this indisputable, continu-
ing stressful situation during pregnancy, they found
that, in the case of mothers who had moved into the
area five months after conception, the fetuses were
severely affected. However, in the cases in which
mothers had been living there along the nine months
of pregnancy, fetuses were not different in any way to
fetuses whose mothers had had no stressful stimuli
during pregnancy. This brings along the ever-
important conclusion that fetuses may adapt to stress
and therefore avoid its deleterious consequences.

Not only by biological involuntary mechanism can
stress be neutralized. In a less well-known study [24],
pregnant rats were exposed to severe stress during
pregnancy, forcing them to undergo periodical elec-
tric shocks. After delivery, their newborns were quite
affected, which was very clear in contrast to the con-
trol group of pregnant rats with an uneventful preg-
nancy. Affected newborns were separated in two
groups for maternal postnatal care; one half was
given to mothers who had had a normal pregnancy
and the other half to mothers who had suffered severe
stress during pregnancy. The first half, cared for in
a similar way as their healthy counterparts, showed no
postnatal improvement. However, mothers who had
suffered stressful pregnancies were able to compen-
sate for the damage this had had on their offspring by

means of extraordinary maternal care. In a short time,
their offspring were equally healthy and as well devel-
oped as their unaffected counterparts.

Prominent studies on resilience have shown how,
even in the presence of the most extreme stressful
conditions, humans can not only survive but also
thrive. These studies are seldom (if ever) mentioned
in the innumerable conference presentations or litera-
ture reviews in papers published on the issue of
stress during pregnancy. Furthermore, master degree
and doctoral students are very seldom (if ever) stimu-
lated to pursue these pioneering, ground-breaking
studies.

The adaptive behavior of the mother rats with their
affected offspring can well be included in the concept of
‘copingmechanisms,’whichmediate the effect of stress
in any circumstance, obviously including pregnancy.
The search for orientation and support from an experi-
enced, soothing other (be it a relative, professional,
doula, and the like) is a resource often used successfully
by women to cope with normal or extraordinary stress
during pregnancy. Unfortunately, more cultivated
pregnant women turn to a coping mechanism which
is often ineffective, if not counterproductive: the search
for information, especially by means of the Internet
which will more often than not confirm their fears
about the damage they are producing on their fetuses
by being so anxious about their pregnancy.

Stress: Voluntary or Involuntary?
In the previously mentioned anecdote where the
young woman was ‘prescribed happiness,’ the under-
lying message is that undergoing stressful situations
in life can be a voluntary event which can be avoided
by means of equally voluntary actions or attitudes.

In fact, although pregnancy often brings along
hypersensitivity, most studies focus on real stressful
events during pregnancy, such as unexpected loss of
loved ones, war, meteorological ill-events, forced
migration, dwelling difficulties, and so on. Stress is
part of every person’s life, and it has been assessed that
78% of women undergo some kind of stress during
pregnancy [18].

Of late, many studies have tried to shed light on
the overlooked issue of maltreatment during preg-
nancy, now considered to increase at that time of life
and probably be one of the reasons for lack of prenatal
care, when husbands do not allow another man to
touch their wives or healthcare personnel to see the
effects of abuse on their wives’/partners’ bodies.

The Effects of Stress on Pregnancy: A Not-So-Evident Association Revisited

273
32

11:53:10



It is quite astonishing to find the stark contradic-
tion between the relevance assigned to the assumed
ill-effect of stress on pregnancy, on the one hand and,
on the other, the lack of perception of those who
advocate this concerning the stressful effect on preg-
nant women produced by dissemination and clinical
use of their ideas. A very clear example of this can be
seen when hypertensive women are hospitalized to
produce ‘bodily and mental rest’ and then they have
to passively undergo the everyday stress of hearing
their doctors (in university hospitals, also students)
expose them to the discussion among them during the
daily round about the risks that endanger them and
their fetuses.

Highly or Poorly ‘Mentalized’ Stressful
Experiences
In the situation aforementioned, hypertensive women
are trapped in a situation in which they are not
expected to interact with doctors, who often use
terms that cause them confusing and disquieting con-
cerns, such as ‘fetal distress’ or ‘neonatal depression.’
Since they are not expected to talk to doctors during
the professional exchange of ideas at the clinical
round, they do not have the opportunity to handle
their fears and anxiety in what has been termed
a ‘mentalized’ way [12], that is, being able to use
their upper cognitive functions which help discrimi-
nate between fantasy and reality, thus developing
adaptive behavior and soothing subjective reactions.

This issue of mentalized versus non-mentalized
stress is seldom taken into account, despite being of
utmost importance.While the person is paralyzed and
bound to his/her primitive animal reaction, the reac-
tion is the well-known fight/flight duet, with its cor-
responding neurobiological counterpart. However,
when upper mental functions can be put into action,
stress can turn into challenge that may lead to mental
upper functions and adaptive reactions.

Some persons, who are termed ‘psychosomatic’ or
‘psychosomatically vulnerable’ patients, are doomed
to respond to life stress, be it minor or dramatic, with
bodily reactions which endanger their health, even
their life. When stress is mentioned in connection
with pregnancy, it is this model which is borne in
mind. However, many women are highly mentalized
and react in a different, more protective way to stress
situations they have to face in their daily lives, includ-
ing the time they are pregnant.

The association between stress and pregnancy is
habitually regarded as a causal, one-to-one relation,
but in fact studies show only a relative, not absolute,
increase in likelihood of harm to mother or baby.
In these studies, many women have not been affected
by the stressful situation analyzed. These women in
whom stress has not harmed the fetus or affected the
course of pregnancy are not studied as to their differ-
ential characteristics and qualities (such as mentaliza-
tion) which may have protected them from the ill-
effect of stress during pregnancy.

An example of this can be that of a young woman
who was told during the second trimester of her first
pregnancy that her fetus was so severely malformed
that it was doomed to die shortly after birth. She
recalled her grandmother had weighed 500g at
birth and, with no intensive neonatal care or any-
thing similar at the time, she was set aside to die
while personnel attended on her mother. They invo-
luntarily laid her on a heat source and she survived.
Therefore, her fetus could also survive, an idea that
soothed her and allowed her to carry on her preg-
nancy without being overwhelmed by anguish and
anticipated grief. (In fact, though finally death took
place, her infant lived much longer than expected, in
which time she provided him with tender loving
care.)

Stress: Severe or Minor; Acute or
Chronic
It is evident from observation, and also a conclusion
that can be drawn from methodologically validated
scientific literature, that daily troubles stemming from
such normal situations as childrearing, work, even
heavy traffic (i.e. minor stress) do not have an ill-
effect on pregnancy. Otherwise, practically no new-
born would be healthy and practically no pregnancy
would have an uneventful course.

However, this is not always stated in scientific
papers. In fact, they often measure stress through
variables such as bereavement, which has stages evol-
ving in time, which generate varying degrees and
intensity of subjective suffering, that could be succes-
sively termed as major or minor, acute or stable.

Furthermore, dissemination of information
termed as ‘scientific’ seldom specifies the quality of
stress assessed; thus, a snow storm is presented as
equally harmful as a severe traumatic event as the
collapse of the Twin Towers (which, in fact, generated
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the premature birth of twice as many newborns as the
usual number in New York in the next week).

Reliable, Consistent Evidence
The association which appears consistently in the
literature in papers using reliable methodology is
between an extraordinary traumatic event during
the second or third trimester of pregnancy, and
a highly increased risk of premature birth in the
following week.

The other information that can be taken as reliable
evidence is that, in hypertensive or diabetic pregnant
women, stress (both acute and chronic, major or
minor) may decompensate their chronic condition,
thus favoring negative outcomes for both mother and
fetus. These effects are not to be overlooked, since
they include (in the case of hypertensive patients)
placental abruption or vascular accidents eventually
leading to maternal or fetal demise, and (in the case of
diabetic patients) eventual malformations, should
decompensation take place in the first trimester, or
stillbirth, should it happen later.

Beyond this, the body of ‘evidence’ becomes contra-
dictory, often methodologically weak and, as previously
stated, often contaminated by confounding variables.

Ameta-analysis published in the ISPOG Journal of
Psychosomatic Obstetrics and Gynecology [18] showed
an association of less than 1% between stress and poor
pregnancy outcome, which led the authors to the
conclusion that maternal psychosocial stress has no
clinical significance.

Methodological Issues
In line with those who have expressed concerns over
methodological issues in this subject (e.g., [21]), the
revision by Littleton et al. (2010) [18] dismissed as
methodologically invalid almost four-fifths of the
papers published.

In the first place, confounding variables are the
rule. For example, during Nazi occupation the Dutch
population was pushed to the limit of starvation dur-
ing a very long time, which obviously led to extremely
poor outcomes in the pregnancies taking place at the
time. Though obviously stressing, the damage on the
fetus produced by extreme lack of nutrients cannot be
overseen. However, this historical fact is often taken
as a paradigm when studying the ill-effects of stress
during pregnancy on the children born at that time or
shortly after.

Probably the confounding variables most fre-
quently overlooked are those related to the extremely
well-studied effects of early mother–infant bonding as
well as later family relations and rearing practices on
infant and child well-being and health, both mental
and bodily. Thus, stressful events taking place during
pregnancy are studied in connection to later problems
such as poor school performance or psychopathology
during adolescence, in which dismissing the weight of
other variables is equivalent to denying the develop-
ments of Pediatrics and Child and Adolescent
Psychology in the last century.

Stress studies are based on an underlying concep-
tion of cause-and-effect which can no longer be held
as acceptable in modern epistemology (which
acknowledges the complexity and multi-determined
condition of events in nature, let alone human life and
bondings).

As mentioned previously, a key flaw to reliability
of studies is the choice of variables used by researchers
to study the intangible group of events we call ‘stress.’
The description of the variables is often disregarded in
published research, especially abstracts. Furthermore,
researchers are free to choose whichever variable they
consider suitable, no matter how poorly it reflects the
construct (as the aforementioned case of studies mea-
suring stress in pregnancy according to the number of
prenatal care consultations attended) or how con-
taminated it is by confounding variables.

Another methodological flaw takes place in stu-
dies relying upon biological measures of elements
which truly reflect a reaction to stress (such as cortisol
or adrenaline), samples are often taken in situations
where it is difficult to determine whether stress can be
considered the cause of poor pregnancy outcome or it
is the consequence of the unfortunate event itself.
(A good example of this can be studies on the associa-
tion between stress and early pregnancy loss using
blood samples taken during hospitalization immedi-
ately after spontaneous abortion.)

Dealing with the Causes or the Effect?
In both lay and scientific publications, effects of stress
on pregnancy are measured by means such as ques-
tionnaires, scales, and biological samples, which, in
fact, take for granted that all the problem lies exclu-
sively within the woman’s body, mind, or both.
Stressful work, family discord, and domestic violence,
for instance, are considered as purely subjective
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processes affecting biological variables (e.g., catecho-
lamines) which, in turn, affect fetal healthy
development.

The dissemination and/or clinical use of this lim-
ited view has a burdensome effect on women, most
especially if their child is eventually unhealthy or dies
for whichever reason. Furthermore, this favors an
attitude from both healthcare personnel and their
family milieu to lay responsibility exclusively on
mothers, thus unfairly overlooking the fact that the
source of stress during pregnancy may actually stem
from others, such as employers or violent partners.
In the case of stress generated by illness or difficulties
with the woman’s other children, it is extraordinarily
difficult for the pregnant woman to keep calm to
protect the unborn child, while at the same time
keep active to take care of the ill or problematic
other child(ren).

The habitual approach of some doctors or mid-
wives to stress during pregnancy (based upon para-
doxically stressing the mother by ‘prescribing’ an
unstressful course of events during pregnancy)
seems inadequate and unfair, even potentially harm-
ful. An approach attempting to help women and
families solve the cause of stress seems more sensible,
sensitive, and effective, as will be shown.

A good example of this is the habitual practice in
some hospitals in Germany, where pregnant women
needing bed rest are not confined to a hospital bed but
granted eight-hour daily help in the household and
childrearing chores while they remain at home in
bed rest.

Pinard and the Social Roots of Poor
Pregnancy Outcome
Adolphe Pinard (1844–1934), famous for the crea-
tion of the stethoscope which bears his name, created
Puericulture, which is considered the root of what we
know today as Perinatology, an interdisciplinary
approach to the complex biopsychosocial events
and structural issues which determine perinatal
health and outcome, both for mothers and their
offspring.

Observing working women and the course of
events around them during pregnancy and the early
times of their children, Pinard made pioneering
observations on the influence of life and work condi-
tions on pregnancy outcome, especially in all that
concerns maternal nutrition and poor fetal growth.

Considering that premature birth and intrauterine
restricted fetal growth are still today the main unre-
solved problems of Perinatal Medicine and the major
causes of perinatal and infant death, as well as for
negative consequences for health along the life span,
these reflections coming from a wise, experienced
clinican are contributions to be taken into account.

The Concept of Scenarios
The Ministry of Health of Uruguay (a country with
a pioneering role in perinatal medicine and psycho-
social obstetrics) has designed several healthcare
programs for complex issues, such as drug abuse
duringpregnancy, based upon the concept of
‘scenarios.’

Stemming from the theories of complexity which
are the landmark of modern social sciences and
a community approach to healthcare, this concept
attempts to go beyond the idea of ‘clinical cases’ to
determine both diagnosis and treatment of whichever
health problem affects the individual or the commu-
nity. ‘Scenarios’ not only includes the biological or
even the psychosocial variables at stake but takes,
instead, a much wider stance to provide a scope of
variables that determine ill-health and the possibilities
of healthcare approaches to them.

Thus, in the aforementioned programs of the
Uruguayan Ministry of Health for drug abuse during
pregnancy, not only biological consequences on the
fetus and maternal psychopathology and compliance
to treatments proposed are taken into account, but
also social class, dwelling conditions, partner drug
abuse, attitude of her family and social milieu toward
drug abuse, country legal regulations, family history,
a history of child abuse, healthcare personnel attitude
toward women, accessibility of drugs during preg-
nancy, and any other issue which has been shown in
research (as have the former) to be risk or protective
factors for the occurrence and persistence of drug
abuse during pregnancy.

This concept of scenarios not only provides wider,
deeper understanding of the problem to be dealt with
but also protects the person bearing the problem (e.g.,
drug abuse, stress during pregnancy) from being held
as the only source of and, therefore, solely responsible
for the ill-effects of the problem. This concept also
allows clinicians and researchers to profit from infor-
mation stemming from both quantitative and quali-
tative research, as well as from both the medical and
the psychosocial disciplines.
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It goes without saying that the idea of scenarios can
be applied to the problem of stress during pregnancy.
In the vast majority of cases, stress arises not from the
woman herself but from scenarios generated by invo-
luntary events such as the loss of a loved one, severe
illness in another child, work or dwelling conditions,
and even tragedies beyond her personal or family life
(such as the collapse of the Twin Towers).

The use of the concept of scenarios in the approach
to stress during pregnancy not only helps to avoid
aggravating stress by laying the burden of responsi-
bility on the woman but, most importantly, allows us
to understand the causes of stress, not just its
consequences.

The Case for Intrauterine Growth
Restriction
Intrauterine growth restriction (IUGR) is a leading
cause for perinatal problems including perinatal death
and health problems which go beyond infancy and
childhood to reach adulthood and increase the risk for
metabolic and cardiovascular disease during late
adulthood.

IUGR has been shown to have a much higher
prevalence in life conditions stemming from poverty,
inadequate dwelling, poor educational status, strain-
ing work conditions and malnutrition or undernutri-
tion. In Uruguay, for instance, the prevalence of IUGR
in these unfavorable social conditions was 28% versus
9% in global country prevalence, according to reliable
official information for 2014.

An approach based upon the concept of scenarios
and providing relief from the causes instead of high-
lighting the consequences has managed to bring the
prevalence in the affected population groups down to
9%. This program (“Uruguay Grows with You”),
which has been designed to be one of the five national
priority health programs, is based upon interdisci-
plinary intensive work in territory providing psycho-
social interventions devised for the needs of each
family. Basically working through home visits (42 is
the mean) during a time span of nine months, the
program approaches families which include pregnant
women and/or children under 4 years of age. The aims
are not only related to psychosocial variables but also
biomedical issues, such as prevention of preterm
birth, promotion of fetal and infant growth, and pre-
vention of anemia in both mothers and their off-
spring. Psychosocial intervention is used as a tool to

reach a wider, deeper, and more reliable situational
diagnosis (scenario), as well as a means to generate
a ‘working alliance’ with families that may lead them
to receive effective healthcare and nutritional help
during these determining periods of life.
As mentioned previously, the outcome measures
show not only better psychosocial conditions after
the interventions but also remarkable changes in the
prevalence of prematurity (19–9%), IUGR (28–9%),
and anemia during pregnancy and the early years.
[23]

Conclusions and Recommendations
The conclusions stemming from all the aforesaid are
basically related to ethical concerns. The issue of stress
during pregnancy and its consequences has been dealt
with, both by the academic community and the ‘scien-
tific dissemination’ press, in a way that we consider
careless as to its effects on women and their families.
Both lay and clinical use of this methodologically
feeble information has disregarded the subjective
effect on women, thus paradoxically filling their gesta-
tional time with unnecessary stress.

We advocate an active attitude from scientific
societies and the academic world in general in pro-
tecting the public from what can be considered ‘toxic’
effect of inaccurate information. In the same trend, we
consider there should be both stimulus to and disse-
mination of research showing protective and compen-
satory factors to protect pregnancy, fetuses, and
infants from the stress their mothers have (mostly
involuntarily) undergone during pregnancy.

Finally, we consider dissemination and teaching
on this issue should include and emphasize not only
these protective factors but also a perception of the
effects of stress during pregnancy in a way that is not
general and unspecific but with clear indication of
condition, effects, time span of effects, and actions to
be taken to prevent damage. The example for this kind
of ‘protective dissemination’would bear the following
wording:

Intense, acute stress may improve the chance of pre-
mature birth in the following week, therefore exposed
pregnant women should have an extra prenatal con-
sultation specifically aimed at assessing and respond-
ing to the risk of preterm labour.

It can be considered that these recommendations
reflect the present-day concern over patient safety
following a reliable and ethically valid approach.
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Key Points

• The stress literature often fails to
distinguish between eustress and distress.

• Doctors and midwives may inadvertently
aggravate maternal stress by their approach to
the management of this condition.

• While it is important to know the consequences
of stress, it is also important to understand the
causes of stress.

• The complex nature of the correlates of
maternal stress means that the relationship
between maternal stress and pregnancy
outcomes cannot be framed as a simple
cause–effect relationship.

• Due to methodological problems it is often
difficult to draw robust conclusions from
published research on maternal stress.

• The approach based on the concept of
‘scenarios’ (instead of clinical cases), employed
successfully by the Uruguayan Ministry of
Health in the care of women with complex
biological and social needs, is an example of
a holistic approach to managing maternal stress.
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Chapter

32
Biopsychosocial Approach to the
Management of Drug and Alcohol
Use in Pregnancy
Nancy A. Haug, Raquel A. Osorno, Melissa A. Yanovitch,
and Dace S. Svikis

Use of alcohol, tobacco, and illicit drugs during preg-
nancy is associated with serious health complications
for mothers and infants alike. Pregnant women with
substance use disorders are less likely to seek or obtain
consistent prenatal care throughout their pregnan-
cies. This population is also at increased risk for
infectious diseases such as HIV, hepatitis, and sexu-
ally transmitted infections, as well as co-occurring
mental health conditions, including mood dysregula-
tion, anxiety, eating disorders and trauma. The direct
and indirect cost of prenatal substance use has major
economic consequences for every society and remains
a significant public health concern.

Pregnant women who use substances have unique
biopsychosocial needs that warrant careful considera-
tion in a socioeconomic and cultural context. Substance
use during pregnancy falls along a severity continuum
with regard to drug type and usage patterns (i.e., quan-
tity, frequency, route of administration). Perinatal care
providers have a unique opportunity to educate women,
encourage cessation and reduction, prevent medical
problems, and promote treatment when needed and
available. A comprehensive care model facilitates access
to care for women who may have limited resources and
struggle with significant barriers to treatment. This
chapter provides an overview of evidence-based
research and best clinical practices for managing sub-
stance use and misuse in pregnant women with a focus
on biological, psychological and sociocultural factors.

Screening, Brief Intervention,
and Referral to Treatment (SBIRT)
Screening, Brief Intervention, and Referral to
Treatment (SBIRT) is an evidence-based approach
used to identify and address problematic substance
use outside of traditional addiction treatment set-
tings. SBIRT is used in emergency, community

health, and primary care settings in the United
States [1], and is endorsed by several national orga-
nizations (e.g., American College of Obstetricians
and Gynecologists [ACOG]) [2]. SBIRT for preg-
nant women typically includes routine screening
for substance use as part of prenatal care, brief
advice or intervention when use is detected, and
referral to treatment when appropriate. SBIRT pro-
vides an armamentarium practitioners can use to
educate and promote substance use cessation,
which in turn is associated with better maternal
and infant outcomes.

Screening
Early identification of prenatal substance use is vital
so that potentially harmful effects onmother and fetus
can be ameliorated. Universal (i.e., routine) screening
is central to the basic SBIRT model. Since it detects
the continuum of substance use, screening provides
opportunity for education about the risks of use dur-
ing pregnancy as well as prevention of progression to
misuse. It also minimizes biases that come with
screening only when drug use is suspected.

Screening in pregnancy brings unique challenges.
In particular, the context in which screening occurs
and how it is implemented can have a profound
impact. Because drug use during pregnancy in many
countries can have legal or social repercussions,
women may deny substance use, seek care late in
pregnancy, or avoid prenatal care entirely if they
expect punitive measures to be taken against them
[3]. Other barriers include shame, stigma, lack of
family support, substance-using partners, lack of
childcare and transportation. As a result, it is impera-
tive that a nonjudgmental, respectful, supportive, and
safe environment is provided to ensure that these
women become engaged in treatment and obtain
proper medical care.
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For practical reasons, screening tools must be
short and easy to administer. Increased stigma of
using drugs during pregnancy raises concerns about
underreporting. Several brief screening tools have
been developed specifically for use with pregnant
women, which demonstrate good reliability and valid-
ity for detection of prenatal substance use. These
include the TWEAK [4], AUDIT-C [5], and the
T-ACE [6] for alcohol, and the Perinatal Substance
Abuse Screen (5Ps) [7] for other drugs (see
Table 32.1), as well as the CRAFFT for young
women under the age of 21 years [8]. Providers should
inquire specifically about prescribed medications,
over-the-counter medications, alcohol, tobacco, can-
nabis, and other illicit drugs (i.e., methamphetamine,
cocaine, MDMA, opioids, inhalants, and benzodiaze-
pines). If universal screening is impractical, research
has identified risk factors that predict alcohol and
substance use during pregnancy which include smok-
ing cigarettes in the month before pregnancy, conti-
nuing to smoke during pregnancy, living with or
having a partner who uses substances, presence of
a psychiatric disorder, and history of physical or sex-
ual trauma.

Urine drug testing can also confirm suspected or
reported drug use in pregnant women. Urine drug
tests should only be used with the women’s consent
and should not be relied on as the sole indication of
drug use; routine drug testing is not highly sensitive
for many prescription drugs and may produce false-
positive and false-negative results. Imposing manda-
tory urine testing is impractical, expensive, and may

disproportionately impact minority groups, worsen
negative legal consequences, and compromise access
to health care [9].

Pregnant women, particularly those who report
a history of injection drug use or who have injecting
male partners, should be screened for blood–borne
viruses: human immunodeficiency virus (HIV), hepa-
titis C virus (HCV) and hepatitis B virus (HBV).
The World Health Organization (WHO) has pub-
lished recommendations for prevention of mother-
to-child transmission of HIV and postnatal care in
HIV-positive women [10]. Although HCV cannot be
treated during pregnancy, medical review and liver
function tests should be conducted if the HCV anti-
body is positive. HBV vaccination of the infant can be
performed to reduce vertical transmission fromHBV-
positive mothers.

Brief Intervention
When a pregnant or postpartum woman screens posi-
tive for alcohol, tobacco, or other drug use, the practi-
tioner should proceed to brief intervention (BI) [11].
BI components may include practitioner advice, feed-
back and motivational interviewing. BI are typically
short in duration (approximately 5–30 minutes)
and rely upon the FRAMES model (Feedback,
Responsibility, Advice, Menu of Options, Empathy,
Self-Efficacy) to increase awareness and elicit beha-
vior change [12]. Since having a healthy baby is often
a prime motivation to reduce or cease drug use, BIs
can be tailored to include information about sub-
stance use during pregnancy and benefits for the
fetus of reducing or stopping substance use.
Practitioner advice should be offered in a nonjudg-
mental way without using scare tactics, ideally in
response to a women’s concern about the pregnancy
and request for information. Evidence of BI effective-
ness in pregnant women is strongest for alcohol [13]
but was also effective for other substances in a London
sample of pregnant adolescent girls [14].

For smoking, a modified brief counseling pro-
gram, the 5As, is recommended by ACOG and the
National Cancer Institute. The “5As”: Ask, Advise,
Assess, Assist, and Arrange offer a practical, effective
intervention with pregnant smokers and may moti-
vate a quit attempt [15]. For those unwilling to set
a quit goal, the 5Rs (i.e., Relevance, Risks, Rewards,
Roadblocks, and Repetition) can be discussed.
Training materials for the 5As are available, and com-
puterized versions show moderate increases in

Table 32.1 Prenatal screen for alcohol, tobacco, and substance
use: 5Ps

1. Parents Did any of your parents have
a problem with alcohol or other drug
use?

2. Peers Do any of your friends have a problem
with alcohol or other drug use?

3. Partner Does your partner have a problem
with alcohol or other drug use?

4. Past In the past, have you had difficulties in
your life due to alcohol or other drugs,
including prescription medications?

5. Present In the past month have you used
alcohol, other drugs, or smoked
cigarettes?

A single “yes” response suggests the need for further assessment.
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motivation, self-efficacy, and intention to change
among pregnant smokers [16].

The “SBIRT” smartphone application can also
screen for alcohol, tobacco, and substance use, com-
plete a BI, and make referrals to treatment based on
motivational interviewing. The phone app contains
a three-question screen and other established screen-
ing measures, which link to the stages of change
(i.e., precontemplation, contemplation, preparation,
action and maintenance). These can be helpful in
determining a woman’s readiness to reduce or quit
alcohol, tobacco, or drugs, so that a tailored BI can be
provided. Phone and computerized intervention stra-
tegies have the potential to save time, lower costs, and
reduce the need for intensive staff and practitioner
training. These technologies also offer anonymity and
confidentiality to patients, yielding more self-
disclosure and less socially desirable responding, par-
ticularly in regard to stigmatized behavior such as
substance use [17].

Referral to Addiction Treatment
A complete history of medical conditions, obstetric
health, psychiatric disorders, and family/social func-
tioning should be obtained in order to determine the
level of care and appropriate modality of addiction
treatment. Detoxification may be indicated to resolve
withdrawal symptoms and to stabilize patients prior
to inpatient treatment.

Psychosocial and behavioral treatments for alco-
hol and substance use are effective when delivered in
both inpatient and outpatient addiction treatment
settings. These interventions typically includemotiva-
tional interviewing, cognitive behavioral therapy,
group and family therapies, and relapse prevention.
Psychosocial treatment based on the therapeutic com-
munity model is common in many European coun-
tries. Psychosocial approaches specifically showing
effectiveness for pregnant women are more limited.
Nonetheless, contingency management approaches
have demonstrated improved retention in drug treat-
ment and access to prenatal services for pregnant
women [18].

Comprehensive Care Model
Many pregnant women with substance use disorders
require comprehensive and coordinated care to
address the complex biopsychosocial factors they
often face throughout pregnancy and postpartum.

Services should fit the needs of the patient, rather
than adapting the patient’s needs to the services
offered by a particular agency; multidisciplinary coor-
dination is necessary to counteract the historical
separation of prenatal care and substance use treat-
ment. The Advisory Council on the Misuse of Drugs
(ACMD) recommends maternity services offered to
substance using pregnant women be integrated with
services that address both long-standing psychosocial
concerns and those that emerge during the pregnancy.
Services linked with obstetric care ideally include pri-
mary health care, social work for children and
families, pediatrics, psychiatry, and pain and addic-
tion medicine. Along with adherence to the compre-
hensive care model, the ACMD emphasizes the
importance of providing comfortable, accessible ser-
vices and including patients in any decision-making
regarding their care [19].

There are many ways in which medical providers
can facilitate access to substance use treatment. Direct
linkage from obstetrical care to substance use out-
patient services doubles the chance that patients will
complete the referral. For high-risk women, the role
of prenatal care providers does not stop with a referral
or list of resources. Providers can initiate contact with
the referral, escort patients to appointments, and then
follow up after the scheduled appointment with
a substance use specialist. When the obstetrical staff
facilitate access to necessary resources, interorganiza-
tional linkages develop, which can help prevent
patients from falling through the cracks between
referrals. Agencies should develop treatment plans
in conjunction with one another, and collaborate on
tracking patients’ progress throughout the course of
pregnancy [20].

Comprehensive casemanagement addresses social
and environmental factors that may affect a pregnant
woman’s ability to engage in treatment, such as assis-
tance with finances, linkages to legal and welfare ser-
vices, safe housing options, education and job training
and domestic violence services [20]. In particular,
transportation can be a significant obstacle for
patients who live in rural areas or have limited
income. Lack of reliable transportation may increase
the number of missed prenatal care appointments, as
well as impact a patient’s ability to engage in sub-
stance use treatment. Offering transportation services
and attending to social barriers improve the probabil-
ity that women remain in treatment and reduce post-
treatment substance use [21].
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Familial and work obligations are also associated
with poor treatment retention. Onsite childcare and
children’s programming during treatment are an
important aspect of comprehensive care. Residential
treatment settings that allow children to stay with
their mothers are associated with positive outcomes
across various domains of psychosocial functioning.
Unfortunately, many outpatient and residential pro-
grams do not offer childcare services, and children are
usually not permitted to accompany mothers in
addiction treatment settings [20].

Substance use, psychiatric illnesses, and psychoso-
cial stressors are often associated with adverse child-
hood experiences within the family of origin or foster
care system. Because women in treatment for sub-
stance use often lack positive models of parenting
themselves, they may benefit from parenting classes.
Parenting classes may mitigate the effects of
a woman’s substance use on her family and result in
higher rates of abstinence when offered in conjunc-
tion with childcare and prenatal care. Providers can
make referrals to parenting classes or incorporate
these classes directly into treatment programming
[22, 23].

Psychiatric Disorders
Research shows that women with substance use dis-
orders are more likely than other women to have co-
occurring mental disorders. Psychiatric symptoms,
such as depression and anxiety, can be exacerbated
by pregnancy and may have adverse effects on addic-
tion treatment outcomes [20]. Women with co-
occurring mental health diagnoses may benefit from
pharmacological treatment, psychiatric services,
diagnosis-specific care (e.g., nutrition counseling for
women struggling with eating disorders), and/or chil-
dren’s mental health services. Some pregnant women
may feel more comfortable engaging in treatment that
offers support for such issues as intimate partner
violence, sexual abuse and trauma [23]. High rates of
current exposure to physical and emotional violence
are found among pregnant women with substance use
disorders. Trauma-focused interventions for women
with co-occurring drug problems are empirically vali-
dated and widely adopted [24].

Cultural Competency
Cultural factors are closely related to women’s partici-
pation in substance use treatment during pregnancy, as

well as continued benefit from treatment after comple-
tion. Services for patients with disabilities should
include translation services for the hearing impaired
and provision of materials for the visually impaired.
Interpreter services should be available when treatment
is not offered in a patient’s primary language.
Culturally competent providers should be knowledge-
able about a variety of ethnic and cultural backgrounds,
and maintain a sense of openness about how these
identities intersect with gender and substance use.
Guidelines for culture-specific treatment considera-
tions exist and are an important part of sensitive and
respectful care [20].

The stigma of substance use for pregnant women
may hinder treatment seeking. Due to societal atti-
tudes and gender role expectations, women often
experience feelings of shame and guilt, low self-
esteem, decreased self-efficacy, and fear of negative
consequences such as loss of child custody. Women
who are of color, disabled, older, lesbian, and/or poor
may experience additional challenges in many cul-
tures. To counter stigma, providers should maintain
a nonjudgmental, supportive, and respectful stance,
alongside an understanding of women’s issues and
cultural differences.

Gender-specific programming significantly affects
both short- and long-term outcomes in multiple areas
of psychosocial functioning. In the first year after
completing gender-specific treatment, studies have
shown reduced utilization of mental health services,
decreased aftercare treatment for substance use and
lower rates of arrest [25].

Postpartum Maintenance
The effects of gender-specific programming extend
beyond the course of treatment to aftercare. Women
in gender-specific treatment are more likely to engage
in continuing care than women in mixed-gender
treatment. Even for women who achieve abstinence
during pregnancy, postpartum relapse is common
and necessitates continued care. In terms of postpar-
tum relapse prevention, gender-specific relapse pre-
vention groups yield better outcomes for women six
months after treatment completion than mixed-
gender groups [21, 26].

Maintaining postpartum abstinence, or substan-
tively reducing use, is not only important to maternal
and newborn health but can also make a difference
with subsequent pregnancies. Women with substance
use disorders are at risk for unplanned pregnancies.
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Due to the dramatic effect substances can have on fetal
health during the first trimester, interpartum interven-
tions may offer an opportunity to intervene before
pregnancy awareness or prior to the first prenatal
visit. For example, CHOICES: A Program for
Women about Choosing Health Behaviors is a BI
that targets risky drinking and contraception for non-
pregnant women of reproductive age as a public health
strategy to prevent alcohol-exposed pregnancies [27].

Physiological Considerations
The following section focuses on biological and phy-
siological considerations for practitioners who care
for pregnant women, includingmaternal intoxication,
withdrawal, fetal effects and breastfeeding. While the
majority of female drug users consume multiple sub-
stances, this synopsis looks separately at each class of
drugs. This provides an opportunity to highlight
unique characteristics and sequelae associated with
each substance during pregnancy and postpartum.
Table 32.2 presents the effects of perinatal substance
use, and Table 32.3 provides breastfeeding guidelines.

Alcohol. Of all substances, alcohol may be most
dangerous to the developing fetus. No safe levels have
been established for consumption in pregnancy. Once
alcohol is imbibed, fetal alcohol levels approximately
equal the mother’s in about one to two hours. Because
of fetal reuptake of amniotic fluids, the fetus remains
exposed for extended periods of time [28].

Maternal alcohol intoxication is marked by the
development of cerebellar-motor retardation, result-
ing in incoordination and unsteady gait, slurred
speech, nystagmus, impairment in attention or mem-
ory, and more severely in stupor or loss of conscious-
ness. Signs of withdrawal include tremens, autonomic
reactivity, insomnia, nausea/vomiting, anxiety, psy-
chomotor agitation and, in extreme cases, auditory,
visual, or tactile hallucinations and grand mal sei-
zures [29]. Management of alcohol withdrawal is
imperative to the safety of mother and fetus. Peak
withdrawal occurs 24 hours after the last alcoholic
beverage is consumed and can be potentially fatal.

According to WHO, pregnant women with alco-
hol use disorders should be encouraged to stop alco-
hol use and, if necessary, referred immediately to
a detoxification program under direct medical super-
vision. Detoxification from alcohol can be undertaken
at any point during the pregnancy, though maximum
benefits are achieved for both mother and fetus with

early intervention. Pharmacologic treatment of alco-
hol withdrawal in infants includes short-term admin-
istration of long-acting benzodiazepines. Medically
supervised pharmacological withdrawal is not asso-
ciated with any significant negative consequences to
the fetus. In fact, the risks of continued alcohol use
during pregnancy far outweigh the risks of under-
going medically supervised detoxification [11].

If breastfeeding is being considered, women
should be educated about alcohol’s effect on lactation.
Following consumption, lactation is temporarily
decreased due to inhibition of the milk ejection reflex.
However, alcohol will pass into breast milk, and can
be found in concentrations similar to those found in
the mother’s blood. Long-term effects of exposure to
the infant are unknown, thus the WHO recommends
waiting at least two hours following the consumption
of one drink before breastfeeding. Women who drink
more than one standard drink on an occasion should
wait four to eight hours before breastfeeding [11].

Tobacco. Pregnancy is an important time to moti-
vate women to stop smoking. Reduction of tobacco
intake or abstinence from smoking provides benefits
for mother and fetus, most notably higher birth
weight and reduced risk of preterm birth. Fetal
growth is most affected by maternal smoking during
the second and third trimesters. Women who quit
smoking in the first trimester have infants with
growth parameters similar to those of non-smokers
[30]. Financial incentives (e.g., gift certificate or vou-
cher) have evidence for supporting pregnant women
in quitting smoking, especially when provided inten-
sively [31]. However, even with resources for clinic-
wide implementation, two recent studies in Scotland
and England underscore the difficulty in practical
translation of financial incentives, with low rates of
pregnant women signing on (i.e., 20% and 39%,
respectively) and low quit rates, particularly among
those from lower socioeconomic status [32, 33].

WHO recommendations for the management of
tobacco use in pregnancy state that there is currently
insufficient evidence to determine whether or not
pharmacotherapy (i.e., nicotine replacement therapy
[NRT], bupropion, varenicline) is effective or safe
when used in pregnancy for smoking cessation [34].
Several national guidelines have recommended NRT
in pregnancy under close medical supervision when
psychosocial interventions fail. Higher doses of nico-
tinemay be required to prevent withdrawal symptoms
since nicotine is metabolized more rapidly during
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pregnancy. Maternal tobacco withdrawal symptoms
include irritability, frustration or anger, insomnia,
depressed mood, increased appetite, anxiety and

restlessness [29]. When NRTs are combined with
a faster-acting form of nicotine (nicotine patch, in
addition to nicotine inhalator, gum, or lozenge),

Table 32.2 Effects of Perinatal Substance Use

Drug Perinatal Complications Neonatal Effects Long-Term Effects

Nicotine • Intrauterine growth
restriction

• Premature delivery
• Placental abruption
• Low birth weight

• Low birth weight
• Breathing

difficulties
• SIDS
• Increased

mortality

• Asthma
• Obesity
• Type 2 diabetes
• ADHD
• Heart disease
• Neurodevelopmental

impairments

Alcohol • Withdrawal, including
delirium tremens if
severe

• Placental abruption
• Preterm delivery
• Fetal distress

• Small head size
• Withdrawal,

including seizures
if severe

• Restricted growth
• Abnormalities of heart, skeleton,

and brain
• Fetal alcohol spectrum disorders

(FASD)
• Fetal alcohol syndrome
• Facial abnormalities including

upper lip border, smooth
philtrum, and short palpebral
fissures

Cannabis • Fetal growth restriction • Small head size
• Altered

neurobehavioral
performance

• Greater difficulty with
visuospatial tasks, language,
verbal reasoning, short-term
memory, attention

• Depression
• Attentional difficulties

Cocaine • Placental abruption
• Early membrane

rupture
• Preterm delivery
• Spontaneous abortion

• Low birth weight
• Tremors, rapid

breathing
• Withdrawal

• Growth restriction
• Neurodevelopmental

impairments

Amphetamines • Premature delivery
• Preeclampsia
• Eclampsia
• Placental abruption
• Pregnancy-induced

hypertension

• Low birth weight
• Fetal death
• NAS

• Growth restriction
• Cognitive impairments
• Decreased arousal
• Increased stress

Benzodiazepines • Spontaneous abortion • Withdrawal • Cardiovascular abnormalities
• Digestive tract abnormalities
• Limb malformations
• Oral cleft

Opioids • Preterm delivery
• Stillbirth

• Low birth weight
• NAS, including

seizures if severe

• Growth restriction
• Behavioral and developmental

delays

Adapted from SOGC Clinical Practice Guidelines [52].
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smoking cessation rates increase [35]. AlthoughNRTs
eliminate additional toxins present in cigarette smoke
and pregnant women should be encouraged to use
them as a step toward smoking cessation, nicotine in
any dose is ultimately unhealthy for the developing
fetus.

If smoking is continued or resumed postpartum,
the mother should be educated about risks to the child
posed by breastfeeding. Nicotine and its metabolites
can be found in breast milk, though at lower levels
than those present in maternal saliva. Long-term
effects of exposure to nicotine in breast milk are not
known, but postpartum smoking should be discour-
aged even if not breastfeeding because secondhand
smoke poses additional significant risks to the
infant [36].

Cannabis. Cannabis sativa (marijuana) is the most
commonly used illicit drug in pregnancy, with
increasing prevalence in many parts of the world
due to legalization, decriminalization and medicaliza-
tion. In the mother, symptoms of cannabis intoxica-
tion include red eyes, increased appetite, dry
mouth and slowed heart rate. Signs of withdrawal

include irritability, anger or aggression, nervousness,
difficulty sleeping, decreased appetite, restlessness,
depressed mood, tremors, sweating, fevers, chills,
headache and abdominal pain [29].

Harmful effects of cannabis exposure in utero are
more nuanced than those of other substances, and
outcomes are often confounded by other substance
use and psychosocial factors. Cannabinoids such as
tetrahydrocannabinol (THC) may disrupt normal
brain development and function. Smoking, the most
common route of administration for THC, has nega-
tive implications for pregnancy and lactation.
Cannabis passes easily into breast milk and can
reach levels significantly higher than maternal serum
levels. Though the effects of cannabis use on lactation
are inconclusive, breastfeeding should be discouraged
if the mother uses cannabis postpartum to eliminate
risk of later neurodevelopmental impairments [37].

Cocaine. Cocaine is a plant-derived stimulant and
local anesthetic with a short half-life. Cocaine intox-
ication in the mother is characterized by increased or
decreased heart rate and blood pressure; dilated
pupils; sweating or chills; nausea or vomiting;

Table 32.3 Breastfeeding Guidelines for Pregnant Women with Substance Use Disorders

Drug Breastfeeding Indicated? Effects on Mother and Infant

Nicotine Yes, following medical consult • Effects unknown

Alcohol Yes: 2 hours following one drink; 4–8 hours
following multiple drinks

• Lactation decrease in mother
• Infant effects unknown

Cannabis No • Effects unknown, but passes into breast
milk in high quantities

Cocaine No, if actively using
Yes: 48 hours following consumption

• Infant intoxication and seizures

Amphetamine No, if actively using
Yes: 48 hours following consumption

• Inhibits prolactin release
• Can reduce supply

Benzodiazepines Short-acting: Yes, following medical consult
Long-Acting: No

• Some incidents of suckling difficulties
and sedation reported

• Increased drowsiness in the mother
raises risk that she will fall asleep and
smother infant

Illicit Opioids Yes: 24 hours after consumption • Infant central nervous system depression
• Infant death

Methadone Yes • No significant effects reported

Buprenorphine/
Naloxone

Yes • No significant effects reported

Slow-Release
Morphine

Yes, following medical consult • Infant central nervous system depression
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psychomotor agitation or retardation; evidence of
weight loss; muscular weakness, slowed breathing,
chest pain, or cardiac arrhythmias, confusion, sei-
zures, involuntary muscle movements or coma.
Maternal withdrawal symptoms include fatigue,
vivid nightmares, insomnia or hypersomnia,
increased appetite and psychomotor retardation or
agitation [29].

Women who use cocaine postpartum are advised
not to breastfeed. Cocaine passes readily into the
breast milk, potentially exposing the infant to signifi-
cant amount of the drug. Though research in this area
is limited, studies have documented that infants
exposed to cocaine in this manner can suffer cocaine
intoxication and seizures [38].

Amphetamine. Amphetamine-type substances
(i.e., amphetamine, methamphetamine, MDMA)
have increased in prevalence worldwide, particularly
in North America, Europe, and Asia [39].
Methamphetamine is a potent, man-made stimulant
drug with a half-life longer than cocaine’s and addi-
tional mechanisms of action in the central nervous
system. Providers should be aware of amphetamine
properties to improve identification and referral to
treatment. Short-term effects include increased wake-
fulness and energy, decreased appetite, increased sex-
ual activity, and physiological complications such as
arrhythmias, hypertension, seizures and hyperther-
mia. Chronic use often leads to depression, anxiety,
confusion, insomnia, memory loss, weight loss, dental
problems, violent behavior and psychosis [40].
In managing withdrawal from stimulants for preg-
nant women, psychopharmacological medications
may be useful in addressing psychiatric symptoms
but are not routinely required [11].

A specific withdrawal syndrome is not defined for
amphetamine-exposed neonates, but a small percen-
tage develop severe withdrawal symptoms,
a condition known as neonatal abstinence syndrome
(NAS), that require intervention. One study deter-
mined that approximately 49% of methamphetamine-
exposed infants exhibited withdrawal symptoms
within the first three days of life but only 4% required
medication management [41]. Amphetamine is docu-
mented to pass into breast milk in varying quantities.
The effects of breastfeeding following amphetamine
include increased infant irritability, agitation and
crying. Breastfeeding is discouraged for at least
48 hours following amphetamine use to reduce risk
of infant exposure [42].

Benzodiazepines.Women may be prescribed ben-
zodiazepines to treat symptoms of anxiety, sleep
difficulties or hyperemesis gravidarum that present
during pregnancy. Typical maternal withdrawal
symptoms include irritability, sweating, tachycardia,
hand tremor, increased anxiety, sleep difficulty and,
more seriously, cognitive distortions, delirium and
seizures [29]. Benzodiazepines should not be discon-
tinued abruptly because withdrawal symptoms may
present complications for mother and fetus. Longer-
acting benzodiazepines should be used for tapering
to limit withdrawal symptoms and risk of seizure
[11].

Benzodiazepines enter breast milk in varying
quantities depending on the exact substance and
dosage. Research shows low incidence of adverse
effects during breastfeeding while taking benzodiaze-
pines, though some incidents of suckling difficulties
or sedation have been reported in the infant [43].

Opioids. Prescription misuse of opioids is increas-
ingly common, and drugs in this category include
oxycodone, hydrocodone, codeine and morphine.
Heroin is an illicit opioid that is injected intrave-
nously, smoked or snorted. Signs of maternal opioid
intoxication include constriction of the pupils, drow-
siness, slurred speech, impaired attention or memory
and loss of consciousness. Withdrawal symptoms in
pregnant women include depressed mood, insomnia,
fever, yawning, diarrhea, nausea or vomiting, muscle
aches, runny nose or tearfulness, dilation of pupils,
goose bumps and sweating [29].

Opioid use in pregnancy is associated with pre-
term delivery, low birth weight, and still birth, and
mothers are more likely to suffer from major depres-
sion, anxiety disorders, and chronic health conditions
such as HIV, diabetes, renal disease and hypertension.
Further, opioid-using patients are four times as likely
to remain in the hospital five or more days post
delivery and four times more likely to die before
hospital discharge. On average, the cost of hospitali-
zation of an opioid user is much higher non-opioid
related hospitalizations.

Neonates exposed to opioids in utero may develop
NAS between one and seven days after delivery, which
can last one to two weeks. Symptoms of NAS span the
autonomic, gastrointestinal and central nervous sys-
tems, and often require medical intervention. Doses
of morphine or methadone are common pharmaco-
logic treatments, but risks of administration must be
weighed with severity of NAS symptoms [44].
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Different opioids transfer into breast milk in vary-
ing amounts. While some opioids are frequently pre-
scribed to mothers postpartum for pain management,
others such as codeine and oxycodone have been
shown to cause central nervous system depression or
death in the infant.

Opioid Pharmacotherapy
Access to opioid pharmacotherapy depends on gov-
ernmental restrictions as well as political, social and
cultural factors. In some countries, methadone and/or
buprenorphine maintenance treatment is unavailable
or illegal. For example, all treatment for substance use
disorders in the Russian Federation is abstinence-
oriented and opioid substitution therapy is against
the law. Other countries in Eastern Europe and Asia
such as China and India have significant unmet treat-
ment needs for opioid users [45].

Methadone. Methadone is an opioid agonist indi-
cated for patients suffering from opioid use disorders.
It is used worldwide to promote abstinence from illicit
opioid substances and to improve treatment atten-
dance and prenatal care utilization. Methadone is
generally considered safer than illicit opioids for
both mother and fetus because it reduces associated
behaviors of illicit drug seeking such as sharing injec-
tion needles or trading drugs for sex. Most research
demonstrates methadone efficacy at doses between 60
and 100 mg for pregnant women [46].

Methadone use in pregnancy increases likelihood of
compliance with prenatal care and substance use treat-
ment during pregnancy.Despite its benefits,methadone
maintenance treatment in pregnancy is not without
risks. The probability of methadone-exposed infants
developing NAS is comparable to those of infants
exposed to other opioids in utero regardless of the
mother’s methadone dose. Methadone-induced NAS
is treated in the same manner as other opioid-induced
NAS, usually with tapered morphine administration.
However, methadone treatment during pregnancy is
associated with fewer pregnancy complications,
reduced illicit opioid use and better treatment outcomes
for mother and fetus [46]. Breastfeeding is not contra-
indicated for mothers on methadone maintenance
treatment because amounts found in breast milk are
sufficiently small [47].

Slow-Release Morphine. Slow-release morphine is
also known to effectively treat opioid use disorder
during pregnancy. A comparative study of methadone
and morphine maintenance in pregnant women

indicated that infants born to the women in both
groups had statistically similar birth weights that
were within normal range, while newborns in both
groups exhibited signs of NAS [48]. Since little
research exists on the safety of breastfeeding while
taking slow-release morphine, infants should be mon-
itored for signs of central nervous system depression.

Buprenorphine/Naloxone. Buprenorphine is
a partial opioid agonist that is an alternative tometha-
done for opioid use disorder treatment. An advantage
of buprenorphine is that it can be dispensed in weekly
or biweekly doses, unlike the daily distribution at
a licensed clinic required by methadone. This results
in a more convenient treatment option, especially for
patients living in rural settings or those with limited
access to transportation.

Buprenorphine’s safety profile is generally
considered better than methadone’s because it is a
partial agonist, reducing likelihood of overdose.
Buprenorphine-exposed neonates also exhibit a lower
incidence of NAS and have shorter hospital stays.
However, patients treated with buprenorphine are sta-
tistically less likely to continue in treatment than those
treated with methadone [49].

A more recent formulation of buprenorphine
includes naloxone, an opioid antagonist. The addition
of naloxone prevents overdose and discourages diver-
sion, selling or giving the drug away instead of being
taken as prescribed. Clinical judgment should be used
when deciding to keep a woman on the combined
formulation or switching to buprenorphine alone
when pregnancy is confirmed. Breastfeeding while
on buprenorphine is generally considered safe and
should be encouraged [47, 49].

Pregnant women maintained on opioid replace-
ment therapy generally require higher doses of pain
medication during labor than women not taking
opioid substitution. Opioid replacement therapy
should not be discontinued during labor or cesarean
section, but medication is typically divided into three
or four doses over the course of the day to improve
pain management and prevent withdrawal [50, 51].

Conclusion
Perinatal use of alcohol, tobacco and other drugs
increases risk for adverse maternal and infant out-
comes. Early detection is important, and obstetric
care providers are in a unique position to provide
education and brief intervention to women using
drugs during pregnancy. When substance use is
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severe, providers can also refer such women to addic-
tion treatment. To assist practitioners in such efforts,
the WHO has published guidelines for the identifica-
tion and management of substance use disorders dur-
ing pregnancy [11]. Intended for a global audience of
practitioners, including those from low- and middle-
income countries, these guidelines highlight the
importance of adapting recommendations to meet
the needs of local health care systems. This is impor-
tant, because while research has shown that pregnant
women with substance use disorders are likely to
benefit most from comprehensive, coordinated care,
such programs do not exist in many parts of the
world. Practitioners are encouraged to identify and
address barriers, develop services, and form care plans
within their socioeconomic and cultural context.

Key Points

• Pregnant women with substance use
disorders are more likely than other women
to have co-occurring mental disorders and/
or current exposure to physical and
emotional violence.

• Screening, Brief Intervention, and Referral to
Treatment (SBIRT) for pregnant women
typically includes routine screening for
alcohol, tobacco, and other drug use as part of
prenatal care; brief advice or intervention
when use is detected; and referral to treatment
when appropriate.

• Brief screening tools for use with pregnant
women include the TWEAK, AUDIT-C, and
the T-ACE for alcohol, the Perinatal Substance
Abuse Screen (5Ps) for other drugs; and the
CRAFFT for young women under the age of 21
years.

• Brief intervention components may include
practitioner advice, feedback and
motivational interviewing.

• Technology-based interventions have
potential to save time, lower costs and reduce
the need for intensive staff and practitioner
training, while offering anonymity and
confidentiality to patients.

• Evidence-based psychosocial and behavioral
treatments for alcohol and other drug use
during pregnancy include motivational
interviewing, cognitive behavioral therapy,
contingency management, group and family
therapies, and relapse prevention.

• Services should fit the needs of the patient,
rather than adapting the patient’s needs to the
services offered by a particular agency.

• Multidisciplinary care coordination is
necessary to counteract the historical
separation of prenatal care and substance use
treatment.

• Pregnant women maintained on opioid
replacement therapy generally require higher
doses of pain medication during labor than
women not taking opioid substitution. Opioid
replacement therapy should not be
discontinued during labor or cesarean section.

• Parenting classes may mitigate the effects of
a woman’s substance use on her family and
result in higher rates of abstinence when offered
in conjunction with childcare and prenatal care.

• Even for women who achieve abstinence
during pregnancy, postpartum relapse is
common and necessitates continued care.
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Biopsychosocial Factors in Preterm Labor
and Delivery
Gabriel D. Shapiro, William D. Fraser, and Jean R. Séguin

Introduction
Preterm birth (PTB) is a significant and growing
problem in contemporary obstetrics, leading to
increased neonatal morbidity and mortality and
entailing substantial social and economic costs. PTB
is the leading cause of infant mortality in industria-
lized countries, accounting for 60% of perinatal mor-
tality and about half of long-term neurologic
morbidity [1]. PTB is defined by the World Health
Organization as delivery before 37 completed weeks
of gestation. In 2013, the rate of PTB was 11.4% of live
births in the United States [2], where annual acute
care costs for preterm infants are estimated at more
than $26 billion [3]. Preterm infants are at increased
risk of respiratory distress, jaundice, hypoglycemia,
and neonatal death, as well as developmental delays
and needs for special education. There is also mount-
ing evidence linking PTB to health outcomes in adult-
hood. Additionally, PTB exacts an emotional and
financial burden on parents, increasing maternal dis-
tress and depressive symptoms [3]. Of great concern is
the fact that PTB has not shown the same reductions
in recent decades as other adverse neonatal health
indicators. Rates of PTB are actually increasing in
many industrialized countries [4], though recent
reductions have been seen in the United States [2].

PTB shows a biological complexity and phenoty-
pic heterogeneity that make prediction and preven-
tion especially difficult [4]. Preterm labor precedes
about half of all PTBs, while preterm premature rup-
ture of membranes and iatrogenic causes (indications
for induced delivery such as severe preeclampsia) are
each involved in roughly a quarter. Identified risk
factors include previous preterm delivery, multiple
gestation pregnancy, low pre-pregnancy body mass
index or gestational weight gain, chorioamnionitis
or other intrauterine infection, mechanical factors
such as incompetent cervix and uterine malforma-
tions, and indications for early delivery [5]. While

many risk factors, particularly biological ones, are
quite reliable in terms of their associations with PTB
across different populations, they are not highly spe-
cific to PTB, and the ability to predict PTB from a risk
factor profile remains poor. In fact, only about half of
preterm deliveries are preceded by one of these known
risk factors. In addition, PTB exhibits troubling dis-
parities across racial groups and socioeconomic strata
[2, 3]. Identification of novel risk factors and elucida-
tion of the pathways linking risk factors to PTB are
thus crucial research priorities.

While understanding of biological risk factors for
PTB is more advanced than for psychosocial risk
factors, a growing literature supports the role of
psychosocial stress during pregnancy (PSP) in the
etiology of preterm labor and birth [5].
Neuroendocrine, inflammatory, and maternal life-
style and behavioral pathways are hypothesized to
mediate the link between PSP and PTB [6–8].
However, there has been heterogeneity in findings
regarding the role of various forms of PSP as
a potential predictor of PTB. Therefore, this chapter
will survey the published evidence on the association
between PSP and PTB, and will highlight established
and hypothesized physiologic pathways mediating
this relationship. Beginning with an overview of dif-
ferent measures of PSP, we will describe the litera-
ture investigating their associations with PTB.
We will then discuss the biological manifestations
of PSP, the physiologic responses to chronic and
acute stress, and the mechanisms hypothesized to
mediate the link between PSP and PTB.

Psychosocial Stress during Pregnancy
and Preterm Birth
Several types of PSP including stressful life events,
perceived stress and pregnancy-related anxiety have
been associated with PTB [8, 9]. There is also some
understanding of the biological pathways underlying
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these links and how they vary across pregnancy, but
it remains incomplete. Heterogeneity of exposure
measurement and outcome definitions pose chal-
lenges to the determination of overall links.
The following sections summarize existing knowl-
edge on the measurement of PSP and on its associa-
tion with PTB.

Measures of Psychosocial Stress during
Pregnancy
Stress constitutes a psychophysiological conse-
quence of any event challenging an individual’s
capacity to cope. Stressful life events are situations
likely to objectively require some degree of coping
in ongoing life adjustment, while perceived stress is
defined as the degree to which situations in one’s
life are subjectively appraised as stressful. Anxiety is
a related concept measuring individual psychologi-
cal and physical manifestation of exposure to per-
ceived stress. Anxiety is traditionally separated into
state anxiety (an emotional response to stimuli
perceived as dangerous, threatening, or stressful,
typically experienced as tension, worry, or nervous-
ness – or how one feels at a given moment, for
example, because of an upcoming interview or test)
and trait anxiety (the predisposition to react to
a wider range of stimuli by experiencing anxiety –
or the anxiety one feels generally).

Research on PSP has examined the roles of both
objective stress constructs (i.e., exposures measured
independently of the individual’s perception of them
such as a death in the family, becoming unemployed,
natural disasters or war-related violence) and subjec-
tive measures of stress levels. Studies have also
explored the role of pregnancy-related stress and
anxiety, that is, stress and anxiety stemming from
the physical, psychological, and social experience of
pregnancy. Measures of pregnancy-related anxiety
capture this concept by asking about fears and con-
cerns specifically related to the pregnancy. Pregnancy-
related stressors include physical changes naturally
associated with pregnancy, concerns about the experi-
ence of childbirth and parenting, and relationship
strains due to pregnancy. Examining the role played
by pregnancy-related versus non-pregnancy-related
stressors and anxiety is crucial to understanding
how psychosocial stress and anxiety differ in pregnant
women compared to other populations, and to clar-
ifying what kinds of stressors and fears are most
strongly associated with birth outcomes.

Stressful Life Events, Their Timing, and
Perceived Impact
Stressful life events during pregnancy have been asso-
ciated with PTB or shortened gestation in some [10,
11] but not all [12, 13] studies. Effects of stressful life
events during pregnancy on PTB have been found in
studies conducted in several different countries, with
sample sizes ranging from less than 200 to more than
8,000 and using both prospective and retrospective
cohort and case-control designs. As the techniques
used in measuring stressful life events have been
refined, timing within the pregnancy and subjective
perception of stress have usually been found to be
more relevant to the risk of PTB than objective event
counts across pregnancy [9]. The maternal hypotha-
lamic-pituitary-adrenal (HPA) axis has been shown to
be progressively downregulated over the course of
pregnancy [14], suggesting that biological and emo-
tional stress responses are likely to be attenuated
toward the end of pregnancy. In light of this evidence,
it is not surprising that life events experienced at the
beginning of pregnancy were perceived as more
stressful than similar events occurring in the third
trimester [15]. Specifically, the z-score for mean stress
appraisal across all life events was 0.14 in the first
trimester and 0.03 in the second trimester, compared
to −0.34 in the third trimester (F(2,196) = 4.77,
p <.01). Fourteen of the 18 life events analyzed were
reported as less upsetting when occurring in the
third trimester compared to the first trimester (bino-
mial test, p <.05) [15]. Recent studies have also found
that earlier exposure to stressful life events or acute
traumatic events was most likely to be associated
with PTB [10]. In sum, observational research sup-
ports a stronger role for subjectively perceived stress
in the prediction of PTB compared to objectively
defined stressful events, as well as a stronger role
for stressors experienced early compared to later in
the pregnancy [9].

General Perceived Stress and Maternal
Anxiety
An important limitation of the “life event” approach
to stress in PTB research is that it often fails to capture
relevant chronic stressors such as racism, domestic
violence and less severe ‘daily hassles.’ In contrast,
the assessment of perceived stress is not necessarily
tied to specific events and is thus likely to capture
individuals’ actual stress levels more precisely than
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objective scales of stressful life events [9]. Measures of
anxiety also share this feature in that they are not
bound to specific events experienced by an individual.

Both anxiety and general perceptions of stress
(independent of its source) have been associated with
shortened gestation in many [11, 16] but not all [12,
13] studies. Studies with null findings have tended to
be characterized by study populations of higher socio-
economic status and exposure measurement scales not
specific to pregnancy. Trait anxiety measures have
generally not shown strong direct relationships with
birth outcomes, likely because they are not sensitive to
the presence of stressful stimuli that may trigger state
anxiety. In contrast to trait anxiety, several studies
have found positive associations between pregnancy-
related anxiety and PTB or shortened gestation [11,
16], though these effects were weak in one study [12].
Overall, the literature suggests that pregnancy-related
anxiety may be more strongly associated with adverse
birth outcomes than non-pregnancy-related stressors.

Other Psychosocial Factors
Evidence suggests that the prevalence of some clinical
anxiety disorders may be higher in samples of preg-
nant women compared to the general population [17].
In addition to the impact of anxiety disorders on
quality of life, clinical anxiety may be related to preg-
nancy outcomes as well. As with subclinical anxiety,
severe mental illnesses can lead to pregnancy-related
medical disorders and obstetric complications, oper-
ating through neuroendocrine, immune-related and
inflammatory mechanisms [18]. Depressive symp-
toms and clinical depression may also be related to
preterm labor and birth [6]. While some psychotropic
medications may cross the placental barrier and harm
the fetus, untreated psychiatric disorders also pose
risks to the mother and eventually to the child.
Accordingly, care must be taken to balance the risks
and benefits of symptoms and treatments. The role of
non-pharmacological treatment of depression and
anxiety disorders in pregnancy must not be dis-
counted either. For example, omega-3 fatty acids are
an emerging alternative therapy that may be effective
for the prevention and treatment of antenatal depres-
sion and psychiatric disorders [19].

Methodological Concerns
In addition to challenges relating to exposure defini-
tion, other methodological issues may contribute to
mixed findings on PSP and PTB. For example,

pregnancy-related anxiety and other subjective stress
measures could plausibly stem from threatened pre-
term labor, other pregnancy complications or previous
adverse pregnancy outcomes [12]. Existing studies
have not always been able to adequately address this
potential reverse causality. Secondly, the role of social
support in mitigating the severity or effects of stress as
it relates to PTB is not well understood [5, 20]. Some
suggest that greater levels of family social support and/
or lower stress levels among Latino immigrants in the
United States may in part explain the “Hispanic para-
dox” (in which immigrants have better health out-
comes, including perinatal outcomes, than expected
based on their socioeconomic profile) as it relates to
PTB [21]. Several other studies have explored social
support interventions as a strategy for PTB prevention,
though randomized trials have shown limited success
[5]. Systematic measurement of social support in epi-
demiologic studies could help clarify whether it may
partially account for inconsistent associations found
between PSP with PTB.

Summary
The epidemiologic literature on PSP and PTB pre-
sents mixed results that stem in part from
a multitude of exposure definitions and other metho-
dological limitations. If psychosocial factors influence
biological perinatal outcomes, the intervening
mechanisms must have a biological signature.
Examining the biological mechanisms connecting
PSP to PTB is thus crucial, as the correspondence
between psychosocial stress, its subjective perception,
and biological stress measures is not straightforward.
By anchoring subjective perceptions of stress with
biological mechanisms more proximal to PTB, such
work can help identify the most relevant psychosocial
measures of stress in pregnancy and the conditions
under which the mechanisms operate. The following
sections outline existing knowledge and potential
directions for future research in this area.

Mechanisms Linking Psychosocial
Stress during Pregnancy with Preterm
Birth
Potential biological mediators of the relationship
between PSP and PTB include neuroinflammatory,
immune and neuroendocrine pathways [6, 9, 22].
In addition, stress-related behaviors, including smok-
ing, substance abuse and poor nutritional intake have
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been implicated in the etiology of PTB [6]. Finally,
pregnancy-related anxiety could sometimes stem
from medical risk that itself leads to PTB.

Hormonal and Neurological Correlates
of Psychosocial Stress
The biological manifestations of stress have been
assessed by the measurement of hormone levels in
plasma or saliva samples, as well as through measure-
ment of prefrontal functional connectivity using posi-
tron emission tomography and functional magnetic
resonance imaging [23]. Importantly, chronic stress
was associated with reduced attention control and
functional connectivity in the prefrontal cortex in
a manner that persisted in the absence of any acute
stressor, but that was reversible in response to reduced
chronic stress [23].

Cortisol is known to be a mediator of the physio-
logic stress response [24], and psychosocial stress also
activates hypothalamic release of corticotropin-
releasing hormone (CRH) [25]. However, these
mechanisms are altered during pregnancy [24] and
may in fact influence pregnancy outcomes, as
described in the following sections.

Neuroendocrine Pathways Linking
Psychosocial Stress during Pregnancy and
Preterm Birth
The maternal HPA axis constitutes the principal neu-
roendocrine mechanism hypothesized to mediate the
link between PSP with PTB [6]. In pregnancy, mater-
nal cortisol stimulates placental gene expression that
increases placental CRH production. While cortisol
inhibits maternal hypothalamic CRH production, pla-
cental CRH production increases maternal CRH and
stimulates maternal adrenal cortisol secretion, creat-
ing a positive feedback loop. Ultimately, maternal
CRH concentrations increase up to a thousand fold
across the course of pregnancy [24]. However, it has
not been conclusively shown that CRH mediates the
relationship between PSP and PTB [26], and epide-
miologic studies measuring all three factors have
yielded conflicting results, as we will see next.

Psychosocial Stress during Pregnancy,
Corticotropin-Releasing Hormone and Preterm Birth
CRH is one mechanism hypothesized to function as
a ‘placental clock’ controlling parturition, and CRH

trajectories across pregnancy have predicted timing of
delivery [27]. In one study, CRH asmeasured at 28–30
weeks’ gestation was found to mediate the relation-
ship between anxiety and gestational age at delivery
[28]. However, other studies have failed to find asso-
ciations between stress or anxiety and maternal CRH.
For example, one study of women in mid-pregnancy
found job stress and stressful life events were unre-
lated to serum CRH at 28 weeks’ gestation [29].
An additional study found an association between
perceived stress and PTB; however, that association
was not mediated by maternal CRH as measured in
the second trimester [30].

In addition to these varied findings on the mediat-
ing role of CRH in a link between PSP and PTB,
moderating effects have also been observed between
stress and CRH on PTB in two studies. In one study,
Guendelman et al. [31] found that the association
between CRH and preterm delivery was stronger in
women exposed to chronic stressors during preg-
nancy than in unexposed women. In a second study,
Hobel et al. [32] compared preterm with matched
term deliveries, finding a positive association between
perceived stress and maternal plasma CRH for the
PTB cases but a negative association for controls.
Interestingly, stress was also inversely associated
with CRH in the study by Guendelman et al. [31],
who hypothesized that reduced CRH may be
a protective placental response to prolonged gestation
in cases of stress. Taken together, these results suggest
that CRH does not consistently mediate or modify the
association between PSP and PTB.

Effects of Chronic Stress on Physiologic
Stress Response and Infection
Results from both animal and human studies using
general population samples show associations between
psychosocial stressors and altered response in the
amygdala and hippocampus to novel stressors, as well
as with elevated serum CRH levels and CRH gene
expression in the amygdala [25]. This suggests that
chronic stress may prime an individual to an adaptive
state of hypervigilance and, by a process of sensitiza-
tion, increase the physiological responses to future
acute stressors [33]. Conversely, chronic stress is also
hypothesized to blunt HPA function and has been
shown to desensitize the stress response in the
entorhinal cortex and striatum of adult rats exposed
to chronic prenatal stress [34]. Finally, chronic stress
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increases susceptibility to infection and is associated
with maternal infection during pregnancy [35].
Further research is needed to clarify the relative con-
tribution of chronic versus acute stress to PTB.

Neuroinflammatory Pathways
Inflammation is the basic process by which tissues of
the body respond to injury through the effects of
cytokines and other inflammatory mediators.
Cytokines are small soluble peptides or glycoproteins
including interleukins, chemokines and tumor necro-
sis factor (TNF), among others. Cytokines’ primary
function is intercellular communication, and their
role in the inflammatory response functions largely
through regulation of the immune response [36]. PSP
is hypothesized to bring about parturition in part
through pro-inflammatory mechanisms, specifically
pro-inflammatory cytokines [22].

While conclusive links connecting psychosocial
stress, inflammation, and PTB have not been demon-
strated, there is some evidence suggesting that the
process of inflammation mediates a link between
PSP and PTB. For example, psychosocial stress leads
to increased production of pro-inflammatory cyto-
kines in the general population [8], and altered levels
of inflammatory cytokines have been observed in
pregnant women with increased psychosocial stress
[7, 8].While cytokine levels have also been linked with
PTB, their role as a mediator of the relationship
between stress and PTB is still unclear. It has been
shown that an inflammatory response in the form of
overexpression of toll-like receptors in the chorioam-
niotic membranes is part of normal term labor [37].
Further supporting the role of inflammation in parturi-
tion, inflammatory cytokines increase the production of
prostaglandins, which are implicated in term and pre-
term labor [38]. Through induction of matrix metallo-
proteinases, inflammatory cytokines can also weaken
fetal membranes and ripen the cervix [39]. A recent
meta-analysis found that the inflammatory cytokine
interleukin-6 (IL-6) and C-reactive protein were
strongly associated with spontaneous PTB [40], and
biologic evidence also supports the role of tumor necro-
sis factor alpha (TNFα) in preterm parturition [36].

Recent work has begun to describe a cholinergic
anti-inflammatory pathway (CAP) in which the
release of inflammatory cytokines is controlled
through the vagus nerve. Specifically, action poten-
tials transmitted through the vagus nerve result in the
release of acetylcholine, which inhibits cytokine

production by innate immune cells in tissues inner-
vated by the vagus nerve. Evidence in support of this
pathway comes from suppression of inflammation
(decreased production of pro-inflammatory cytokines
with no change in production of anti-inflammatory
cytokines) in response to stimulation of the vagus
nerve in adult animal models [41]. Specifically, vagus
nerve stimulation inhibits inflammatory cytokine
production in an adult rat model of sepsis [42], in
a mouse model of pancreatitis [43] and in postopera-
tive ileus [44]. In addition, clinical-pathological stu-
dies in adult human subjects with chronic
inflammatory conditions show that increased sponta-
neous CAP activity is correlated to decreased levels of
pro-inflammatory cytokines such as IL-1β.

The relevance of this line of research to the link
between PSP and PTB is suggested by results showing
a strengthening of the association between depression
(i.e., mouse model studied through monoamine
depletion andmaternal separation) and inflammation
in response to decreased vagal nerve activity [45].
This line of investigation is beginning to map out
connections between the brain and the inflammatory
response that could provide a crucial link connecting
neural responses to stress during pregnancy with
inflammation-mediated adverse birth outcomes.
Of note, CAP activity can be monitored non-inva-
sively via heart rate variability (HRV) derived from
maternal or fetal ECG. This opens a new, very cost-
effective venue for exploring the relationship between
PSP, maternal CAP and inflammation as well as PTB
in prospective clinical studies. A recent intervention
study of HRV biofeedback in patients with preterm
labor showed reductions in reported stress levels in
the intervention group [46].

Infectious Pathways and Maternal
Microbiome
Infection is a well-documented risk factor for PTB and
is likely to partially mediate the relationship between
PSP and PTB [4, 7]. Advances in diagnostic techniques
may eventually improve the predictive value of this risk
factor for PTB. Bacterial vaginosis, the most common
lower genital tract infection in women of reproductive
age, is associated with stress in pregnant women and
with a two- to fourfold increase in risk for spontaneous
PTB [47]. However, the current characterization of
intrauterine infection is imprecise. Numerous different
bacteria are known to comprise the vaginal flora, yet
clinical tests for infection rely on measures that are
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relatively crude and sometimes inconsistent, and
intrauterine infections during pregnancy are fre-
quently subclinical and escape diagnosis.
Furthermore, many intrauterine infections are caused
by bacteria that resist cultivation, thus limiting the
utility of culture-based detection [48].

Understanding of the mediating role played by
infection in the relationship between PSP and PTB
is limited. However, culture-independent detection
methods are becoming more common and are
enabling a more advanced understanding of the
genetic content of the vaginal microbial commu-
nity, known as the vaginal microbiome [49]. Recent
improvements in DNA sequencing allow detailed
characterization of the microbiome of both the
vagina and the colon and elucidation of the rela-
tionship between microbiota patterns and the cen-
tral nervous system. For example, prenatal stress
has been associated with altered patterns of micro-
bial colonization and reduced dominance of lacto-
bacilli (the bacteria that dominate the vaginal flora
of healthy women) in the intestinal microbiota of
infants [50]. Should this pattern translate to the
maternal vaginal microbiome as well, it would pro-
vide important insights into the biological path-
ways mediating infectious causes of PTB and their
relationships with the maternal nervous system’s
response to psychosocial stress.

Summary and Future Directions
Epidemiologic and physiologic evidence suggests
a possible role of psychosocial stress as an etiologic
risk factor for PTB. Set against a context of poor
prediction coupled with increasing incidence of
PTB, the importance of psychosocial stress is further
highlighted by its potential amenability to interven-
tion. Psychometric research has made significant
advances in identifying the most sensitive tools to
measure PSP, while clinical research has begun eluci-
dating the intersecting biologic pathways through
which PSP could be linked to PTB. Nevertheless,
epidemiologic findings remain mixed and do not con-
sistently support an effect of psychosocial stress on
PTB risk in the overall population.

At the physiological level, biomarkers, including
cortisol and CRH, help clarify the role of the neuroen-
docrine system in the stress response and the initia-
tion of parturition. Inflammation and infection are
other important biological factors that are likely to be
involved in the relationship between PSP and PTB.

While these physiologic pathways have not conclu-
sively explained the connection between psychosocial
exposures and PTB, several novel advances show con-
siderable promise in this area. The ability to monitor
CAP activity via HRV presents an exciting possibility
for the safe and inexpensive exploration of the link
between stress and inflammation, and of the role of
inflammation in term and preterm parturition.
Characterization of the structure and function of the
maternal microbiome will enable a clearer and richer
understanding than currently available of the role
played by infection in the relationship between stress
and length of gestation. Research joining the fields of
psychometrics, epidemiology and physiology suggests
promising possibilities for a deeper understanding of
PTB, which in turn can point the way toward future
preventive strategies.

Key Points

• Preterm birth (PTB) is the leading cause of
infant mortality in industrialized countries,
accounting for 60% of perinatal mortality
and about half of long-term neurologic
morbidity.

• While understanding of biological risk factors
for PTB is more advanced than for
psychosocial risk factors, a growing literature
supports the role of psychosocial stress during
pregnancy (PSP) in the etiology of preterm
labor and birth.

• The epidemiologic literature on PSP and PTB
presents mixed results that stem in part from
a multitude of exposure definitions and other
methodological limitations.

• Observational research shows that life events
experienced at the beginning of pregnancy
tend to be perceived as more stressful than
similar events occurring in the third trimester.

• The literature suggests that pregnancy-related
anxiety may be more strongly associated with
adverse birth outcomes than non-pregnancy-
related stressors.

• Potential biological mediators of the
relationship between PSP and PTB include
neuroinflammatory, immune and
neuroendocrine pathways.

• The maternal hypothalamic-pituitary-adrenal
(HPA) axis constitutes the principal
neuroendocrine mechanism hypothesized to
mediate the link between PSP and PTB.
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• Chronic stress increases susceptibility to
infection and is associated with maternal
infection during pregnancy.

• Culture-independent methods of detecting
genital tract infection are now broadly
available and are enabling a better
characterization of the vaginal microbiome.
This will promote the understanding of the
mediating role played by bacterial
colonization in the relationship between PSP
and PTB.
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Chapter

34
Tokophobia
Kristina Hofberg and Yana Richens

Introduction
The gravid state and parturition are normal and often
desired by women from early adulthood and beyond.
Nevertheless, pregnancy can be a time of anxiety with
emotional lability, especially for the primigravida
entering her third trimester. The conception, preg-
nancy and postnatal period will be influenced by the
woman’s expectations, personality, previous life and
health experiences, as well as her sexuality.
Conflicting feelings are common.Women have access
to stories of childbirth through literature, social set-
tings and media. These may be reassuring or anxiety-
inducing. Fear of pregnancy and childbirth are also
features of mental health disorders, including eating
disorder, anxiety and mood disorder. Fear of birth
(FOB) can be consequent to female genital mutilation
(FGM), childhood sexual abuse (CSA) or rape.
A woman may request a caesarean section (CS) due
to fear of childbirth (FOC). Some women experience
significant anxiety, dread and fear of death or mutila-
tion of herself or her fetus during childbirth. This
pathological dread and avoidance of childbirth is
tokophobia.

FOB was described in 1858, by the French psy-
chiatrist Marcé [1]. He stated of women, ‘If they are
primiparous, the expectation of unknown pain preoc-
cupies them beyond all measure, and throws them into
a state of inexpressible anxiety. If they are already
mothers, they are terrified of the memory of the past
and the prospect of the future’ [1].

Although FOB is recognized internationally as
a distressing state affecting women in relation to
childbirth, there remains a lack of consensus regard-
ing its definition. Consequently, the terms ‘fear of
birth’, ‘fear of childbirth’ and ‘tokophobia/tocopho-
bia’ have been used in research and the literature.
Diagnostic tests have been developed and some vali-
dated for FOB/FOC. The term ‘tokophobia’ is now
included in the National Institute for Health and Care
Excellence (NICE) guidelines [CG192], ‘Antenatal

and postnatal mental health: clinical management
and service guidance’ [2]. The addition of tokophobia
in 2014 highlights the pathological nature of this
condition. However, as ambiguity remains regarding
its definition and many women with FOB do not
experience tokophobia, there remains work to be
done within obstetrics, midwifery, perinatal psychia-
try and with these women who can suffer significant
distress. The authors address caution over the use of
the term ‘tokophobia’ when a woman may be suffer-
ing from FOB or appropriate anxiety regarding
impending parturition.

The Spectrum Disorder and
Classification
Although the state of pregnancy is both normal and
often desired, anxiety is not uncommon with the phy-
sical and emotional consequences of the gravid state.
It is not the purpose of this chapter to comment on the
‘normal’ pregnancy or ‘normal’ anxiety. However, when
anxiety is the primary symptom of a pathological men-
tal state, this is fear of birth or tokophobia.

Tokophobia was described and classified by
Hofberg and Brockington in 2000. They stated, ‘When
this specific anxiety (fear of parturition) or fear of death
during parturition precedes pregnancy and is so intense
that tokos (“childbirth”) is avoided whenever possible,
this is a phobic state called “tokophobia”’ [1].

Hofberg and Brockington (2000) classified pri-
mary and secondary tokophobia, with a third cate-
gory, ‘tokophobia as a symptom of depression’.
The reported cases had been referred to a specialist
perinatal psychiatry service. Hence, tokophobia is the
morbid psychological state of fearful women at the
severe end of the FOB spectrum [1].

Primary Tokophobia
Primary tokophobia affects nulliparous women. FOB
is common and more intense in pregnant, nulliparous
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women than in pregnant parous women. Nulliparous
women report fear of the unknown and of pain as well
as psychological factors, including parenthood [3].

Secondary Tokophobia
Secondary tokophobia affects women with previous
experience of pregnancy. It is characterized either by
a woman’s previous traumatic birth experience or
a poor perinatal outcome. Traumatic birth includes
deliveries, whether preterm or full term, which are
physically traumatic (for example, instrumental or
assisted deliveries or emergency CSs, severe perineal
tears, postpartum haemorrhage), as well as births that
are experienced as traumatic, even when the delivery
is obstetrically straightforward [4]. Women who have
a negative experience or previous traumatic birth are
five times more likely to report FOB in subsequent
pregnancies. Between 7 and 26% of women in
Western countries fear childbirth [5], with 6% of
women reporting the fear as disabling [6]. Studies
suggest that secondary FOB is associated with
prolonged second stage of delivery [7]. Women who
experience secondary tokophobia as a phobic state
may avoid further pregnancies.

Tokophobia as a Symptom of Depression
Rarely, women with major depressive disorder pre-
sent with FOB as a symptom of illness. This reported
fear is in stark contrast to previously held beliefs on
pregnancy and childbirth. This presentation has been
reported in women suffering from antepartum
depression [1] as well as non-pregnant women suffer-
ing from major depressive disorder [8]. This ‘symp-
tom’ may be ameliorated by pharmacological
treatment of the depressive disorder.

FOB and Tokophobia
FOB is internationally recognized as a cause for
increasing concern, and this is in spite of a lack of
consensus on a definition. An agreed definition is
required to ensure the term is used consistently in
literature and research. The most reliable tool for
assessing FOB is the Wijma Delivery Expectancy/
Experience Questionnaire W-DEQ [9]. Version A of
the questionnaire (W-DEQ-A) measures prenatal
FOC while version B (W-DEQ-B) measures fearful
childbirth experience. However, W-DEQ has been
used as a research tool only due to the length and
complexity of the questionnaire. The Fear of

Childbirth Visual Analogue Scale [10] correlates well
with W-DEQ and is a simple method for screening
FOC. In clinical practice FOB is mainly self-reported.
With no clear guidelines on assessing or treating FOB,
women regularly request CS as a way of alleviating or
bypassing their anxieties, and hence are referred to
obstetricians.

The perinatal psychiatric formulation of Hofberg
and Brockington [1] does not capture the range of
fears as well as the degree of resilience seen in women
with FOB. It is this FOB spectrum disorder that needs
clarifying and defining, for treatment, research and
mothering.

FOB Spectrum and Co-morbidity

PTSD and FOB

What is PTSD?
The International Classification of Diseases (ICD10)
states that post-traumatic stress disorder (PTSD)
arises as a delayed or protracted response to
a stressful event or situation (of either brief or long
duration) of an exceptionally threatening or cata-
strophic nature, which is likely to cause pervasive
distress in almost anyone.

Although predisposing factors such as personality
traits (e.g. compulsive, asthenic) or previous neurotic
illness may lower the threshold or aggravate the
course of PTSD, they are neither necessary nor suffi-
cient to explain its occurrence.

Typical features include episodes of repeated reliv-
ing of the trauma in intrusive memories (‘flashbacks’),
dreams or nightmares, occurring against the persist-
ing background of a sense of ‘numbness’ and emo-
tional blunting, detachment from other people,
unresponsiveness to surroundings, anhedonia, and
avoidance of activities and situations reminiscent of
the trauma. There is usually a state of autonomic
hyperarousal with hypervigilance, an enhanced startle
reaction and insomnia.

Anxiety and depression are commonly associated
with the above symptoms and signs, and suicidal
ideation is not infrequent. The onset follows the
trauma with a latency period that may range from
a few weeks to months. The course is fluctuating but
recovery can be expected in the majority of cases.
In a small proportion of cases the condition may
follow a chronic course over many years, with even-
tual transition to an enduring personality change.

Tokophobia
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The Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (American Psychiatric
Association, 2013), describes the ‘trauma’ as ‘expo-
sure to actual or threatened death, serious injury, or
sexual violence’ and includes, but is not limited to,
exposure to war, threatened or actual physical assault,
threatened or actual sexual violence, kidnap and tor-
ture. The trauma can include being witness to such
events. PTSD is more prevalent among females across
the life span and has a longer duration in females than
males. Some of this increased morbidity for females is
their greater likelihood of exposure to traumatic
events such as rape, domestic and other violence.
Tedstone and Tarrier [11] estimate lifetime preva-
lence for PTSD in the general population as 5–6%
for men and 10–11% for women.

PTSD following Childbirth
For some women, their experience of childbirth is
sufficiently distressing to be described as a trauma in
the context of PTSD (see Chapter 39). With this in
mind, researchers have looked for predictors as well as
treatments of PTSD associated with childbirth [12].
A systematic review [13] reported risk factors for
developing PTSD, such as poor coping strategies,
poor response to stress and certain personality factors.

PTSD and FOB
There is lack of clarity regarding the link between
PTSD and FOB. They are actually distinct conditions.
It is postulated that PTSD is a retrospective phenom-
enon following birth trauma. It is also possible that
PTSD may co-exist with a fear of subsequent preg-
nancy/birth [14]. Although PTSD and secondary FOB
can occur as a consequence of a traumatic birth, some
women have reported symptoms of PTSD but did not
perceive their birth as traumatic. Consequently, PTSD
and FOB can co-exist in multiparous women. Hence,
accurate diagnosis is crucial.

Increased rates of postpartum PTSD are noted in
women denied their choice of delivery [1], women
who delivered preterm or stillborn infants or experi-
enced complications during pregnancy and labour
[15]. Garthus-Niegel et al. [16] reported that it is the
overall birth experience which is a central factor in the
development of PTSD symptoms.

Of particular relevance, approximately 6% of
women experience PTSD following obstetric or
gynaecological procedures; this is associated

specifically with traumatic experiences. It can be chal-
lenging to differentiate between postnatal depression
and PTSD following childbirth.

It is noted that womenmay experience FOB before
conception but are not necessarily susceptible to
PTSD. For example, not all women who develop
PTSD have FOB and vice versa. Although predispos-
ing factors are similar to those for FOB, PTSD is more
strongly associated with negative birth experiences
[17], pain during labour, concerns over well-being of
baby [14], assisted birth or emergency sections as well
as prior non-obstetric events such as sexual abuse or
domestic violence.

A meta-synthesis of qualitative evidence on the
impact of traumatic birth by Fenech et al. highlights
the negative effects of PTSD [18] for women and
includes powerful narratives. It is essential that obste-
tricians, midwives and mental health services recog-
nize and understand both FOB and PTSD.

CSA and FOB
Significant numbers of women describe being sexually
abused before the age of 16. It is known that the
psychological morbidity secondary to CSA is both
immense and diverse. As adults these women suffer
increased rates of sexual dysfunction, anorexia and
PTSD. A history of CSA is sometimes associated
with an aversion to gynaecological examinations,
including routine smears and obstetric care.
The trauma of vaginal delivery or even the contempla-
tion of it may cause a resurgence of distressing mem-
ories. This can lead to anxiety, dread and avoidance of
childbirth, even when a woman wants a baby.Women
who have been the victims of CSA or rape may experi-
ence flashbacks during certain procedures that mimic
abuse. Women may approach pregnancy with their
own clear birth plan. This may include CS in the
absence of an obstetric indication. Research suggests
that women with abuse histories more frequently
experience FOB and request CS [19].

FGM and FOB
FGM has been practised for centuries and, in specific
communities, was seen as a part of a girl’s rite of
passage into womanhood. FGM is a procedure that
intentionally alters or causes injury to the female
genital organs for non-medical reasons [20]. This
practice is illegal in the UK. It is also illegal for
a child to be taken from the UK for FGM (Female
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Genital Mutilation Act 2003). FGM is prevalent in
Africa, the Middle East and Asia. In the UK, FGM is
seen in areas with larger populations of communities
who practise FGM, such as first-generation immi-
grants, refugees and asylum seekers. It is estimated
that over 20,000 girls under the age of 15 are at risk of
FGM in the UK each year, and that 66,000 women in
the UK are living with the consequences of FGM.
The true extent is unknown.

Of all aspects of FGM, the psychological and emo-
tional consequences are least reported. Toubia [21]
cites three psychological cases: ‘anxiety state’ originat-
ing from lack of sleep and hallucinations, ‘reaction
depression’ from delayed healing and ‘psychotic exci-
tement’ from childlessness and divorce. FGM is trau-
matic and young women have reported feeling
betrayed by family and elders.

FOB is a significant feature in women who have
undergone FGM. Lundberg and Gerezgiher [22]
interviewed 15 Eritrean immigrant women in
Sweden during pregnancy and the postnatal period.
Each had experienced FGM. Themes were identified,
and these included fear and anxiety about childbirth
as well as reports of extreme pain in childbirth and
long-term gynaecological complications of FGM.
FOB may be associated with this trauma of FGM,
concerns about health professionals’ knowledge of
FGM and concerns about de-infibulation. The
women were obliged to maintain the safety of their
own daughters against cultural pressures to perform
FGM and the legal status of FGM in Sweden.
The women reported flashbacks to the FGM trauma
during pregnancy and childbirth. There are real and
increased risks for the labouring mother and fetus
following FGM. It is not the intention of the authors
to describe FGM further. FGM is discussed elsewhere
in this book (Chapter 9) but has been included in this
chapter to note this vulnerable group of women,
experiencing FOB in the wake of the trauma of FGM
procedure. FOB occurs in the context of mutilated or
abnormal anatomy, vaginismus and virgo intacta, and
this is broadening the field for FOB studies.

FOB and Treatment Studies
Women with FOB are vulnerable to increased surgical
intervention and subsequent psychological complica-
tions. Historical studies investigating alleviation of
FOB are few. However, psychoprophylaxis was inves-
tigated in the 1950s and the use of hypnosis in the

1990s. Swedish clinicians and researchers have been at
the forefront of research in the field of FOB over the
last 25 years.

A psychoprophylactic preparation course offered
to pregnant women afraid of childbirth made no sig-
nificant difference to obstetric outcome [23]. Ryding
[24], an obstetrician and psychotherapist, offered
either counselling or short-term psychotherapy to
pregnant women demanding a CS that the obstetri-
cian thought unnecessary. At term, half these women
chose vaginal delivery. Similar results were found
when Sjögren [25] investigated 72 women with severe
anxiety about childbirth. They were offered psy-
chotherapy or extra obstetric support. Subsequently,
some women chose vaginal delivery. These women
experienced the delivery positively as a reference
group. Tokophobic women who strongly desired
a surgical delivery and were refused, suffered greater
psychological morbidity than those granted their cho-
sen delivery method [1].

Patel and Hollins [26] highlight the benefits of
joint obstetric and psychiatric management of phobic
anxiety disorders in pregnancy. They advocate early
identification so treatment may be offered to manage
fears and improve coping strategies. A positive birth
experience may facilitate more successful
mother–infant bonding.

Rouhe [10], an obstetrician, submitted an aca-
demic dissertation describing a randomized con-
trolled trial offering group psychoeducation with
relaxation to nulliparous women suffering from
severe FOB in Finland. In total, 131 women were
randomized to a psychoeducation group with
relaxation and 240 to standard care by community
nurses. Psycho-emotional and psychosocial evalua-
tions, Edinburgh Postnatal Depression Scale
(EPDS), social support, Maternal Adjustment and
Attitudes (MAMA), Traumatic Events Scale (TES)
and the Wijma Delivery Experience Questionnaire
(W-DEQ-B) were completed twice during preg-
nancy and/or three months postpartum. Results
showed that postnatal maternal adjustment and
childbirth experience were better in the interven-
tion group. In hierarchical regression, social sup-
port, participating in intervention and less fearful
childbirth experience predicted better maternal
adjustment. The level of postnatal depressive symp-
toms was significantly lower in the intervention
group. There were no differences in the frequency
of PTSD between the groups. The researchers
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concluded that for nulliparous women with severe
FOB, participation in a targeted psychoeducative
group resulted in better maternal adjustment,
a less fearful childbirth experience and fewer post-
natal depressive symptoms, compared with conven-
tional care.

‘Tokophobia’, Elective CS and NICE
Guidelines
It is known that CS rates are increasing internation-
ally. In the United Kingdom, between 20 and 25% of
births are by CS [4]. In the United States, the rate is
higher at 32.2% [27]. These increasing rates majorly
concern other high-resource countries such as Italy,
Norway and Sweden. CS is associated with increased
maternal mortality and morbidity compared to vagi-
nal birth [28]. Consequently, national and interna-
tional guidance has been published and research
continues to attempt to identify the reasons behind
a woman’s choice for operative delivery in the context
of FOB [29].

Women in the UK today are more likely to request
or demand a delivery of their choice than a generation
ago. Indeed, the NICE guidelines [4], ‘Caesarean sec-
tion. Guidance and Guidelines’, state clearly that
‘when a woman requests a CS because she has anxiety
about childbirth, [the clinician should] offer referral
to a healthcare professional with expertise in provid-
ing perinatal mental health support to help her
address her anxiety in a supportive manner’.
The guidelines continue,

For a woman requesting a CS, if after discussion and
offer of support (including perinatal mental health
support for women with anxiety about childbirth),
a vaginal birth is still not an acceptable option, [the
clinician should] offer a planned CS. An obstetrician
unwilling to perform a CS should refer the woman to
an obstetrician who will carry out the CS. (NICE
2011)

This guidance allows any woman in the UK to
request an operative delivery. Clinical work and
research must continue to understand and manage
both the aetiology leading to the request for CS psy-
chopathology and further choice regarding vaginal
delivery.

In 2004, the Department of Health in UK advo-
cated the need for health professionals to attend to the
psychological needs of mothers in the Choosing
Health Report [30]. Previously, the focus on

midwifery and obstetric research was predominated
by physiological aspects of care. Now clinicians have
the opportunity to examine more closely FOB and
PTSD.

Whose Responsibility Is It to Recognize
Mental Health Needs in Pregnancy?
It is known that the range and prevalence of anxi-
ety disorders as well as depression are under-
recognized throughout pregnancy and the postnatal
period. Women may be unwilling to disclose or
discuss these difficulties, dreading stigma, negative
perceptions of them as mother or fearing their baby
may be removed. CEMACH [31] reported in line
with earlier research [32] that many women who
developed mental illness in pregnancy had identifi-
able risk factors, including a previous history of
mental illness or a first-degree relative affected.
Although midwives were already asking women
about personal and family history of mental illness
in line with NICE guidance [33], it was unclear
exactly how questions were asked. The Whooley
questions [34] or ‘depression identification ques-
tions’ were incorporated in NICE guidance to
help identify women with mental disorder [33].
These are as follows:

During the past month, have you often been bothered
by feeling down, depressed or hopeless?

During the past month, have you often been both-
ered by having little interest or pleasure in doing
things?

If the woman answers in the affirmative to either
question or to the third enquiry, ‘Is this something you
feel you need or want help with?’ (NICE, 2007),
a referral is made.

NICE guidance (CG192) 2014 [2] added recom-
mendations to try and identify women with anxiety
disorders using the two-item Generalized Anxiety
Disorder scale (GAD-2):

During the past month, have you been feeling nervous,
anxious or on edge?

During the past month have you not been able to
stop or control worrying?

Hence, there is now an expectation from primary care,
midwifery and obstetric services to identify mental
health needs of pregnant women. NICE [2] goes on
to suggest the use of the EPDS, the PHQ-9 and the
GAD-7 scale for further assessment of the woman’s
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mental well-being. Women should thus be referred
either to her GP or, if a severe mental health problem
is suspected, to a mental health professional.

Whilst this advice was written more in relation to
pre-existing and new anxiety and depression, it is
probably as relevant to patients who have primary
and secondary tokophobia.

NICE Recommendations for Tokophobia
(CG192 2014)
In 2014, NICE made recommendations for anxiety
disorders and included the term ‘tokophobia’ [2].

For a woman with tokophobia (an extreme fear of
childbirth), offer an opportunity to discuss her fears
with a healthcare professional with expertise in pro-
viding perinatal mental health support in line with
NICE guidance on caesarean section. (NICE guide-
line CG132)

Thus, in 2014, this statement on tokophobia mar-
ries NICE guidelines for antenatal and postnatal men-
tal health (CG192 2014) [2] to section 1.2.9 of the
guideline on CS [4] in relation to maternal request
for CS. The text on CS does not refer directly to
tokophobia but instead to ‘anxiety about childbirth’.

Recommended Treatment Times for
Psychological Morbidity in Pregnancy
When a woman with a known or suspected mental
health problem is referred in pregnancy or the postnatal
period, she must be assessed for treatment within two
weeks of referral and offered psychological interventions
within one month of this assessment [2]. If there is
failure to improve within two weeks of treatment, high-
intensity psychological intervention should be offered.

The woman with tokophobia is offered the oppor-
tunity for perinatal mental health support to help her
address her anxiety. NICE does not appear to recom-
mend high-intensity psychological intervention for
tokophobia as a treatment method as it does for
PTSD or other anxiety disorders. Instead, the referral
suggests clarity is sought for the intensity of the fear,
thus validating the maternal request for CS.

Mother–Infant Attachment and FOB
FOB may inhibit mother–baby attachment. Nationally,
the importance of the mother–infant relationship is
recognized [2]. It is reported that new mothers who
have experienced a traumatic birth may suffer serious

and enduring morbidities which can impact on the
infant and the family well-being [18]. It is important
that the nature of the mother–baby relationship is
assessed, noting verbal interaction, emotional sensitivity
and physical care of the baby at all postnatal contacts.
A mother expressing concern about her attachment to
the newborn must be endorsed and treatment for any
postnatal mental illness considered a priority. If the
relationship with the baby does not ameliorate, inter-
vention for the mother and baby should be offered.

Early identification and support for women who
have FOB is required as, in the UK, women are not
currently screened or assessed for FOB using any
screening tool as highlighted in a survey of UKmater-
nity units [35]. There are several reasons for this.
A national online survey highlighted that in the UK
there are few NHS Trusts with a care/referral pathway
in place for women suffering from FOB. Only 35 out
of 203 maternity units surveyed responded as having
services for women with FOB in place [35].

Discussion
Failure to identify women who have FOB along with
the sparse provision of services could potentially lead
to women feeling isolated and unsupported. Thus,
more needs to be done to raise awareness of FOB and
improve the care available for women in order to
improve their physical and psychological outcomes.
Integral to providing good-quality maternity care is
having efficient strategies for its identification.
However, this is not always so simple, as a variance in
diagnostic testing has led to a lack of consensus on
a universal definition. Criteria used for FOB risk inclu-
sion in the diagnosis of conditions ranging from anxi-
ety to a pathological fear. Also there is currently no
consensus on which is the most effective tool to use
with women to measure FOB in clinical practice.

Key Points

• There is no consensus on the definition and
measurement of tokophobia. FOB
manifests as a spectrum of anxiety states,
and the term ‘tokophobia’ applies to the
severe end of the spectrum, where there is
a pathological level of anxiety, or phobia.
This pathological state may apply to
nulliparous women (primary tokophobia)
or result from a previous negative birth
experience (secondary tokophobia).
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• Rarely, women may present with FOB as
a symptom of depression.

• The most reliable tool for assessing FOB is the
W-DEQ. The simpler Fear of Childbirth
Visual Analogue Scale correlates well with
W-DEQ.

• There are some shared risk factors between
FOB and PTSD, but the two are distinct
conditions.

• Women with a history of sexual abuse
frequently experience FOB and request
caesarean delivery.

• With no clear guidelines on assessing or
treating FOB, women regularly request
caesarean delivery as a way of alleviating or
bypassing their anxieties.

• There is some evidence that psychotherapy
and psychoeducation are beneficial in the
management of FOB.
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Chapter

35
Psychiatric Disorders in Pregnancy
and Lactation
Angelika Wieck

Introduction
Mental disorder is the most common complication of
childbearing with one in five women being affected.
There are complex interactions between the two con-
ditions. Childbearing can alter the course of mental
illness and mental illness can affect pregnancy and
child outcome. Perinatal mental illness can also lead
to long-term disadvantages in the physical and neuro-
behavioural development of the offspring. The result-
ing enormous costs to families and society are now
beginning to be realized. In the UK, appropriate ser-
vices are as yet available only to a minority of preg-
nant women suffering from mental illness, but plans
are underfoot to extend them across the population.

Maternity services have a crucial role in identify-
ing, assessing and managing women with pre-existing
or new disorders in pregnancy and those who develop
acute psychiatric episodes in the immediate postnatal
period. In this chapter, the presentation and manage-
ment of the main psychiatric disorders presenting in
childbearing women are discussed.

Non-Psychotic Mental Disorders
in the Perinatal Period

Postpartum Blues
More than half of recently deliveredmothers experience
mild mood changes such as anxiety, irritability, low
mood and tearfulness in the first 10 days after child-
birth, with a peak incidence around day 3–5 postnatal.
These changes usually resolve spontaneously after a few
hours or days and do not require any intervention.

Depressive Illness
In high-income countries, the point prevalence of
major and minor depression ranges between 8.5 and
11.0% in the different stages of pregnancy and from 6.5
to 12.9% in the 12 months after childbirth [1]. In low-

andmiddle-income countries, rates are usually reported
to be higher. Epidemiological data have usually not
found significant differences in comparison with non-
pregnant women. There are also no major qualitative
differences in the psychopathology except that the con-
tent of the depressive thoughts are frequently coloured
by themes of motherhood. Women might think, for
example, that they have failed as mothers and wives or
that their children should be looked after by someone
else. Often, depressed women have comorbid anxious
or intrusive obsessional thoughts that they might harm
their children. Because of their depression women may
be unable to bond with their unborn or newborn child.
This is particularly distressing to sufferers and they
often feel that they are to blame for what they regard
as an unnatural state.

In more than half of women with postnatal
depression, symptoms commence in pregnancy or
pre-conception [2]. In fact, findings from one recent
large study suggest that postnatal depression is het-
erogeneous and that conditions with an onset in preg-
nancy represent more severe states [3].

The risk of perinatal depression is increased by
psychiatric factors, including a past history of depres-
sion, anxiety, post-traumatic stress disorder (PTSD),
substance misuse and neurotic personality traits, and
psychosocial adversities such as low socio-economic
status, particularly in low- and middle-income coun-
tries, exposure to trauma, childhood sexual abuse,
chronic and acute negative life stress, domestic vio-
lence, migration, relationship problems and low levels
of social support [4, 5].

Women with postnatal depression have an
approximately 40% risk of a recurrence after
a subsequent birth [6] and an increased risk of having
non-perinatal episodes [7].

Anxiety Disorders
The period prevalence of common anxiety disorders,
including panic disorder, social phobia, specific
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phobias and generalized anxiety disorder, has been
estimated as 13.0% in pregnant and 12.3% in postnatal
women and as no different from women who have not
recently been childbearing [8]. Although anxiety dis-
orders can exist in isolation they more commonly
occur with other psychiatric disorders, particularly
other anxiety states, depression and bipolar disorder.
In a childbearing woman, anxious thinking or rumi-
nations often relate to serious harm coming to either
herself or the child or that the mother may not be
a good parent or be viewed by others as such.

Post-traumatic Stress Disorder
PTSD develops in response to traumatic events such
as severe accidents, interpersonal violence or military
action. Traumatic or perceived traumatic delivery can
be a significant cause of PTSD (see Chapter 39).
Symptoms of most types of PTSD usually emerge
within a month of the trauma, although there may
be a delay of several months or even years. People with
PTSD have repetitive, involuntary and distressing
memories or nightmares of the event, or experience
flashbacks in which they feel or act as if the event is
recurring. In severe cases, this can lead sufferers to
lose awareness of their surroundings. When exposed
to cues that resemble or symbolize aspects of the
trauma, the person may become intensely distressed
or show marked physical reactions. The presentation
is accompanied by avoidance of trauma reminders,
hypervigilance for threat, insomnia, amnesia for parts
of the trauma and emotional changes, such as feeling
detached from other people, losing interest in activ-
ities and being unable to feel positive emotions.

PTSD in childbearing women may have been
pre-existing or related to childbearing. In the post-
natal period, the prevalence is about 1–2% [9], and
the most important risk factors are subjective dis-
tress in labour and obstetric emergencies [9].
However, infant complications, low support during
labour and delivery, psychological difficulties in
pregnancy and previous traumatic experiences are
also factors that are related to the development of
postnatal PTSD [9].

Obsessive Compulsive Disorder
Obsessive compulsive disorder (OCD) is character-
ized by the presence of repetitive and unwanted
thoughts (obsessions) or repetitive and unproductive
behaviours (compulsions). Often the two types of
symptoms occur together.

The prevalence of OCD in the perinatal period has
been estimated as approximately 2%, which is about
twice higher than in the general female population
[10]. In fact, about one-third of female sufferers report
that they first became ill in pregnancy or after child-
birth. Symptoms are highly distressing to the sufferer
and can significantly impair day-to-day functioning
and parenting.

A common theme for obsessional thoughts is
being responsible for harm to others. As the attention
of pregnant and postnatal women is focused on the
baby, obsessive thoughts often concern accidental or
deliberate harm coming to the child. The mother may
worry about exposing her unborn or newborn to toxic
substances or germs through the food she eats, the air
she breathes or the things she touches. She may also
worry that she might turn into someone who is abus-
ing children. She may develop compulsive behaviour
in the form of excessive cleaning and washing of baby
clothes, checking, repeating, ordering, counting and
sometimes praying. Some mothers may avoid chan-
ging soiled nappies due to fears of being a paedophile,
isolate their children to prevent contamination and
remove knives or sharp objects from the home so that
they cannot stab their infant. There is as yet little
known how perinatal OCDmay affect maternal bond-
ing and parenting. In one controlled study [11]
mothers with OCD were less likely to breastfeed, less
confident, reported more marital distress and were
rated as less sensitive in their interaction with their
infant. With appropriate treatment the disorder
usually improves significantly or resolves altogether.

Tokophobia
Tokophobia (see Chapter 34) is a severe fear of par-
turition that can be caused by a previous traumatic
delivery, although it can also develop in nulliparous
pregnant women. Women who have poor mental
health, a history of sexual abuse and poor social sup-
port are more vulnerable. Women are often highly
distressed and request deliveries by caesarean section.

Eating Disorders
Anorexia nervosa, bulimia nervosa and binge eating
disorders have been reported to occur in about 2% of
pregnant women [12]. Pregnancy can exacerbate
symptoms or trigger new onsets, but more often
symptoms reduce in intensity [13]. After childbirth
they usually become more severe again [13]. Anorexia
nervosa and bulimia nervosa have been found to affect
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pregnancy outcomes adversely with a consistent find-
ing of low birthweight [13]. About 30% of women
with current or past eating disorders have comorbid
depression if they are assessed postnatally [7].

Personality Disorders
In a Swedish study the prevalence of personality dis-
orders in pregnancy was reported as 4.5% [14].
In clinical samples borderline personality disorder
(BPD) is the most common type in females. Its main
features are pervasive instability in regulation of emo-
tion, self-image, interpersonal relationships and
impulse control. Comorbidity is high with increased
rates of other psychiatric disorders, such as substance
misuse, anxiety, mood disorders and other personal-
ity disorders. In severe cases, BPD can lead to severe
functional impairment, substantial use of health ser-
vices and high rates of mortality by suicide.

Symptoms typically worsen with stress and
women are therefore more likely to function less
well in pregnancy and after childbirth. Little is
known about the effects of BPD itself on pregnancy
and infant outcomes but more about the effects of the
frequent comorbidities. The long-term course of the
disorder is varied. The initial peak in adolescence and
early adulthood may be followed by rapid improve-
ment within a few months or a more gradual ameli-
oration across the life span.

Psychotic Disorders in the Peripartum
Period
This section refers to bipolar disorder, psychotic depres-
sion and schizophrenia and schizophrenia-related dis-
orders. New onsets or recurrences of such illnesses are
not more common in pregnancy. In contrast, childbirth
is followed by a large increase in severe psychiatric
morbidity. This is illustrated by a dramatic rise in first
and recurrent hospital admissions after childbirth, with
a peak in the first postnatal month. The incidence of
psychiatric hospital admissions within three months is
usually reported as 1–2/1000 deliveries.

The majority of severe mental illnesses after child-
birth are affective in nature [15]. They usually com-
mence abruptly and very early – within the first few
days after delivery – progress rapidly, are severe and
pose serious risks to the safety of mother and child
[15]. These illnesses need to be identified early,
regarded as psychiatric emergencies, managed decisi-
vely and monitored closely.

Bipolar Disorder
Patients with bipolar disorder suffer from depressive
or manic mood episodes or mixed states, where both
kinds of symptoms co-exist. The condition com-
mences on average in the early twenties, although
patients often report a degree of mood instability
from teenage years or even childhood onwards.

Bipolar disorder is associated with a high level of
psychiatric comorbidity, with the majority of sufferers
having other conditions such as anxiety disorders, beha-
viour disorders and substance use disorders. As many
as 4–5 patients report a suicide attempt in the last 12
months [16], and the rate of completed suicide in the 15
years from first psychiatric contact is reported to be as
high as 4.8% in women [17]. Cognitive and psychoso-
cial functioning can be significantly impaired, although
individuals vary greatly in the course and nature of their
illness. The prognosis can be markedly improved by
a comprehensive treatment plan and close collaboration
between the patient, family or carers, primary care and
mental health professionals.

Although pregnancy does not seem to alter the
course of bipolar disorder, studies that have followed
patients who discontinued mood stabilizers around
preconception have found that women who discon-
tinue medication are at a much higher risk of relap-
sing in pregnancy than women who continue. This
risk increases after childbirth, which is a very potent
trigger for bipolar recurrences. One in two women
will have another episode and one in five women will
become severely ill.

Postpartum Psychosis
The term ‘puerperal psychosis’ or ‘postnatal psycho-
sis’ refers to severe mood disorders which commence
after childbirth and include manic states, mixed affec-
tive states and psychotic depression but not non-
psychotic depression [15]. Psychotic depression is
included in this term because it shares with manic
states the close temporal relationship with childbirth
and stormy course in the postnatal period. The manic
and severe depressive episodes of bipolar disorder can
therefore be regarded as subtypes of postpartum psy-
chosis, and some research refers to this group of
disorders together.

As many as 54.4% of women with a past history of
puerperal psychosis (including puerperal mania or
psychotic depression) have been reported to experi-
ence another severe episode after the next delivery
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[18]. It is important to note that as many as half or
more women developing a puerperal psychosis have
no antecedent psychiatric history [18]. This means
that, in the early postpartum period, clinicians need
to be particularly vigilant when affective symptoms
develop even in women with no prior history of an
affective psychosis.

A family history of postpartum psychosis (mania
or psychosis) significantly increases the risk of major
affective episodes in the postpartum [19]. The other
consistent risk factor for affective psychoses in the
postpartum is primiparity [15].

Schizophrenia
The annual prevalence of schizophrenia in women is
approximately 7/1000 [20]. The prevalence in preg-
nant women has not been investigated but is likely to
be a little lower because of a reduced fertility rate.
The core symptoms of schizophrenia are abnormal
beliefs, thought disorder, abnormal perceptions,
thought alienation, feelings of one’s actions being
made by an outside agency, reduced social engage-
ment, blunted affect, lack of drive and altered social
behaviour. The disease is often accompanied by other
mental health problems such as anxiety disorders,
major depressive illness or substance use disorder.
Symptoms typically develop gradually, begin in
young adulthood, and can be long-lasting.

Men and women with severe mental illness have
high rates of childhood abuse and domestic violence
in adulthood. In addition, women suffering from
schizophrenia have been reported to have high rates
of coerced sex and high-risk sexual behaviour and
tend to use less contraception. They are therefore
particularly vulnerable to unintended pregnancies
[21]. These factors can sometimes result in complex
presentations in childbearing women that require
careful assessment and management by a multi-
disciplinary and multi-agency team.

Suicide
In the UK, the latest confidential enquiry [22] found
a continuing decline in the overall maternal mortality
rate. However, maternal deaths due to indirect causes,
including those due tomental illness, remain high and
have not changed since 2003. In almost a quarter of
women who died between six weeks and one year after
childbirth the cause was mental illness and 1 in 7 died
from suicide. Within the perinatal period, 12% of

suicides occurred in pregnancy, 9% in the first six
weeks postnatal and the remainder later in the
postnatal year [22]. Most mothers had a pre-existing
mental disorder and the most common diagnosis was
recurrent depressive disorder. Fortunately, extended
suicides, where the mother also killed her baby, were
a very rare occurrence. They related to a diagnosis of
depressive illness and safeguarding issues.

‘Red flag’ clinical features for maternal death due
to psychiatric causes were a recent significant change
in mental state or emergence of new symptoms, new
thoughts or acts of violent self-harm, new or recurrent
feelings of incompetence as a mother and feeling
estranged from the child.

The MBRRACE-UK report [22] revealed
a number of failings in the management of these
women. The key recommendations for achieving
a reduction in mental illness related maternal deaths
were to improve the effectiveness of communication
between health professionals and other agencies, to
raise awareness of mental illnesses in the perinatal
period and to provide additional training to all
involved health professionals. In addition, it was
recommended that regional clinical networks for
perinatal mental health should be set up. In all of
these, improvements the participation of maternity
services is essential.

Identification of Mental Illness
in the Perinatal Period
Since mental illnesses can have serious consequences
for mother and child, it is important that they are
identified early in pregnancy and the postnatal period
and managed effectively. Initial identification should
be followed by a comprehensive assessment of mental
health and social needs.

In the UK, the NICE guidelines for antenatal and
postnatal mental health [23] recommend to ask brief
screening questions for common mental illnesses at
a woman’s first contact with primary care or her book-
ing visit and during the early postnatal period.
If a woman responds positively to the depression or
anxiety screening questions, it is recommended that
she either completes self-rating scales for a fuller assess-
ment (such as the Edinburgh Postnatal Depression
Scale, the Generalized Anxiety Scale, or the Patient
Health Questionnaire) or is referred to either her GP
or secondary health services, according to the severity of
her condition.
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At all further contacts, the health visitor and other
healthcare professionals who have regular contact
with the woman in pregnancy and in the first
postnatal year should consider asking the depression
and anxiety screening questions as part of a general
discussion about her mental health well-being and use
self-rating scales as part of monitoring.

NICE guidance also specifies brief questions about
past or present severe mental illness at the first contact
with services [23]. Because there is a genetic contribu-
tion to developing severe mood disorders in the post-
natal period, a question about perinatal illnesses in
female first-degree relatives is included. If the
response to any of these questions is positive, the
woman should be referred to secondary mental health
services and, preferably, perinatal mental health ser-
vices. It is important to note that, if a woman has
a sudden onset of symptoms suggesting postpartum
psychosis, this should be regarded as an emergency.
She should be referred to a general adult mental health
service, and preferably a perinatal mental health team,
for urgent assessment within 4 hours [23].

The Organiziation of General and
Specialist Perinatal Mental Health
Services in the UK

Stepped Care
At present much of the UK mental healthcare system
is organized around the principles of stepped care
[24]. This provides a framework for best-practice
clinical pathways to care. Patients step through pro-
gressive levels of treatments with increasing intensity
of their disorder. The vast majority of common men-
tal disorders are treated in primary care, but patients
who are unresponsive to treatment can be referred to
mental health services. Patients who present with
severe or particularly complex forms of either anxiety,
depression or OCD, and impaired social functioning,
or patients with high suicide risk are usually directly
referred to specialized mental health services. Patients
with suspected psychosis or severe depression are also
usually directly referred to secondary care services.

Perinatal Mental Health Services
Perinatal psychiatry is a sub-specialty within general
adult psychiatry and provides specialist care at sec-
ondary and tertiary care levels. NICE [23] recom-
mends that each locality should have a perinatal

mental health clinical network that includes healthcare
professionals as well as commissioners, managers, ser-
vice users and carers. Its responsibilities are to provide
a specialist multi-disciplinary perinatal mental health
service for direct clinical care and advice to maternity
services, other mental health and community services.
The network should also provide access to specialist
expert advice on the benefits and risks of psychotropic
medication in the perinatal period, write referral and
management protocols for services across the stepped
care framework, ensure effective transfer of informa-
tion and continuity of care and design pathways of
care [23]. A specialized service should consist of peri-
natal mental health community team and a specialized
psychiatric mother and baby unit. In the UK, current
availability of specialized care is patchy with around
half of affected women having no access [25].
However, NHS England is currently planning an
expansion of perinatal mental health clinical networks
and specialized services.

In several maternity departments in the UK, spe-
cialist mental health midwives provide a service for
pregnant women with mental illness. The aim is to
improve early identification of mental illness in preg-
nancy, facilitate access to the appropriate level of care,
provide support to women with severe mental illness
and monitor their mental health. Often this is com-
bined with a safeguarding children role. Because of
the wide remit of this role, it is important that a robust
identification system is in place and that women with
the greatest need and risk are selected for specialized
input.

Individual consultant obstetricians around the
country have also developed a specialist interest in
recent years. A recent survey [26] has shown that
clinical practice in this area varies widely and that
there is a need for a greater definition of the role and
training in perinatal mental health.

In some maternity departments a perinatal psy-
chiatrist or liaison psychiatrist sees patients in the
antenatal clinics alongside specialist mental health
midwives and consultant obstetricians.

Assessment and Care-Planning
in the Perinatal Period
The following recommendations on the assessment of
women with mental illness in pregnancy and the
postnatal period are a summary of the respective sec-
tions in the NICE guidelines on antenatal and post-
natal mental health [23].
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If a mental illness is suspected in a woman during
pregnancy or postnatal period, further assessment
should include the history of the mental health pro-
blem, any previous perinatal episodes, her physical
well-being and medical history, past and current sub-
stance misuse, the woman’s attitude and experience
towards the pregnancy and her unborn or newborn
child, and any past or present treatments and her
response to them. Her social networks and quality of
key relationships, her living conditions, any past or
current experience of domestic violence, sexual abuse,
trauma or childhood maltreatment should be included
in the assessment. Her current housing, employment,
economic and immigration status as well as her
responsibilities as carer for other children and younger
adults and other adults should be enquired about.
It is also important to take account of any learning
disabilities or other cognitive disabilities and to assess
whether there is a need to consult with a specialist.

The clinician should make a diagnosis and an
assessment whether there is a risk of self-neglect, self-
harm, suicidal thoughts and intent and risks to others,
including the baby. If there is a risk of suspected child
maltreatment, local safeguarding protocols should be
followed. Should the woman be at risk of self-harm or
suicide, her level of support should be assessed, help
appropriate to the level of risk should be arranged and
all relevant health professionals should be informed.
The woman and those close to her should be advised
to seek further help if the situation deteriorates.

Professionals in secondary mental health services,
including specialist perinatal mental health services,
should develop a written care plan in collaboration
with the woman, and as appropriate her partner,
a family member or carer. The plan should be com-
prehensive, cover pregnancy, childbirth and the post-
natal period and should be distributed to all relevant
health professionals.

Management of Non-Psychotic Mental
Disorders in the Perinatal Period

Psychotropic Medication for Non-Psychotic
Disorders
The threshold for the use of psychotropic medication
is higher in the perinatal period than at other times of
a woman’s life and it should only be considered if
a condition is at least of moderate severity, or if talk-
ing therapy is not accepted by the patient or has not

been effective. Antidepressants, and in particular
selective serotonin inhibitors, are the most commonly
used medications in perinatal patients and are effec-
tive not only for the treatment of depression but also
for the treatment of anxiety disorders, including OCD
and PTSD and bulimia. There are as yet few studies
that specifically have tested the efficacy in perinatal
patients.

Psychosocial and Social Interventions for
Non-Psychotic Disorders
The NICE guidelines [23] state that psychological
interventions should be provided within 1 month of
initial assessment. A wide range of effective psycholo-
gical and social interventions are available which vary
with the condition. The intensity of intervention is
dependent on the degree of functional impairment
and patient preference [24]. If the functional impair-
ment is mild, low-intensity treatments should be
offered at primary care level, such as self-help materials
or brief individual therapy by telephone. If the func-
tional impairment is greater, more intensive 1:1 inter-
ventions may be offered. Psychological therapy should
be adapted to the perinatal situation, take account of
the mother’s anxieties concerning how her illness may
affect the development of the child and aim to improve
her bond and interaction with the child.

Where the patient suffers severe functional
impairment, combined psychological, social and
pharmacological therapy can be offered and a referral
to the community mental health team made. In the
following sections psychological and psychosocial
interventions are discussed for individual non-
psychotic disorders.

Depression
Little is also yet known how to prevent depression in
pregnancy, but a number of psychosocial and psycho-
logical interventions for the prevention of depression
after childbirth have been tested. Several interven-
tions have been found to be effective, including inten-
sive, individualized postpartum home visits provided
by public health nurses or midwives, peer-based tele-
phone support and interpersonal psychotherapy, par-
ticularly if the intervention is delivered after
childbirth and targeted at women with risk factors
[27]. Whether CBT may also be effective is not clear.
For the treatment of postnatal depression, psychoso-
cial interventions, such as peer or partner support,
non-directive or cognitive behavioural counselling,
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cognitive therapy and interpersonal psychotherapy
are effective [4].

Treatment of Anxiety Disorders
A range of interventions are effective in the manage-
ment of anxiety disorders, including behavioural,
cognitive-behavioural and cognitive therapy. In mod-
erate to severe cases psychological approaches often
have to be combined with medications enhancing
serotonergic neurotransmission. Since there are no
randomized controlled trials specifically for the peri-
natal period, evidence needs to be extrapolated from
general guidelines.

Despite the high personal and health costs, the
treatment of tokophobia has received little attention.
Promising preliminary results have been reported for
midwife-led psycho-education but further research is
needed.

Eating Disorders
In addition to usual interventions, pregnant women
with current eating disorders require careful monitor-
ing throughout pregnancy and the postpartum period
and more intensive prenatal care, consisting of sup-
port to achieve adequate prenatal nutrition and fetal
development [23]. However, this advice has not yet
been subjected to randomized controlled trials [4].

Borderline Personality Disorder
Support by a community mental health team and
talking therapy, such as dialectic-behavioural therapy,
mentalization-based therapy or therapeutic commu-
nities are recommended as the primary approaches to
the management of BPD in general. Although the
transition to motherhood poses particular challenges
to women with BPD and despite some evidence that
their care practices and involvement with their infants
are negatively affected, no specific interventions have
yet been adequately tested for this patient group.
Medication has a place in ameliorating specific symp-
toms and treating comorbid conditions.

Management of Severe Mental Illness
in the Perinatal Period
When her pregnancy becomes known, a woman with
a past or current severe mental illness should be
referred within two weeks to secondary mental health
services and seen by a psychiatrist, and if possible by

a perinatal psychiatrist or other experienced perinatal
mental health professional.

In severe perinatal mental illness, the management
should include psychological and social support of the
mother and her partner from a community mental
health team, preferably a service specialized in peri-
natal mental health and specific talking therapies.
In addition to behavioural and cognitive therapies,
formal education about the illness and interventions
aimed at relapse prevention or coping with psychotic
symptoms may be part of the treatment programme.
Depending on the complexities of the presentation
a large number of professionals may be involved that
include specialists in housing, substance misuse,
domestic violence, immigration specialists and others.

Pharmacological treatment is usually an impor-
tant part of the management of a severe mental illness
and enables the patient to participate in other
forms of therapy. Severe depression is responsive to
antidepressants, sometimes in combination with anti-
psychotic drugs. Drugs that are effective in the treat-
ment of bipolar disorder include mainly mood
stabilizers, antipsychotic medication and antidepres-
sant medication, and they are often used in combina-
tion. Antipsychotic medications are also effective in
the acute and maintenance therapy of paranoid schi-
zophrenia. In the most severe depressive states, when
either drug therapy has failed to bring about sufficient
relief from suffering or where the risks are so high that
urgent improvement is required, electro-convulsive
therapy can be a life-saving intervention.

A comprehensive treatment plan is formulated by
the community mental health team under the leader-
ship of the psychiatrist. It should cover the needs of
the patient, actions to be taken to ameliorate for social
problems, psychological therapies, medication, a
description of early symptoms of a recurrence, an
emergency plan, contact details of all involved profes-
sionals and other aspects. Because of the complexity
of the presentations in the perinatal period and the
high risks involved, it is important that care planning
is started early in pregnancy, that a clear strategy is
established for the antenatal, intra-partum and post-
natal period, and that the management plan is avail-
able at the latest around 32 weeks of gestation. Copies
should be given to the patient and all involved health-
care professionals and be part of the handheld and
hospital notes. The implementation of the care plan is
directed and monitored by a named care coordinator
who is a member of the community mental health
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team. If a woman requires inpatient treatment in late
pregnancy or in the first postnatal year, she should be
admitted jointly with her child to a specialized
mother-and-baby unit.

Many women with severe or complex mental ill-
ness are judged to parent their children successfully,
particularly if they have access to social support.
However, if there are any concerns that a pregnant
woman may have significant difficulties in parenting,
clinicians should discuss this with the patient and
make a referral to Children and Families Social
Services. Clear safeguarding children procedures are
available in most maternity services.

Psychotropic Medication:
Reproductive Safety and Prescribing in
the Perinatal Period
The reproductive safety of pharmacological treatments
is difficult to assess in childbearing women withmental
illness because there are a host of other parameters that
can determine pregnancy and child outcomes. These
include confounding by indication, psychiatric comor-
bidities, physical illnesses, concomitant medication,
smoking, maternal age, high BMI and low socio-
economic status. In women with mental illness, several
of these characteristics are often present. In addition,
randomized controlled trials cannot be conducted in
perinatal women and existing research often suffers
from small sample sizes, poor design, little adjustment
for confounding factors and frequently no adjustment
for the psychiatric indication.

A detailed discussion of the current literature on
the reproductive safety of psychotropic drugs is beyond
the scope of this chapter and the reader is referred to
recent reviews [4, 28, 29, 30]. In the following sections
the main findings from current evidence on commonly
used psychotropic drugs is summarized.

When discussing the use of psychotropicmedication
with the patient, it is important that she and her partner
or a significant other person know the risks of different
options. This includes continuing medication, or stop-
ping and restarting it in the second trimester, before
delivery or in the early postnatal period. Drugs with
higher teratogenic risk and with the least safety data
should be avoided. However, it is important to recog-
nize that the woman’s past response to treatment is in
many cases the decisive factor in the choice of agent.
Abrupt discontinuation of medication when the preg-
nancy is discovered should be avoided unless the drug is

valproate. Polypharmacy should be avoided as much as
possible. Although it is important to avoid higher doses,
it is equally important not to undertreat. Weighing up
the risks and benefits of psychotropic medication in
pregnancy is often complex and the patient may need
time until the next appointment to make a decision.

Selective Serotonin Reuptake Inhibitors
Selective Serotonin Reuptake Inhibitors (SSRIs) have in
most recent studies not shown to be associated with an
increased teratogenic potential, although a few studies
suggest a small increase of major congenital malforma-
tions accounted for mostly by cardiac septal defects.
Paroxetine is an SSRI that has been most frequently
associated with cardiac defects. Current evidence sug-
gests that there may be a maximally 2.5-fold increase of
pulmonary hypertension of the newborn in children
exposed in the second half of pregnancy to SSRIs whilst
the base rate is extremely low (about 0.5–1.0/1000).
There is consistent evidence that late pregnancy expo-
sure is associated with an increase of poor neonatal
adaptation from a base rate of about 1:10 to 1:3 babies,
but symptoms are mild and usually resolve sponta-
neously within 10 days of birth. There is currently
a debate whether an about 2-fold increase in the rate
of autism spectrum disorders in exposed offspring is
related to a medication effect or confounding factors.

There seem to be few differences between indivi-
dual serotonin reuptake inhibitors and the choice of
agent should be primarily determined by the patient’s
previous response. Paroxetine should be avoided.

Antipsychotic Medications
Current evidence does not suggest that antipsychotic
drugs are major teratogens. It has not yet been clar-
ified whether the small observed increase of major
congenital anomalies (mostly cardiovascular and
especially septal defects) is due to the medication or
the large number of potential confounding factors.
There is also a lack of clarity about the aetiology of
a small increase in stillbirths and whether the medica-
tion can lead to a maximally 2-fold increase in the rate
of gestational diabetes. An oral glucose tolerance test
at 24–28 weeks of pregnancy is recommended by the
NICE guidelines [23]. The body of evidence does not
allow us to determine whether there are differences in
the reproductive safety of individual antipsychotic
agents, although recently introduced agents with par-
ticularly few data, such as paliperidone and lurasi-
done, should be avoided in perinatal patients.
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Anti-Epileptic Mood Stabilizers
Because of its widespread teratogenic and adverse
effects on children’s neurodevelopment, the mood sta-
bilizer valproate should not be prescribed to pregnant
or breastfeeding women. The mood stabilizer carba-
mazepine has an uncertain place in the treatment of
bipolar disorder and causes congenital spina bifida and
should therefore also not be prescribed to perinatal
patients. It is important to note that recent studies
have failed to show that peri-conceptual intake of
folic acid prevents anti-epileptic teratogenicity.
The more recently introduced lamotrigine, which has
efficacy in the treatment and prevention of bipolar
depression, has significantly less teratogenic effects
than valproate, but there are as yet insufficient data to
judge whether it has any teratogenic potential. Current
evidence does not suggest that it causes neurodevelop-
mental impairment and it can be used cautiously in
bipolar disorder if other treatment is not effective.

Lithium
Initial findings about lithium causing a high rate of
cardiovascular anomalies in children exposed in the
first trimester have been shown to be incorrect. Recent
studies have conflicted whether there is either a much
smaller increase or no increase in major congenital
malformations. No systematic studies are available for
other fetal or neonatal effects. Because of these uncer-
tainties, lithium should only be prescribed in the first
trimester of pregnancy if it is considered that a switch
to a safer drug would mean a high risk of a recurrence.
If a woman has taken it in the first trimester, she
should be offered not only structural ultrasounds but
also fetal echocardiograms. Lithium can be replaced
by an antipsychotic agent that has proven efficacy in
bipolar disorder in the first trimester or for the entire
pregnancy. Because lithium has to be dosed so that its
blood level is within the therapeutic window and
because of its changing pharmacokinetics in preg-
nancy, it is essential that dosing is undertaken by
a psychiatrist. Detailed prescribing recommendations
can be found in the NICE guidelines [23].

Sleep-Inducers and Anxiolytics
Benzodiazepines are probably not teratogenic but may
cause floppiness and respiratory depression in newborn
babies. These drugs should, in adults, only be used for
severe anxiety or agitation in pregnancy on a short-
term basis and short-acting agents should be preferred

in late pregnancy. Hypnotic benzodiazepine receptor
agonists are also not thought to be teratogenic, but
zolpidem possibly causes a small increase in the rates
of preterm birth and delivery of small for gestational
age babies (birthweights below the 10th percentile for
babies of the same gestational age). These drugs should
also only be used in the short term for severe insomnia
and zolpidem should be avoided. There is either very
little or poor quality data on the reproductive safety of
trazodone, promazine, promethazine or pregabalin,
and they should be avoided in perinatal patients if
possible. Low doses of the antipsychotic quetiapine,
which has strong sedative effects, can be used as an
alternative to other anxiolytics or sleep inducers.

Breastfeeding
All psychotropic drugs are transferred into breast milk.
The relative infant dose, which is the weight-adjusted
dose that a fully breastfed infant ingests compared to
the maternal dose, has been calculated for many psy-
chotropic medications, although the numbers of cases
on which these calculations are based are often still
small. For most psychotropic drugs, the relative infant
dose is below 10% which is regarded by paediatric
pharmacologists as a relatively safe range. There are
no systematic clinical studies of the effects on breastfed
children, but existing case reports do not suggest that
most psychotropic drugs lead to significant adverse
effects. However, there are some drugs that should be
avoided during breastfeeding: lithium because of a high
relative infant dose and potential toxic effects in the
infant, and the antipsychotic clozapine because of the
risk of agranulocytosis. The advice given under ‘Sleep
inducers and Anxiolytics’ also applies to breastfeeding
women. For further reference, the electronic Drugs and
Lactation Database [31] provides an excellent up to
date resource for prescribing clinicians.

Key Points

• The main non-psychotic mental disorders
in the perinatal period include postpartum
blues, anxiety disorders, depressive illness,
post-traumatic stress disorder, personality
disorders, eating disorders, tokophobia and
obsessive compulsive disorder.

• Psychotic disorders in the perinatal period
include bipolar disorder, psychotic depression
and schizophrenia and schizophrenia-related
disorders.
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• Childbirth is a strong trigger for bipolar
recurrence. One in two women will suffer
a recurrence and, in one in five women, this is
a severe episode.

• Postnatal mania and psychotic depression are
combined in the term ‘postpartum psychosis’.
These states start abruptly, usually within
a few days of childbirth and escalate rapidly.
They need to be regarded as psychiatric
emergencies, requiring urgent assessment and
assertive management.

• Studies of women who discontinued mood
stabilizers around conception have found
increased recurrence rates in pregnancy
compared to women who continued
medication.

• ‘Red flag’ clinical features for maternal death
due to psychiatric causes include a recent
significant change in mental state or
emergence of new symptoms, new thoughts or
acts of violent self-harm, new or recurrent
feelings of incompetence as a mother or
feeling estranged from the child.

• The threshold for the use of psychotropic
medication for non-psychotic disorders is
higher in the perinatal period than at other
times of a woman’s life and it should only be
considered if a condition is at least of
moderate severity, if talking therapy is not
accepted by the patient or has not been
effective. Antidepressants, and in particular
selective serotonin inhibitors, are effective not
only for the treatment of depression but also
for the treatment of anxiety disorders,
including OCD and PTSD, and bulimia.

• Psychosocial interventions for non-psychotic
disorders include guided self-help, brief
individual therapy by telephone and
psychological therapy. Where the patient suffers
severe functional impairment, combined
psychological, social and pharmacological
therapy can be offered and a referral to the
community mental health team made.

• Pharmacological treatment is usually an
important part of the management of a severe
mental illness. Drugs that are effective in the
treatment of bipolar disorder include mood
stabilizers, antipsychotic medication and
antidepressant medication, and they are often
used in combination.

• If there are any concerns that a pregnant
woman may have significant difficulties in
parenting, clinicians should discuss this with
the patient and make a referral to Children
and Families Social Services.

• Abrupt discontinuation of medication when
the pregnancy is discovered should be avoided
unless the drug is valproate. Polypharmacy
should be avoided as much as possible.

• All psychotropic drugs are transferred into
breastmilk. In most cases the relative infant
dose is below 10%. The antipsychotic
clozapine and the mood stabilizers lithium,
valproate and carbamazepine should not be
prescribed to breastfeeding women.
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Introduction
This chapter introduces and discusses maternal men-
tal health and includes a review of what psychother-
apy is and the different approaches are described and
discussed. Stigma and shame are strongly associated
with mental health problems; this is particularly true
for pregnant and new mothers from culturally and
linguistically diverse (CALD) backgrounds. Pregnant
and new mothers from CALD backgrounds are at
increased risk of mental health problems and more
likely not to access psychotherapy. This is mainly due
to modern psychotherapy not always meeting the
needs of a diverse population. Consequently, people
from CALD backgrounds are either reluctant to
access psychotherapy, withdraw from therapy or less
likely to show positive outcomes.

Therefore, cultural and ethnic issues concerning
pregnant and new mothers are considered in this
chapter to assist the reader to gain knowledge of the
complexities surrounding mental health and the diffi-
culties accessing psychotherapy. Two disguised case
studies are included; firstly, a pregnant woman
demonstrating increasing levels of anxiety and stress
and, secondly, a new mother from a CALD back-
ground with post-traumatic stress symptoms are illu-
strated to aid the reader’s understanding of the
benefits of psychotherapy when mental health pro-
blems have been identified.

Maternal Mental Health
Being pregnant, then giving birth and the transition to
motherhood can be an emotional time for many
women. It is, therefore, not too surprising that many
women will experience some level of anxiety and
stress during this time period. Anxiety and stress can
present alone as a mental health problem but can
occur as a comorbidity with other mental health pro-
blems such as depression. It appears that many

women manage their anxiety and stress without the
need for referral to receive psychotherapy. However,
many women go undetected and stigma and shame
are linked to mental health; this can be a reason why
pregnant women and newmothers do not seek help or
support [1]. Mental health problems that are not
identified and treated can lead to lifelong illness and
are a significant public health issue [2]. It is, therefore,
important for health professionals to be aware of this
potential risk and consider women’s emotional status
and the need for referral to receive psychotherapy if
there appears to be an indication.

Mental health problems often occur during the
childbirth continuum and this can have adverse effects
on women’s physical health and well-being.
Approximately one in seven women will experience
a mental health problem at some point during preg-
nancy and the postnatal period [2]. Women who suffer
from an existing mental illness are at an increased risk
of relapse during pregnancy. It is recognized that preg-
nant women and mothers from culturally and linguis-
tically diverse (CALD) backgrounds are at increased
risk of mental health problems. Social isolation, lan-
guage barriers, lack of opportunities to integrate with
local communities and different cultural and tradi-
tional aspects associated with pregnancy and mother-
hood can be predisposing factors [3]. Other
socioeconomic influences and life circumstances can
also have an effect on a pregnant woman’s mental
health status, such as financial problems, domestic
violence and sexual abuse [4]. There is also a strong
link between mental health and physical health [5].
Birth trauma can be a trigger for post-traumatic stress
disorder (PTSD). It is estimated that up to 16% of
women may require a mental health intervention dur-
ing the antenatal and postnatal period [6].

It is also recognized that maternal mental health
problems can have a negative impact upon the health
and well-being of infants which can contribute to
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bonding and attachment issues [7]. A systematic lit-
erature review of prenatal depression and adverse
birth outcomes reported an association between
depression and low birth weight but not pre-term
birth [8]. A recent review investigating the long-
term economic and social costs associated withmater-
nal mental health problems has estimated that
£8.1 billion for each one-year cohort of births in the
UK is spent; a higher percentage of these costs relates
to the adverse impacts on the infant rather than the
mother [9]. This evidence strengthens the reason why
it is vital that the needs of expectant and newly birthed
mothers who are at risk of developing a mental health
problem or are at risk of relapse of an existing one
during the childbirth continuum are met. However,
mental health is not as well understood as other areas
of health and the improving access to psychological
therapies (IAPT) strategy indicates a lower threshold
for access to women in pregnancy [10]. Nevertheless,
there is some evidence of benefits of psychotherapies
during the childbirth continuum. Psychological
therapies have been demonstrated to be effective in
the treatment of mild to moderate mental health pro-
blems [2].

What Is Psychotherapy?
Psychotherapy (talking therapies) involves talking
about feelings and life problems with a psychotherapist

in a safe and calming environment. There are several
types of psychotherapy and a psychotherapist may use
different approaches to meet individual pregnant or
new mother needs. Depending on individual circum-
stances a psychotherapist may arrange one-to-one ses-
sions or invite a woman’s partner and/or other family
members along or encourage participation in
a psychotherapy group session.

Psychotherapy, in whatever format, can help preg-
nant and new mothers to feel better about themselves
and enable them to develop coping strategies to deal
with life problems and traumatic events more effec-
tively [7]. Some approaches to psychotherapy make
use of art, drama, poetry, stories, music and increas-
ingly digital computer aids.

Different Types of Psychotherapy
According to the American Psychological Association
[11] there are five broad approaches to psychotherapy:
(i) Psychoanalysis/psychodynamic, (ii) behaviour,
(iii) cognitive, (iv) humanistic, (v) integrative or hol-
istic therapies.

These approaches guide psychotherapists to
understanding a person’s problems and developing
appropriate solutions.

Psychoanalysis/psychodynamic therapies focus
on changing problematic behaviours, feelings and
thoughts by discovering their unconscious meanings

Figure 36.1 A mother’s first
touch
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and motivations. Psychoanalytic theory viewed men-
tal life and overt behaviour as representing intrap-
sychic conflict between opposing aims and wishes of
different aspects of personality (id, ego and superego);
an inability to resolve conflict resulted in psycho-
pathology. A close working relationship is established
between the therapist and client, and clients learn
about themselves by exploring their interactions in
this therapeutic relationship.

Behavioural therapy utilizes principles of learn-
ing theory (classical and operant conditioning) to
change pathological or maladaptive behaviour pat-
terns [12]. The focus is on the consequences of
behaviour, not intrapsychic conflicts or processes.
In classical conditioning, new behaviours are
learned by association; in Pavlov’s famous experi-
ments, dogs learned to salivate upon hearing the bell
because they associated the bell sound with food.
The technique of desensitization, for example, uti-
lizes classical conditioning principles to assist cli-
ents with phobias by repeatedly exposing them to
their anxiety (e.g. heights, confined spaces).
In operant conditioning, positive reinforcement of
adaptive behaviours and negatively reinforcing
maladaptive behaviours are used to facilitate beha-
vioural change. Several variations of behavioural
therapy have been developed, including cognitive-
behavioural therapy (CBT) and the third-wave
behavioural therapies (see below).

Cognitive therapies focus on changing dysfunc-
tional thinking patterns, thereby positively impacting
on mood and behaviour. Prominent proponents of
the cognitive approach are Albert Ellis and Aaron
Beck [13, 14, 15, 16], who influenced the development
of CBT. Their psychotherapy was based on the idea
that emotional problems such as depression emerged
from illogical, irrational or incorrect thinking; cogni-
tive restructuring to be more accepting of reality
could improve mood and normalize behaviour.
Therapy also included directive techniques and
actively engaged clients to change their thinking.

CBT is probably the most researched and fre-
quently practiced psychotherapy today [17]. CBT
incorporates a mix of cognitive therapy and beha-
vioural therapy depending on individual needs.
Cognitive elements focus on pattern of thinking;
behavioural elements focus on associated actions.
CBT not only helps people overcome their current
symptoms but also teaches them new skills and stra-
tegies which they can apply to future problems.

CBT is continually evolving; and third-wave CBT
therapies such as mindfulness-based cognitive ther-
apy (MBCT), acceptance and commitment therapy
(ACT) and dialectical behavioural therapy (DBT) are
increasingly being used for a variety of emotional,
behavioural and psychiatric problems.

MBCT is designed to help people suffering from
repeated bouts of depression and chronic unhappi-
ness. It combines traditional CBT with mindfulness/
meditative practices. Cognitive methods can include
educating a person about depression while mindful-
ness focuses on becoming aware of incoming
thoughts and feelings and then accepting them [18].

ACT also includes mindfulness and behaviour
change techniques to traditional CBT. ACT breaks
mindfulness skills down into 3 categories: (i) diffu-
sion – distancing from and letting go of unhelpful
thoughts, beliefs and memories; (ii) acceptance –
making room for painful feelings, urges and sensa-
tions and allowing them to come and go without
a struggle; and (iii) contact and connect with the
present moment – engaging fully with the here-and-
now experience, with an attitude of openness and
curiosity [19].

DBT is a specific type of CBT developed to treat
borderline personality disorder which, since its devel-
opment, has been successful with other types of men-
tal health disorders. DBT helps a person to identify
their strengths and build on them; to identify
thoughts, beliefs and assumptions that make life
harder; to work out problems in their relationships
with the therapists; and to practise new skills indivi-
dually [20].

Humanistic therapy: This approach emphasizes
people’s capacity to make rational choices and
develop to their maximum potential. Concern and
respect for others are important aspects. Significant
humanistic therapies include person-centred therapy
that rejects the idea of therapists as authorities on
their clients’ inner experiences and instead helps
a person change by emphasizing their concern, care
and interest. Gestalt therapy emphasizes ‘organismic
holism’, the importance of being aware of the present
moment and accepting responsibility for oneself; exis-
tential therapy focuses on free will, self-determination
and the search for meaning [21].

Integrative or holistic therapy: Increasingly, there
has been recognition that psychotherapy can be most
effective when elements of different approaches are
integrated to meet each client’s need for maximum
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benefit. The growing interest in integrative theories,
also referred to as multimodal or eclectic approaches,
includes the proliferation of therapies and the need to
reduce fragmentation; recognition that change in
human behaviour is far too complex to be explained
by a single theoretical approach.

Four types of psychotherapy integration have been
proposed [22].

(i) Assimilative integration: consisting of a main
therapy combined with techniques from other
systems of psychotherapy, for example, MBCT
[23].

(ii) Sequential and parallel concurrent integration:
separate forms of therapy are used in sequential
order or during the same phase of treatment in
separate sessions, for example, traditional CBT.

(iii) Theoretical integration: clear theory guides
intervention that includes techniques from one
or more psychotherapies, for example, ACT [24].

(iv) Technical eclecticism: the use of psychotherapy
without regard to their theoretical origins;
when clients are matched to treatments in order
to maximize therapy outcome, for example,
multimodal therapy [25].

Case Study (1) Anxiety and Stress in Pregnancy

Julie and her partner Tom had been trying to conceive for several months, and after what seemed like an eternity,
Julie conceived, and this was confirmed by a pregnancy test. They decided not to tell any family members or friends
until Julie had had a dating scan. Julie, accompanied by Tom, went to have a first antenatal contact visit with
a midwife at the local health centre. From her last menstruation, her expected date for birth was calculated and her
pregnancy gestation was estimated to be nearly 8 weeks. The dating scan was arranged to take place in a month’s
time and Julie was also made a further appointment for a booking appointment for the week before the scan
appointment. Julie and Tom were given a contact number if any problems should happen in the mean time.

Unknown to Tom and themidwife, Julie had had a termination of pregnancy, five years earlier. Julie chose not to
disclose this information. However, she began to worry about this and steadily over the next few weeks of her
pregnancy became more and more anxious. She developed several symptoms associated with anxiety and stress.
She became increasingly nervous and had problems sleeping. Julie had difficulty concentrating at work, had a dry
mouth and felt palpations. She was feeling nauseated and felt physically sick. She made an appointment to see her
General Practitioner (GP) and was advised to take some sick leave until she felt better. Tom was concerned about
Julie’s health and increasing anxiety but reassured himself that it was due to the pregnancy and would subside.

Whilst Julie was on sick leave, her mother (Ann) became concerned and suspected that her daughter maybe
pregnant and decided to visit her at home. On themorning hermother decided to visit, Julie had had a small vaginal
bleed and was displaying panic symptoms; becoming increasingly distressed she started to hyperventilate and
became very frightened and felt like she was going to die. Her mother held her in her arms and was able to calm her
down. Julie began to cry and confirmed her mother’s suspicion that she was pregnant. She informed her mother
that she had had a vaginal bleed that morning and she felt it was all her fault. Her mother telephoned the contact
number that was given to Julie and a viability scan was arranged for later that day. Julie became increasingly
anxious again and kept repeating that it was all her fault as she had had a termination. Her mother reassured her
that it was not her fault andmade her a cup of tea. Julie’s mother was aware of Julie’s termination and advised her to
disclose this information to the ultrasonographer during the viability scan and seek advice as to whether this vaginal
bleed was linked to the termination. Julie felt too ashamed to disclose this information and declined to ask the
ultrasonographer. The scan confirmed a viable pregnancy and this temporarily reassured her. Julie’s mother was still
concerned about her state of mind and encouraged her to seek help. She made an appointment to see her GP and
an appointment with a psychotherapist was arranged. Julie was taught some coping techniques to help her when
she was feeling panicky and anxious. She learnt about the biological basis of her symptoms and how to develop
some helpful ways to reduce her anxiety and induce a calm state. Some mindfulness, deep relaxation and self-
hypnosis techniques were taught and practised during a series of sessions. During this time Julie utilized
mindfulness techniques that she was taught which enabled her to become aware of the incoming thoughts and her
shame and guilt feelings, accepting them, without attaching, judging or reacting to them. This new free feeling of
detachment from her strong emotions allowed her to disclose her termination to her midwife and coped fairly well
with the remainder of her pregnancy. She continued to use somemindfulness, deep relaxation techniques and self-
hypnosis following the birth of a live baby girl and joined a local support group for mums where she gained some
peer support.
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Pregnant and New Mothers from CALD
Backgrounds
There is good evidence that high levels of anxiety and
stress, and/or depression during pregnancy, whether
diagnosed or not, predict various adverse physical and
psychological health outcomes for mother and infant
from all ethnic backgrounds [26, 27]. Christian [28]
has highlighted that environmental stressors such as,
low socioeconomic status, stressful life events, daily
hassles, past traumatic experiences, racial discrimina-
tion, disconnection from cultural and ethnic roots
and domestic violence can lead to subjective distress;
but coping resources, such as social support, recon-
necting to religion and spirituality and self-efficacy
are helpful.

It is, therefore, not too surprising that a meta-
analysis reported a higher risk of adverse birth
outcomes for pregnant women from developing
countries who had a lower socioeconomic status and
now residing in the US and were suffering from
depression [29]. In addition, when a pregnant
woman experiences traumatic events, both natural
(hurricanes, earthquakes, floods) and man-made (ter-
rorist attacks, bomb blasts), these are also associated
with poor pregnancy outcomes [27]. Therefore, when
considering susceptibility to mental health problems
and the need for psychotherapy, special considera-
tions are required for migrant and refugee pregnant
and new mothers.

Special Considerations of Migrant and
Refugee Women
Research exploring pregnancy and postnatal experi-
ences of recent immigrants and refugees has
focused on pregnancy outcomes, mental health
and access/utilization of health services [30].
According to the literature, women from recent
immigrant and refugee communities are particu-
larly at risk of poor pregnancy outcomes and suffer
higher rates of maternal complications and inter-
ventions such as gestational diabetes, caesarean
section, postpartum haemorrhage, perineal trauma,
all leading to a greater risk of postnatal depression
[31, 32, 33].

Migration and pregnancy are both major life
events; hence, it can be reasonably hypothesized
that pregnant women who are also recent migrants
experience environmental stressors and adverse life

events over and above mainstream women.
Pregnant women from CALD backgrounds may
encounter discrimination, unemployment, under-
employment, acculturation stress and social isola-
tion. In addition, women with refugee backgrounds
may have experienced severe trauma (torture, rape,
serious injury), loss or separation from family
members and may continue to worry about the
safety of their family left behind. Pregnant women
seeking asylum often find themselves in limbo, have
heightened stress about their asylum applications
being rejected and being returned to the countries
they fled. Not surprisingly, they are prone to anxi-
ety and stress and/or depression. These vulnerable
pregnant women will be very anxious about giving
birth in an unfamiliar environment, with lack of
support from family or friends, unable to engage in
culturally familiar behaviours and rituals relating to
childbirth.

Social isolation during and after pregnancy has
been identified as a major cause of mental distress
among immigrant mothers. Being socially isolated
and separated from their families was a contributing
factor to their poor mental health status [30]. These
mothers reported not having time to connect to their
own community groups or join multicultural groups.
Their inadequate English-language skills prevented
greater engagement with community workers and
health services.

An Australian report that reviewed pregnancy and
post-birth experiences of women from refugee back-
grounds identified communication as the most signif-
icant challenge to address [35]; language difficulties,
lack of translated information and issues surrounding
cultural responsiveness were highlighted. In addition,
accredited interpreters were not always available at
antenatal appointments, during the birthing experi-
ence, when completing consent forms or during post-
natal home visits.

It has been shown that professional accredited
interpreters can improve clinical outcomes for
immigrant women with limited English proficiency
[35]. Offering this service enables this vulnerable
cohort of women to feel less anxious and have
a better understanding of maternity care. Correa-
Velez and Ryan [36] have identified an urgent need
for adequate education programmes for immigrant
women regarding antenatal and postnatal care to
reduce anxiety and stress and also increase awareness
of services.
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Alongside this identified need, it is also impor-
tant for health professionals to have education and
an understanding of different cultural practices; to
enable them to respond to individual needs of
pregnant and new mothers from CALD back-
grounds and support them in either practising
their cultural norms or adopting the ways of
their second culture [30]. Culture and ethnicity
can influence the concepts of health and well-
being during the childbirth continuum and
therefore these attributes need to be considered
when mental health problems have been identified
and a referral for psychotherapy is being
recommended.

Psychotherapy: Cultural and Ethnic
Considerations
Psychotherapy, as a product of western civilization,
often reflects the western cultural context [37].
Many psychotherapists have received training devel-
oped for western communities and therefore are
limited in their approaches to provide culturally
appropriate forms of therapy. As a result, psy-
chotherapy may not always meet the needs of preg-
nant and new mothers from CALD backgrounds.
Alongside the issue of stigma and shame associated
with mental health, the lack of cultural and ethnic
appropriate therapies can lead to CALD pregnant

Case Study (2) –PTSD Following an Emergency Caesarean Section

Mairo, a recent immigrant from Abuja, Nigeria, had an emergency caesarean section (CS) for fetal distress.
Everything seemed to happen so fast; one minute everything seemed to be fine and then all of a sudden her
baby’s heart was erratic, beating very fast then a lot slower than what is within the normal fetal heart range
(100–160 bpm). All she remembers is being wheeled on a trolley to the operating theatre and the
anaesthetist inserting a tube down her throat; she could hear voices and could not move. Her last thoughts
were I’m going to die and my baby too. When Mairo awoke from the general anaesthetic she did not know
where she was or where her baby was. She then saw her partner Dapu, who smiled and reassured her that
everything was fine and that their baby boy was healthy. Their baby had been admitted to the neonatal
intensive care unit for some observations and the next day was transferred to the postnatal ward to be with
Mairo. Two days later, both Mairo and her baby were transferred home to receive postnatal care in the
community.

Everything seemed to be progressing normally and Mairo was recovering from her CS; baby was
breastfeeding and fixing on well and settling. However, Mairo was having some problems sleeping. When she
closed her eyes she could see herself being wheeled on the trolley to theatre and the anaesthetist trying to
intubate her. She could not breathe, felt like she was suffocating, started to feel panicky and her heart was
pounding. She also had begun to have flashbacks of being assaulted and robbed in her home city Abuja, where
she had also struggled to breathe when a stranger had grabbed her from behind and put his hand over her
mouth. Mairo did not tell anyone how she was feeling. During the week that followed she became increasingly
tired and weepy due to lack of sleep and the flashbacks she was having. She started to feel more and more
anxious, having palpitations, sweaty hands and a dry mouth. Her mother and partner became increasingly
worried about her. The following week Mairo was becoming increasingly stressed, showing signs of exhaustion
and could not breastfeed her baby. A midwife visited and was concerned about Mairo’s well-being; she arranged
for Mairo to see her GP. Her GP suspected PTSD and possibly postnatal depression as a comorbidity. Mairo was
prescribed some antidepressants and referred to see a psychotherapist. PSTD was confirmed by the
psychotherapist following an initial assessment being undertaken and upon Mairo disclosing her symptoms and
later her traumatic experiences. A combination of narrative therapy, some mindfulness and CBT techniques were
used to manage Mairo’s symptoms and help to reduce her anxiety and stress. She developed some coping
strategies to counteract her anxiety and fears. After a few sessions she began to feel better and was able to sleep.
A few weeks later, the flashbacks became less frequent and she started to relax more. She had stopped
breastfeeding but was bonding with her baby well. She was able to go out and started to feel less anxious and
fearful; she stopped taking antidepressants. Three months later she stopped seeing the psychotherapist and was
adjusting to motherhood well.
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and new mothers being less likely to access and
utilize psychotherapy, withdraw from therapy or
fail to indicate improvement. However, researchers
and practitioners have been advocating for changes
in the mental health system to better match or fit
with the cultural lifestyle and experiences of CALD
people.

This led to the concept of cultural competence
being developed. Cultural competence is the ability
of systems, agencies and practitioners to provide care
and deliver services to effectively meet the needs of
a culturally, socially and linguistically diverse popula-
tion [37].

Cultural competency regarding psychotherapy can
be achieved by modifying or adapting existing psy-
chotherapies or developing new treatments for specific
cultural groups [38]. There is some evidence of tradi-
tional psychotherapies, such as CBT, being successfully
modified to meet the needs of culturally and ethnically
diverse populations. Some therapies have been specifi-
cally developed for a particular ethno-cultural group,
for example: folk healing, network therapy, ethnic nar-
ratives and liberation psychology-psychotherapy [39].
Therefore, psychotherapy that is specifically adapted to
meet the needs of CALD pregnant and new mothers
will promote better engagement in therapy, with
a resulting improvement in mental health status.

Building Resilience for Better
Maternal Mental Health
Building resilience to promote better health and well-
being is an important aspect for maternal healthcare.
Mind and Mental Health Foundation in the UK
recently developed a model for building resilience to
promote better mental health [40]. This model
involves learning about mood and mind to develop
coping strategies, based on principles of mindfulness
and CBT, undertaking physical activities such as pram
walks, needlework, arts and crafts and social capital
aspects, such as befriending and peer support to build
self-esteem and confidence [41]. A mixed methods
evaluation of this building resilience model piloted
with pregnant mothers and new mothers from
a diverse population residing in both urban and
rural regions of England has demonstrated that this
combined approach to promote well-being is effective
[42]. This approach has been designed to fill a gap in
maternity services and focuses on preventative ways
to maintain and manage maternal mental health.

Conclusions
Maternal health and well-being is an important aspect
of women’s healthcare. Pregnant and new mothers can
be at increased risk of developing mental health pro-
blems. Socioeconomic and life events can take their
toll and increase levels of anxiety and stress during
pregnancy and the transition to motherhood. Pregnant
and new mothers from CALD backgrounds are at
increased risks of developing or exacerbating mental
health problems. Previous experiences of trauma and
birth trauma can also put mothers at further risk.

Psychotherapy can help pregnant and new mothers
to feel better about themselves and enable them to
develop coping strategies to deal with life problems and
traumatic events more effectively. Psychotherapy can be
adapted to meet the needs of pregnant and newmothers
from CALD backgrounds. Cultural competence is an
important aspect of health professionals’ education and
practice. It is essential to provide care and deliver mater-
nity services to effectively meet the needs of a culturally,
socially and linguistically diverse population.

Supporting pregnant women and new mothers
who are particularly at risk of mental health problems
to build resilience and stay well is an important pre-
ventative measure that has been identified.
A combined approach to promote well-being appears
to be effective. Physical activities, developing coping
strategies based on the principles of psychotherapy
and strong social networks all contribute to the pro-
motion of better maternal mental health.

Key Points

• There are five broad approaches to
psychotherapy: Psychoanalysis/
Psychodynamic, behaviour, cognitive,
humanistic and integrative/holistic.

• psychotherapy can be most effective when
elements of these different approaches are
integrated to meet each client’s need.

• Culture and ethnicity can influence the
concepts of health and well-being during the
childbirth continuum and therefore these
attributes need to be considered when mental
health problems have been identified and
a referral for psychotherapy is being
recommended. Cultural competence is the
ability of systems, agencies and practitioners
to provide care and deliver services to
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effectively meet the needs of a culturally,
socially and linguistically diverse population.

• A model for building resilience to promote
better mental health in pregnant mothers
and new mothers has been shown to be
effective. This model involves learning about
mood and mind to develop coping
strategies, based on principles of
mindfulness and CBT, undertaking physical
activities such as pram walks, needlework,
arts and crafts and social capital aspects,
such as befriending and peer support to
build self-esteem and confidence.
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Chapter

37
Biopsychosocial Factors
in Intrapartum Care
Leroy C. Edozien

Women’s Experiences of Childbirth
Is childbirth simply a matter of the mechanical progress
of the baby through the birth canal, or the final exhilar-
ating experience of bringing forth the life which has
been nurtured unseen, but felt within, for so many
weeks? [1]

Obstetricians and midwives have often concentrated
on clinical outcomes and been oblivious of negative
psychological experiences of women under their
care. After a ‘straightforward’ instrumental delivery,
an obstetrician’s perception may be that all is
well with the woman. The woman’s subjective
experience of her care may, however, be that of
a psychologically traumatic birth. By adopting
a biopsychosocial model of intrapartum care, doc-
tors and midwives can enhance the birth experience
of women under their care and achieve optimal
clinical outcomes while also securing psychological
well-being.

Research conducted in Australia in the 1980s
showed that access to information during labour,
relationships to care-givers, the extent of women’s
involvement in decisions about their care and expo-
sure to intervention were critical to women’s satisfac-
tion with care [2]. Despite advances in technology,
little has changed in the subsequent three decades:
recent studies in Western Australia found that preg-
nant women valued a sensitive, respectful, shared
relationship with competent clinicians who aimed to
provide woman-focused care [3, 4].

Factor analysis of responses in a survey of mothers
in Montreal, Canada [5], identified five dimensions to
women’s satisfaction: (a) the delivery itself, (b) med-
ical care, (c) nursing care, (d) information received
and participation in the decision-making process, and
(e) physical aspects of the labour and delivery rooms.
Two decades later, the first national survey of
women’s experience of maternity services in Canada
[6] showed that 3 in 4 womenwere ‘very satisfied’with

the respect shown to them, the perceived competence
of the healthcare providers, the concern shown for
their privacy and dignity, and with their personal
involvement in decision-making.

In the United Kingdom, 3 in 4 women responding
to the 2015 national maternity survey felt that they
were always involved enough in decisions about their
care during labour and birth, a significant increase
since the 2007 national survey, but there were sub-
stantial variations between hospitals [7].

A review of studies reporting from developing
countries showed that the process of care dominated
the determinants of maternal satisfaction [8]. These
process determinants included provider behaviour,
communication, provision of adequate information,
privacy, perceived provider competency and emo-
tional support.

A positive birth experience enhances maternal
well-being and mother–child bonding; it reinforces
the woman’s confidence in herself and lays a good
foundation for family health and future childbearing.
A negative birth experience is associated with inhibi-
tion of breastfeeding, post-traumatic stress disorder
(see Chapter 39), fear of birth, delay in having another
baby, stress in the next pregnancy and maternal
request for a planned caesarean delivery in the
absence of medical indications.

A number of instruments are available for asses-
sing women’s satisfaction with intrapartum care [9].
These vary in scope and psychometric properties and
include the Labour and Delivery Satisfaction Index
(LADSI), the Perceptions of Care Adjective Checklist
(PCACL-R), the Intrapartal care in relation to WHO
recommendations (IC-WHO), Patient Perception
Score (PPS, designed for operative births), the
Questionnaire to assess clients’ satisfaction (CliSQ),
the Intrapartal-Specific QPP-questionnaire (QPP-I),
the Six Simple Questions (SSQ), Maternal Satisfaction
for Caesarean Section (MSCS) and the Consumer
Satisfaction Questionnaire (CSQ).

38
11:56:34



The findings of a systematic scoping review of
what women want, need and value in pregnancy sug-
gest that current maternity care across the globe
might provide only a small proportion of what mat-
ters to women and their families [10]. On the basis of
their findings, the authors propose a model of care
comprising three domains: clinical care/therapeutic
practices; relevant and timely information (physiolo-
gical, biomedical, as well as behavioural and socio-
cultural); and support (social, cultural, emotional and
psychological).

Women’s experiences of childbirth, combined
with evidence-supported maternity care, provide the
framework for a biopsychosocial model of intrapar-
tum care in which the needs of the individual woman
are accorded precedence (Box 37.1). The components
of this model include pre-labour and intrapartum
education of the woman; a salutary environment;
continuous support in labour; person-centred and
culturally sensitive care; empathic, compassionate
care; provision of adequate and tailored information;
engagement of the woman in decision-making;
a holistic approach to pain relief; engagement of the
partner; optimal management of dysfunctional labour
and evidence-based management of the first, second
and third stages of labour. Each component is dis-
cussed in the following sections.

Person-Centred Care
Person-centred care takes into consideration the per-
son’s personal preferences, cultural traditions, values
and beliefs. Care of the pregnant woman during
labour and delivery needs to be tailored to the

individual woman and what they would find accepta-
ble within their social values and beliefs.

Doctors and midwives should proactively seek the
opinion of the woman in labour, and respect that
opinion. The woman should be constructively
engaged in decision-making about her care, and deci-
sions about choices such as what to eat and when
should be made not solely on the basis of medical
opinion but also on the woman’s preferences and
her culture. Women allowed freedom to adopt the
position of their choice – like standing, walking, sit-
ting, kneeling or squatting in the first stage of labour –
cope with pain better and show reduced requirements
for pain relief. They also feel more in control of their
labour and have less anxiety. Similarly, women should
be involved in decisions about medical interventions
(see section titled ‘Consent’ below).

The adoption of a person-centred approach helps
to build trust and transparency in the relationship
between the woman and her midwife and doctor.
When a woman in labour receives support from
a person she trusts, she enjoys a more conducive envir-
onment and has a more positive birth experience.

Environment: Home or
‘Home-Away-from-Home’
In the UK – and other countries such as Canada and
the USA – most women give birth in hospital,
a change from what was the norm about 50 years
ago. The change in the birth setting from a familiar
home environment to a room on the delivery unit
induced a biomedicalization of labour and delivery,
with less attention being paid to the psychological and
social correlates of childbirth.

Childbirth does not need to be in the obstetric
environment for it to be safe. The assurance of
a timely referral to specialist services when indicated
would allow a woman to labour in a setting away from
the obstetric environment but have access to emer-
gency care when needed, and thus be able to avoid or
minimize morbidities which could follow from com-
plications of labour and childbirth. As an alternative
to the home and obstetric environments, there is
the option of birth in a midwifery-led unit. The
midwifery-led unit could be freestanding or co-
located with an obstetric unit. The rate of intervention
in freestanding or alongside midwifery-led units is
lower and neonatal outcome is no different compared
to an obstetric unit [11].

BOX 37.1 Components of a biopsychosocial
model of intrapartum care

P – Person-centred care; culturally sensitive care

R – Relief of pain: optimal, holistic

E – Environment: home or ‘home-away-from-home’

C – Continuous midwifery support

E – Education: pre-labour and intrapartum

D – Dysfunctional labour optimally managed

E – Engagement of partner

N – Information giving, during and after labour

C – Consent; informed choice; involvement in
decision-making

E – Empathy; compassionate care

Biopsychosocial Factors in Intrapartum Care
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Having a baby is an intense life experience for the
woman, so she should be empowered to make deci-
sions regarding her own care and all healthcare per-
sons should respect the woman’s choice regarding
place of birth and other birth options. National policy
and service guidelines seek tominimize medical inter-
vention in uncomplicated labour and the UKNational
Institute for Health and Care Excellence (NICE) gui-
dance for intrapartum care recommends that low-risk
women should be supported in their decision to give
birth in a setting of their choice [12]. The NICE gui-
dance also encourages low-risk nulliparous women to
consider birth in freestanding or alongside midwif-
ery-led units. For the same reasons, low-risk multi-
parous women are encouraged to consider birth at
home or in a midwifery-led unit (freestanding or
alongside). The corresponding NICE Quality
Statement stipulates that ‘women at low risk of com-
plications during labour are given the choice of all
birth settings and information about local birth out-
comes’ (see Box 37.2).

The 2015 survey of women’s experiences of UK
maternity care showed that more women (41%) were
offered a choice of delivery in a midwife-led unit or
birth centre (35% in 2013) [13].

Where possible, women should be granted the
choice of labouring and/or delivering in water. For
women who take up this option, it is a helpful way of
minimizing the anxiety and pain associated with
labour and, ultimately, of enhancing the birth
experience.

Regardless of where birth takes place, healthcare
personnel attending a labour or delivery should pos-
sess the appropriate skills for a biopsychosocial model
of care.

Education
Doctors and midwives may enhance a woman’s birth
experience through education. Education provides
a basis for informed decision-making and helps to
shape expectations. Regrettably, doctors are not
usually involved in formal antenatal education
sessions.

Childbirth education sessions should cover posi-
tioning for labour and delivery, monitoring in labour,
pain relief, relaxation techniques, coping skills, nutri-
tion and potential interventions in labour. NICE
recommends that nulliparous women should be edu-
cated on issues such as how to differentiate between
Braxton Hicks contractions and active labour con-
tractions, recognition of amniotic fluid and pain
relief. Women should also be provided with informa-
tion on how to access the midwifery care team in an
emergency or when help is needed.

Prenatal education helps to build the woman’s
confidence in her body’s ability to give birth.
In technical language, prenatal education strengthens
the woman’s ‘sense of coherence’ (SoC). The concept
of ‘sense of coherence’ was derived from the saluto-
genic approach, which advocates a focus on factors
that support human health and well-being, rather

BOX 37.2 List of NICE intrapartum care quality statements [25]

Statement 1. Women at low risk of complications during labour are given the choice of all birth settings and
information about local birth outcomes.

Statement 2. Women in established labour have one-to-one care and support from an assigned midwife.

Statement 3. Women at low risk of complications do not have cardiotocography as part of the initial assessment of
labour.

Statement 4. Women at low risk of complications who have cardiotocography because of concern arising from
intermittent auscultation have the cardiotocograph removed if the trace is normal for 20 minutes.

Statement 5. Women at low risk of complications are not offered amniotomy or oxytocin if labour is progressing
normally.

Statement 6. Women do not have the cord clamped earlier than 1minute after the birth unless there is concern about
cord integrity or the baby’s heartbeat.

Statement 7. Women have skin-to-skin contact with their babies after the birth.
Source: National Institute of Health and Care Excellence (NICE). Intrapartum care: NICE quality standard [QS105].
London; NICE, December 2015.
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than on factors that cause disease. It is the extent to
which one is able to use one’s personal attributes and
social support to maintain and improve health.
Higher SoC scores have been found to be an indepen-
dent protective factor for the prediction of uncompli-
cated delivery [14].

Continuous Support
The most important intervention proven to be bene-
ficial in labour is for the woman to have continuous
presence of a supportive companion. It is hypothe-
sized that psychological support during labour
reduces stress and prevents the release of catechola-
mines, thus improving uterine contractility. Meta-
analysis of random allocation trials assessing the
effects of continuous, one-to-one intrapartum sup-
port compared with usual care shows that women
allocated to continuous support had shorter labours
[15]. They were more likely to have a spontaneous
vaginal birth and less likely to have intrapartum
analgesia or to report dissatisfaction. They were less
likely to have regional analgesia or a baby with a low
five-minute Apgar score.

The companion may be a midwife or, ideally,
someone chosen by the woman to support her in
labour. A NICE Quality Statement stipulates that
‘women in established labour have one-to-one care
and support from an assignedmidwife’ (see Box 37.2).

It is best if continued support was provided by
a single midwife, but often it is a team of midwives
which provides the ‘one-to-one’ support in labour.
Staff should be introduced when a handover of care
takes place, and the woman should be kept informed
when her attending midwife takes a break or is
deployed elsewhere.

Companionship should be maintained if the
woman is transferred from one birth setting to
another. NICE recommends that the arrangements
for transfer should be explained to the woman and
her birth companion(s), and that a midwife who has
been involved in her care up to that point should
travel with her and carry out a handover of care that
involves the woman.

Empathy
Whatever birth setting is chosen, healthcare person-
nel should ensure that there is a culture of respect for
a woman undergoing an intense life experience.
The woman should be listened to and cared for with

compassion.Women who feel cared for during labour
are likely to report their birth experience as a positive
one.

The initial assessment of a woman in labour, and
her subsequent care, should address her preferences
and her emotional and psychological needs.
Indicators of actual or impending emotional exhaus-
tion include the woman expressing fear, asking an
excessive number of questions, being overly demand-
ing, displaying an antipathy to doctor or midwife or
being hypersensitive to touch or suggestions.
Particular attention should be paid to the needs of
a woman with a history of sexual abuse, neglect,
domestic violence, mental health disorder, previous
traumatic birth or other sources of chronic stress.

The woman’s dignity and privacy should be pro-
tected at all times and a private environment to give
birth should be provided, with limited access to third
parties according to need. Staff and visitors should
knock and wait to be invited before entering
a woman’s room.

Recommended good practice [12] should be fol-
lowed when conducting a vaginal examination.
The recommendations include the following:

• Be sure that the examination is necessary and will
add important information to the decision-
making process

• Recognize that a vaginal examination can be very
distressing for a woman, especially if she is already
in pain, highly anxious and in an unfamiliar
environment

• Explain the reason for the examination and what
will be involved

• Ensure the woman’s informed consent, privacy,
dignity and comfort

• Explain sensitively the findings of the examination
and any impact on the birth plan to the woman
and her birth companion(s)

Information Giving
The labouring woman should be given adequate
information regarding every intervention and every
procedure offered or carried out. She should be given
as much information as she desires, and in a language
she understands. The information should also be pro-
vided to the partner who is providing emotional sup-
port to the woman.

The amount of information provided by the doc-
tor or midwife does not have to be overwhelming in

Biopsychosocial Factors in Intrapartum Care
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order to be adequate. What is more important is that
the information is intelligible to the woman and tai-
lored to her needs. Concise and clear explanations of
what is being proposed (or what is happening), why
this is necessary, how it will be done and when it will
be done are generally adequate – but often not
provided.

Information giving is a critical element in the
women’s sense of empowerment and control.
Women who feel in control of decisions about their
care and of unfolding events are more likely to report
having a positive birth experience.

Consent
The pregnant woman, like any other recipient of
medical treatment, has the right to determine what
treatment to accept or to decline. In exercising the
right to self-determination in pregnancy care, the
woman relies on the information provided by the
doctor or midwife, and the right cannot be said to
have been upheld if the woman is not in a position to
make an informed choice. Unfortunately, interven-
tions are frequently (in some cases, routinely) deliv-
ered in the absence of informed choice.

It is not good practice to shove a consent form in
front of a woman in the throes of labour when she is
en route to the operating theatre or after arrival in the
theatre [16]. It is likely that the court will deem this
woman, who is in severe pain and may even have had
a narcotic analgesic, not to be in a position to make
a well-considered choice. The way to protect the
woman’s right to self-determination in such cases is
to ensure that all women are provided with pertinent
information throughout the care pathway from
antenatal care through intrapartum care, so that she
is aware of unfolding events and what potential devel-
opments and options are in the horizon. That is to say,
consent should be viewed not just as an event (the
signing of a form) but as a process. Also, a legitimately
obtained verbal consent is just as valid as a written
one.

If a woman who has capacity declines an interven-
tion after full discussion and explanation, her wish
should be respected even if this means that her life or
that of the unborn baby would be at risk.

If a doctor performs an illegal operation, he or she
cannot use the patient’s consent to the operation as an
acceptable defence. This is particularly pertinent to
female genital cutting/mutilation (FGC/FGM), which
is illegal in the Republic of Ireland under the Criminal

Justice (Female Genital Mutilation) Act 2012 and in
the UK under corresponding legislation (in England,
Wales and Northern Ireland the Female Genital
Mutilation Act 2003, and in Scotland the Prohibition
of Female Genital Mutilation (Scotland) Act 2005).
Reversal of a defibulation after childbirth is an offence
under this legislation, so a doctor who attempts this at
the request or ‘consent’ of the woman or her husband
faces criminal prosecution (see Chapter 9).

Pain Relief
The degree of pain felt or perceived by a woman in
labour is influenced by the cultural expectations and
emotional state of mind in labour. The continuous
presence of a supportive birth attendant reassures and
relaxes the woman and she feels less pain and can cope
better with labour.

If and when a woman does require pain relief
then non-pharmacological forms of pain relief may
be preferable to pharmacological forms as first-line
analgesia, and the woman should be encouraged to
use them as much as possible. Examples of coping
mechanisms for labour pain include being as ambu-
lant as possible and trying different positions to
achieve more comfort. The woman and her birthing
partner should be informed that relaxation techni-
ques like breathing exercises, immersion in water,
distraction or visual imagery ‘which takes the mother
away for a few moments’ are known to be effective in
reducing pain in the latent phase of labour. Massage
techniques have also been known to help with redu-
cing pain in labour. NICE recommends that aro-
matherapy, acupressure or yoga should not be
offered for pain relief in the acute stage of labour
but that if the woman wishes to use them then she
should be supported with her wishes [12]. Trans-
cutaneous electrical nerve stimulation is of little
beneficial effect in established labour.

Encouraging the woman to say how well she is
coping with the pain of labour also helps her in deal-
ing with it. Psychologically expressing pain provides
a way of coping with it.

Pain associated with interventions should bemini-
mized. All necessary examinations should be done in
a sensitive manner and in between contractions to
reduce pain.

Entonox (a mixture of 50:50 oxygen and nitrous
oxide) should be made available in birth settings, but
women should be informed that it could make them
feel dizzy or lightheaded.

Section 4 Obstetrics and Maternal Health
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Opioid analgesia is commonly used. Opioids help
in reducing pain of labour but could make the woman
sleepy and could potentially slow down the birth
process. They also potentially make the baby sleepy
after birth, especially if the injection is administered
within an hour of delivery, and thus could interfere
with the establishment of breastfeeding.

Epidural analgesia provides themost effective pain
relief but is associated with an increase in prolonged
labour and the need for instrumental deliveries.
The woman is not able to feel contractions and not
able to push in response to her contractions. Maternal
mobility in labour is severely hampered by a regional
anaesthetic and the woman may experience backache
and headaches after the epidural, which hamper with
mother–baby bonding in the postnatal period. For
some women these may detract from the birth
experience.

Further research is needed before categorical
statements can be made regarding the value of aro-
matherapy and hypnosis in themanagement of labour
pain [17, 18]. Massage, acupuncture or acupressure,
relaxation and yoga may have a role in reducing child-
birth pain and/or improving the birth experience, but
further research is needed [19–21].

Notwithstanding the pros and cons of the different
forms of pain relief, the woman should be given ade-
quate informational and instrumental support in her
choice of pain relief.

Engagement of Partner
The woman’s partner is usually (but not invariably) in
a good position to support her during labour and, as
discussed above, such support is associated with good
clinical and psychological outcomes. Engagement of
the partner during pregnancy and delivery enhances
the prospects of his continuing involvement in the
care of the offspring during childhood and this in
turn has an impact on the child’s cognitive and beha-
vioural development.

Separate from their role in supporting the woman
in labour, men have their own anxieties and needs as
they play out this role. Some men may feel that they
are under pressure to attend the birth, to comply with
societal expectations. Enforced attendance at
women’s labour puts partners at risk of psychological
disturbances if staff do not pay sufficient attention to
partners’ expectations, fears and needs. Witnessing
a birth that is traumatic, or perceived as traumatic,
can leave the partner with long-term psychological

problems. Post-traumatic stress, depression and nega-
tive effect on the relationship and on sex life have been
reported in the aftermath of traumatic deliveries.

A meta-synthesis of the pertinent literature
showed that men expressed a strong desire to support
their partners and to be fully engaged but their experi-
ence of maternity care was often as ‘not-patient and
not-visitor’ [22]. Fathers see themselves asmuchmore
than just passive supporters for their partners; they
want to be authentically engaged. Fathers struggle to
balance their own unknown and uncertain journey to
fatherhood with the desire to provide some certainty
and support for the mother. Their expectation of
active engagement leads to profound trauma where
events do not go well (clinical events or dehumanizing
behaviour from staff). A study in Canada showed
differences in mothers’ and fathers’ birth satisfaction,
highlighting the need to take into account the birth
experience of each parent [23].

Health professionals’ beliefs about the father’s role
and the way they treat men affect both how engaged
the partner feels and how comfortable he is giving
support to the mother. Doctors and midwives who
adopt a family-centred approach are more likely to
engage partners than those who only see a pregnant
woman as their concern. The engagement of partners
could also be inhibited, if not forestalled, by safe-
guarding concerns. Sometimes, the midwife or doctor
may find it difficult to distinguish the intentions of
a man who is simply being keen or concerned about
his partner’s well-being and their baby’s safety from
those of a man who is manifesting a controlling
streak. Good communication skills will help to resolve
the dilemma.

Dysfunctional Labour
The term ‘dysfunctional labour’ refers to the stalling
of cervical dilatation in the active phase of labour or
arrest of fetal descent in the second stage of labour.
The rate of cervical dilatation is stalled if it is slower
than one centimetre per hour, in association with
irregular or weak uterine contractions. Arrest of des-
cent is diagnosed if there is no change in the station of
the bony presenting part or if the baby is not delivered
after one hour of active pushing.

This is not just a mechanical issue. It may be
caused or prevented by biopsychosocial factors, and
may cause psychological problems. Women can feel
more negative about a birth if they perceive labour as
being prolonged [24]. As dysfunctional labour is more
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common in nulliparous women, this means that
a substantial proportion of first-time mothers are
potentially at risk of negative birth experience, so
doctors and midwives should be mindful of this risk.

The progress of labour should be plotted on
a partogram and discussed with the woman. She
should be reassured by the midwife or doctor if labour
is progressing normally. This keeps up the morale and
confidence of the woman. Where progress of labour is
slow, appropriate and timely intervention should be
offered. Malposition, feto-pelvic disproportion and
asynclitism should be excluded.

The first step in preventing dysfunctional labour is
to create a calm, friendly environment, make the
women feel psychologically secure and enhance her
SoC (see discussion under ‘Education’ above). The use
of a bath, ball or other means of promoting comfort
should be encouraged.

The woman should be encouraged to be mobile in
early labour and to change positions regularly during
labour. The dorsal position is associated with weaker
contractions, compared to other positions, and may
cause supine hypotension. In cases of occipito-
posterior position, it may inhibit rotation to occipito-
anterior position. The range of alternative positions
available to the woman include lateral, knee-chest,
hands and knees, standing, semi-prone and leaning
(on a chair, ball or partner) positions.

Dehydration inhibits uterine contraction. A full
bladder not only predisposes to dysfunctional labour
but also may cause long-term urinary incontinence
(detrusor instability). The woman should drink
appropriate fluids (isotonic fluids) during labour to
maintain hydration, and the bladder should be emp-
tied hourly.

Traditionally, women were not allowed to eat in
labour, for fear of the risk of gastric aspiration syn-
drome were they to require a general anaesthetic dur-
ing delivery. It is now believed that stomach contents
would be less acidic if women were to have a light diet
in labour, and women are now given a choice whether
(and what) they would like to eat and drink in labour.
This helps women feel more in control of their labour.
The risk of maternal ketoacidosis secondary to starva-
tion is also reduced.Women with high-risk labour are
offered histamine H2-receptor antagonist (ranitidine)
to reduce the stomach acid formation in labour.

While early recognition and management of dys-
functional labour are important, unnecessary augmen-
tation with oxytocin should be avoided. In one study,

some women progressing well in labour received treat-
ment for prolonged labour while some women with
prolonged labour were not treated [24]. Unnecessary
use of oxytocin puts the woman at risk of needing
additional pain relief (in particular, epidural analgesia)
and at risk of interventions for fetal distress.

Conclusion
Childbirth is a unique event in the life of the mother
and her partner. It has effects on marital relation-
ships, mother–child bonding and the psychological
health of the mother. In severe situations, a bad
experience during labour may bring about
a revulsion to childbirth and affect the woman’s
perceptions of self as a woman and mother.
Women want good clinical outcomes for themselves
and their babies but they also want to be treated
humanely, with dignity and with respect for their
right to self-determination. A biopsychosocial
approach to intrapartum care combines the best
available evidence with person-centred care to
achieve the best clinical and psychological outcomes
for the woman, her partner and their baby.

Key Points

• By adopting a biopsychosocial model of
intrapartum care, doctors andmidwives can
enhance the birth experience of women
under their care and achieve optimal clinical
outcomes while also securing psychological
well-being.

• Birth experience has implications for maternal
well-being, mother–child bonding, family
health and future childbearing.

• Women’s experiences of childbirth, combined
with evidence-supported maternity care,
provides the framework for a biopsychosocial
model of intrapartum care in which the needs
of the individual woman are accorded
precedence.

• Regardless of where birth takes place,
healthcare personnel attending a labour or
delivery should possess the appropriate skills
for a biopsychosocial model of care.

• Doctors and midwives should proactively seek
the opinion of the woman in labour, and
respect that opinion. Women who feel cared
for during labour are likely to report their
birth experience as a positive one.
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• Information giving is a critical element in the
woman’s sense of empowerment and control,
and her satisfaction with care in labour.

• Dysfunctional labour may cause or be caused
by biopsychosocial factors. The first step in its
prevention is enhancement of the woman’s
‘sense of competence’.
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Chapter

38
Biopsychosocial Factors in Postnatal Care
Caroline Hunter and Hannah Rayment-Jones

The birth of a baby is usually a time to celebrate for
most women and their families. However, it is also
a period of significant transition and adaptation that
may trigger a variety of challenges to the physical and
psychological health, well-being and social status of
women. For some women and families, it can also be
a time of loss and grief. Provision and planning of
effective, high-quality care for women and babies in
the postnatal period could be improved by the appli-
cation of a model which acknowledges the influence
of psychological, sociological, environmental and bio-
logical factors in women’s well-being and seeks to
understand the associations between these elements.
Whilst provision of postnatal care may vary widely in
terms of where it takes place, who provides it and for
how long, similarities with respect to the impact of
childbirth on maternal postnatal health have been
reported in a range of high-income country settings
regardless of the health system in which women have
given birth. Therefore, the biopsychosocial challenges
women and their families might face in the first year
of their child’s life will be explored here with a focus
on how healthcare professionals can offer support
throughout this transition to positively influence
women’s mental and physical health and well-being,
bonding and infant development.

Birth in high-income countries is increasingly safe
in terms of obstetric outcomes. However, indicators
of postnatal maternal morbidity are also high [1–3].
Whilst for most women health problems will be non-
life-threatening, they may still cause pain, distress or
anxiety, impact negatively on their daily lives and
persist well beyond the 6–8 week postnatal period
[4]. For others, the consequences of physical and
psychological ill-health after the birth of a baby may
be more serious and could inform decisions about
future pregnancies and mode of birth. As more
women become pregnant with co-existing chronic
health issues such as diabetes, cardiac disease or obe-
sity, the complexity of their healthcare needs in the

postnatal period and beyond increases. Data from the
UK triennial confidential enquiries into maternal
deaths demonstrate the reality that the postnatal per-
iod is the time when women face increased risk of
morbidity and mortality, with over 51% of maternal
deaths in the UK occurring within the first six weeks
post-birth [3]. Despite this, the content, timing and
provision of postnatal care have been neglected, with
limited change to provision of care other than reduc-
tions in the duration of in-patient stay [5].

Women are not only at risk from medical or
obstetric complications after giving birth.
Increasingly, evidence demonstrates associations
between physical and psychological health, emotional
well-being and social support, suggesting that poor
mental health, isolation, poor-quality relationships or
low socio-economic status are as likely to impact on
the well-being of women as physical morbidity.
Furthermore, the evidence illustrates that these fac-
tors do not stand alone but rather are intertwined
with, promote and influence each other [1, 6, 7].
Maternal health and well-being must therefore be
understood within the context of all these influences
in order to plan and provide themost effective care for
women and babies. Postnatal care that ignores or
marginalizes the role of emotional and/or social
aspects may severely impact on a woman’s experi-
ences of early motherhood and influence her future
reproductive and longer-term health.

The importance of timely, effective and appropri-
ate postnatal care to support the well-being of women
and their families is a key tenet of current UK mater-
nity policy [8], with effective care viewed as essential
to improve the life-course health of women and their
infants [9]. The last decade has seen government
policy in England reflect concerns that this well-
being should not be limited merely to physical recov-
ery but should also encompass psychological and
social factors [8, 10, 11]. However, despite policy
recommendations and the changing health profile of
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women giving birth in the UK, the only changes in the
timing, content and structure of UK postnatal care
over the last 20–30 years include much earlier dis-
charge from hospital (within 48 hours or less) [12]
and fewer community-based contacts from a midwife
or other healthcare provider when emotional health
and support could be evaluated and promoted [13].
A Cochrane systematic review reported maternity
care in UK settings as highly fragmented, with social
isolation prevalent for significant numbers of women
[3, 14]. The review found that little evidence exists to
suggest that current service provision is adequate
for meeting health needs or indeed that guidelines
and recommendations are being routinely implemen-
ted [15].

In many areas, limited resources directed to post-
natal services have resulted in a task-oriented ‘tickbox’
schedule of care,mainly focused onmarkers of physical
recovery, with little attention paid to psychological
well-being or the availability of supportive social struc-
tures around postnatal women [16].Women can be left
feeling isolated, ignored, unsatisfied with their care and
unprepared for the challenges of motherhood [14, 17].
In some cases where physical, mental or social issues
are not identified, the consequences for women can be
serious, long-lasting and even fatal [3].

The Structure of Postnatal Care
NICE guidelines for routine postnatal care [8] define
the postnatal period as the 6–8 weeks following the
birth of the baby, although there is no evidence base to
inform this definition of ‘postnatal’. The end ofmater-
nity care is usually signified by the ‘6-week check’ of
mother and baby which is offered to all women who
give birth in the UK and is usually carried out by the
family doctor. The implication is that most women
will have physically recovered from the birth by this
time and will be adapting to their new role. Indeed,
midwifery care – in the form of home visits from the
midwife, a clinic appointment or follow-up telephone
call – will have ceased much earlier (around 10–14
days post-birth) for the majority of new mothers.
However, the assumption inherent in this routine
provision of care, that the postnatal period of recovery
and adjustment is similar for all women, has been
challenged by several authors [2, 18, 19] who suggest
that the postnatal period should be revised to last
beyond 6 weeks and up to a year post-birth if women’s
health needs are to be better met. It seems likely that

the prescriptive definition of the postnatal period as
lasting less than 2 months is insufficient to capture the
variety of maternal experience even for those mothers
with an apparently straightforward physical recovery
from birth and who have not experienced any pro-
blems with adaptation to motherhood.

The majority of women who have had a vaginal
birth in a UK hospital will be discharged home with
their baby within 6–24 hours, whilst those who have
undergone a planned or emergency caesarean section
will usually be discharged by day two or three after
delivery [12]. This represents a significant decrease in
the length of postnatal stay since the 1970s and 1980s,
when women could expect to spend several days in
hospital after birth. Despite its almost universal adop-
tion within UK postnatal services, the subject of ‘early
discharge’ has been a controversial one. It has been
suggested that decreased length of hospital stay pro-
motes a more family-centred approach to postnatal
care, moving its focus from the inflexible routines of
the medical model back towards the domestic, social
sphere and allowing closer involvement with the
woman’s social and psychological support networks
from an early point. Women may find it easier to
sleep, eat and maintain necessary standards of perso-
nal hygiene in their own, familiar environment.
Continuity of contact from a community midwife, as
opposed to various members of staff covering differ-
ing shifts, may reduce the amount of conflicting
advice a woman receives in the early days and increase
her confidence and self-efficacy, particularly around
issues such as breastfeeding [20, 21].

Negative aspects have been identified in the litera-
ture as possible consequences of early hospital dis-
charge, namely a reduction in maternal confidence,
a lower initiation and continuation of breastfeeding,
increasing incidence of postnatal depression and
reduced detection of morbidity leading to an increase
in readmissions from the community [22, 23]. These
are significant issues that may affect a woman’s func-
tioning beyond the initial postnatal period and should
be regarded as potential public health concerns.
It must also be acknowledged that widespread imple-
mentation of reduced postnatal hospital stays are
more likely to reflect resourcing issues than evidence-
based practice focused on the women’s needs; a return
to longer postnatal stays is unlikely due to current
demographic and policy drivers [17]. Of interest, the
Cochrane review of clinical trials by Brown et al
(2002) found that early postnatal discharge did not
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appear to have a negative impact on markers such as
continuation of breastfeeding or on rates of postnatal
depression [13].

With this in mind, it is essential to consider the
efficacy of postnatal care offered to women and babies
at home following hospital discharge. A Cochrane
review by Yonemoto et al (2014) found no evidence
that home visits from a midwife were associated with
improvements in maternal and neonatal morbidity,
and no strong evidence that more postnatal visits at
home were associated with improvements in maternal
health [24]. However, the findings of the 2002 UK trial
by MacArthur et al were reported incorrectly in this
review; rather than reporting that a new model of
community-based midwifery care was associated
withmore positivemental health outcomes as assessed
using the EPDS and SF-36 at 4 months postnatally
[18], the reviewers reported a negative association (see
comment on published review by MacArthur and
Bick in 2015). The review did find some evidence
that postnatal contacts at home may reduce infant
health service utilization in the weeks following the
birth, and that more home visits may encourage more
women to exclusively breastfeed their babies. There
was some evidence that home visits were associated
with increased maternal satisfaction with postnatal
care. Further analyses from the large community-
based trial of a new model of midwifery-led postnatal
care published by MacArthur et al (2003) found that
the positive impact on maternal mental health out-
comes in the intervention arm persisted at 12 months
postnatally [25].

Women have reported practical help received
from their partners and other family members (parti-
cularly their mothers), for example with household
chores and infant care, to be of great importance
although conversely breastfeeding duration may be
affected if a woman’s own mother is a main source
of advice and support [26]. Providing support for
women in caring for their infants in the postnatal
period is an important concern with previous research
showing that social support can facilitate women’s
transition to motherhood [21, 27–29], especially
among women who find the transition psychologi-
cally stressful [30].

Physical Symptoms
Postnatal care traditionally revolves around the surveil-
lance and monitoring of the woman’s physiological

recovery to a pre-pregnancy state, with women being
discharged from maternity care at around 6–8 weeks
once involution of the uterus has occurred and heavy
lochia has ceased.Women are encouraged to report any
concerns they may have about their physical symptoms
during postnatal contacts [8]; however, in practice these
often remain limited to questions from healthcare pro-
viders regarding, for example, perineal discomfort or
‘abnormal’ bleeding. Whilst often transient, these
symptoms should not be viewed in isolation by the
healthcare provider. In a 2008 study, Webb et al found
a significant and consistent correlation between ‘minor’
postnatal health problems and measures of emotional
well-being, including depressive symptomatology. Over
1,300 women were interviewed at 9 and 12 months
postpartum and the study concluded that careful assess-
ment of the physical, functional and emotional health
status of women in the year after childbirth may
improve the quality of postpartum care [7]. These find-
ings were echoed in an Australian study by Woolhouse
et al (2014) who found that women in their study
reporting five or more health problems had a six-fold
increase in their likelihood of reporting concurrent
depressive symptoms at 3 months postpartum than
those who reported only one or two symptoms [19].
Over 1,500 women who completed questionnaires at 3,
6 and 12 months postpartum reported being unpre-
pared for the cumulative effects of supposedly minor
health issues such as fatigue, backache, sore nipples,
headaches or constipation, suggesting that the preva-
lence of these issues is either not discussed in the
antenatal period or, perhaps more likely, is dismissed
as ‘normal’ when reported postpartum.

Physical symptoms apparently unrelated to preg-
nancy or birth (e.g. colds, pain perception) have also
been seen to increase in the postnatal period when
women report higher levels of depressive symptoma-
tology or lower levels of satisfaction with social sup-
port [1]. Healthcare professionals have a clear role to
play in ensuring that the vicious circle of ill-health and
emotional distress is arrested by preparing women
more effectively for the physical consequences of
childbirth and taking their concerns seriously when
reported postpartum.

Women have long reported the challenges asso-
ciated with the first few months postpartum, includ-
ing the need to respond to their infant’s needs whilst
recovering physically and emotionally from the
pregnancy and birth [31, 32]. It is generally consid-
ered that during the first 6 months post-birth,
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muscle tone and connective tissue restore to the pre-
pregnant state. However, the genitourinary system
can take much longer to heal, and sometimes may
never be restored to its pre-pregnant state; there is
a growing evidence base associating childbirth with
conditions, including stress urinary incontinence,
incontinence of flatus or faeces, uterine prolapse,
cystocele and rectocele [33], although it is important
that analysis undertaken is able to adjust for poten-
tial confounding factors, such as age and parity of
a woman. Around a third of women suffer from
urinary incontinence after giving birth and around
10% of women experience either frank faecal incon-
tinence or flatus [34]. Researchers have recom-
mended that healthcare professionals discuss birth
options during the antenatal period in order to
minimize a woman’s risk of instrumental birth,
and encourage women to practise pelvic floor exer-
cises to reduce the risk of urinary and faecal incon-
tinence [35]. However, Hay-Smith et al’s (2008)
systematic review concluded that there was not
enough evidence to suggest pelvic floor exercises
have any long-term effects on incontinence.
Worryingly, several studies have reported that
women who suffer urinary and/or faecal inconti-
nence are reluctant to report it to a healthcare pro-
fessional, despite significant disruption to their daily
lives and relationships [36, 37]. Reasons behind this
non-disclosure include a belief that nothing can be
done to improve the incontinence, not knowing who
to approach, feelings of embarrassment and shame,
and perceiving that healthcare professionals will not
be interested [38]. In addition, a large cohort study
by Brown et al (2015) found robust evidence that
many women experiencing severe symptoms of
postpartum incontinence do not receive adequate
primary care follow up in the first 12 months post-
partum [39].

It can therefore be assumed that other commonly
experienced morbidities remain unreported and uni-
dentified due to a postnatal care structure that does
not enable women to access ongoing support and
treatment or ensure healthcare providers specifically
ask women about their health. From a societal per-
spective, normal physical adjustments and slow heal-
ing processes are often overlooked as focus shifts to the
infant and the expectation that women should be ‘back
to normal’ within 6 to 8 weeks of giving birth persists.
Women in Wray’s ethnographic study reported up to
a year to physically recover from birth, and that their

own expectations and the societal pressures on them
added to feelings of failure and disappointment [40].

Breastfeeding
While the health benefits of breastfeeding for both
a woman and her baby are well known [41], the
number of UK babies who are still exclusively
breastfed at 6 months old remains extremely low at
around 1% [12]. The decision whether or not to
breastfeed may be a complex one for many women
and research suggests that there are myriad influen-
cing factors that affect the initiation and continuation
of breastfeeding [42, 43]. Women who choose to
breastfeedmay face discrimination in an environment
that still positions bottle-feeding as the socio-cultural
‘norm’, and those who choose to feed formula milk to
their babies may encounter difficulties negotiating
a health service culture wherein ‘alternatives to breast-
feeding are routinely portrayed as inferior’ [44].
The myth of ‘the good mother’ is intimately con-
nected to infant feeding practices, with women who
either choose not to breastfeed or who are unable to
maintain breastfeeding beyond a few days or weeks,
reporting feelings of inadequacy, shame and guilt [44,
45]. In light of this, some commentators have called
for a shift in education around breastfeeding towards
a more realistic, family-centred conceptualization of
infant feeding choices [44, 46].

In 2013, a systematic review of the literature found
that several psychosocial factors were strongly predic-
tive of breastfeeding outcomes [47]. Maternal intention
and self-efficacy, social support and mental health sta-
tus all affect breastfeeding duration. Maternal self-
efficacy was examined in five out of the eight studies
included in the review, and was found to be the major
pre-disposing factor to mothers breastfeeding for the
recommended 6 months or more. The review also
found that these influencing psychosocial factors
could be changed through intervention, suggesting
that midwives and other health professionals may
have a role to play in enhancing maternal self-efficacy
and increasing rates of longer-term breastfeeding.
Paying more attention to the diverse values, meanings
and emotions around infant feeding within families
could help to reconcile health ideals with reality.

Postnatal Mental Health
The transition to parenthood has long been described
as a major life crisis and time of significant
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psychological adjustment [48], with the weeks and
months after birth being exciting, tiring and stressful.
Although a certain amount of anxiety is expected
during significant life changes such as parenthood,
for some women these issues are significant risk fac-
tors for postnatal depression [30]. It is important that
healthcare professionals are able to recognize differ-
ences in normal psychological change during this
transition, such as ‘the baby blues’ – a common
mood lability, weepiness and irritability lasting a few
days in the early postpartum period, and more acute
and severe mental illness. As well as anxiety and
postnatal depression, women can experience
a number of mental health issues during the postpar-
tum period, such as puerperal psychosis, the onset or
recurrence of personality disorders, self-harm and
eating disorders (NICE, 2014).

Postnatal depression (PND) is known to be the
most significant and commonly occurring severe
mental health morbidity in the ongoing postnatal
period, affecting 7–12% of women over the first year
postpartum [49]. The detrimental and sometimes
fatal consequences to both maternal well-being and
longer-term infant development are significant and
have been well documented [50]. PND can compro-
mise maternal functioning and the developing
mother–infant relationship in early motherhood at
this crucial time [51]. Despite its relatively high inci-
dence, postnatal depression can be difficult to detect,
in part because new mothers are often reluctant to
report depressive symptoms to healthcare profes-
sionals and in part because healthcare professionals
do not ask about symptoms. A report from the Royal
College of General Practitioners [52] stated that
only around half of mothers with perinatal depression
and anxiety are identified despite frequent routine
contact with a range of primary care services at this
time; and even fewer receive adequate treatment’.
The most significant factor in the duration of post-
natal depression has been found to be the length of
delay to early recognition and adequate treatment
[53]. Effective interventions for postnatal depression
need to be initiated as soon as possible; therefore,
early detection is imperative for this to be realized.
Evidence reviewed by Khan’s 2015 report of perinatal
mental health services identified common barriers to
identification such as insufficient training, time pres-
sures, a lack of contact and communication between
healthcare professionals and women, lack of focus on
well-being of mother and baby after 6 weeks

postpartum and women’s feelings of dismissal.
It was subsequently recommended that equal atten-
tion was paid to the well-being and physical health of
the entire family, improvement in GP’s responses to
women who are concerned about their mental health
through further training, and support for partners to
identify symptoms and raise concerns.

Lifestyle and Expectations
Unrealistic expectations placed on new parents
either by society or themselves are a growing con-
cern, with overly optimistic views of parenthood
having a detrimental effect on a couple’s adjustment
to parenthood [54]. These expectations may include
the ‘perfect pregnancy and birth’, self-as-woman
(the ‘yummy mummy’), infant feeding, sleep pat-
terns and routines, relationships with partner, sup-
port from friends and family, physical changes and
the child’s developmental milestones. The disap-
pointment and frustration felt when these expecta-
tions are not met can often be intensified by
conflicting advice between healthcare professionals,
family members and content of online websites or
other social-media sources. Beck’s meta-synthesis
found that a common theme reported by women
suffering from postnatal depression was an incon-
gruity between expectations and the reality of
motherhood [51]. The paper concluded that these
myths operating amongst health professionals set
expectations that are impossible for women to attain
and placed their mental health at risk, particularly
for development of postnatal depression. Because
these harmful myths are so common in our society,
women believed that no others shared the same
negative experiences and thoughts. They viewed
themselves as bad or abnormal mothers who were
unable to cope with their new infants, although the
likely reality was that they would have benefited
from additional support and reassurance. Equally,
Harwood’s 2007 study of first-time mothers’ expec-
tations of parenthood also found that where
women’s postnatal experiences were negative, com-
pared to their expectations, there was greater
depression symptomatology and poorer relationship
adjustment.

Parenthood is no longer as central to adulthood as
it traditionally was, with more women viewing
motherhood as a choice rather than inevitability.
Evidence suggests that the more that women see
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motherhood as just one of a variety of life-course
choices they could have taken, the more they seem
to blame themselves for the negative feelings they
have as they adjust [55]. This coincides with the
‘yummy mummy’ phenomenon – an unrealistic
media representation of celebrity mothers – and
intensifies the gap between expectation and reality.
The National Childbirth Trust champions the idea
of discussion groups with parents-to-be and experi-
enced parents to challenge these ideals, ease pressures
and enable new parents to embrace the changes par-
enthood brings in a more realistic context [14].
Healthcare professionals can also help ease this tran-
sition by discussing the expectations and concerns
new parents may have, ensuring they are not offering
conflicting advice through effective inter-professional
communication, and providing new parents with con-
tact details of local support networks. Continuity of
carer, for example a named midwife, is invaluable in
achieving these recommendations as they are not only
known and trusted by families but also able to follow
up concerns and refer to specific support in the com-
munity [56, 57].

Relationships
Couples’ relationships during the postnatal period
have been explored and debated in a number of
previous studies over recent decades, with limited
agreement among researchers about the impact of
the transition to parenthood on relationship func-
tioning. Earlier researchers agreed that the stress
experienced throughout this transition impacted
negatively on the quality of a couple’s relationship
[48, 58]. However, later research suggested that data
are limited to support the view that parenthood
negatively affects marital satisfaction [59]. It is gen-
erally considered, however, that there are numerous
factors – some of which are detailed throughout this
chapter – that could influence a couple’s relationship
in the postnatal period and beyond. High-quality
qualitative research studies are providing much
more information on those factors that affect this
complex transition [60] The importance of this
understanding does not only concern parents’ rela-
tionships and emotional well-being but also infant
bonding, attachment and development, with some
research suggesting that a child’s psychological,
social and educational functioning is related to the
status and quality of their parent’s relationship dur-
ing their early years [61]. Healthcare professionals

can support couples to maintain healthy relation-
ships by addressing their expectations and promot-
ing constructive communication between parents.
These discussions might include issues such as par-
ental roles, finances, childcare, returning to work,
support networks, infant temperament and generally
how they expect their lives will change. Depending
on individual need, some couples may benefit from
counselling, although this is not routinely offered in
the UK [62].

Learning to Become a Parent
In order for new parents to feel confident in their
parenting role and tackle the realities of caring for
their new baby, they often need to acquire new
knowledge and skills. In 2013, a systematic review
of 27 trials focused on the effects of postnatal educa-
tion on infant general health or care and the
parent–infant relationships [63]. Although many of
the papers linked positive parenting to healthy child
development, the review concluded that the benefits
of postnatal education remained unclear, and that
larger and better-designed studies are required to
confirm or refute this link. It is recognized that for
many new parents in western society, the immediate
postnatal period is the first opportunity they have
had to hold, soothe, teach children and learn from
them, whereas in low-income societies that live more
simply there is a constant psychological preparation
for parenting through social learning and observa-
tion [64]. In addition to this, as it is now more
common for extended families to live further apart,
so many new parents do not have the social support
around them to teach them these positive parenting
behaviours.

Parent education delivered by health and social
care professionals is consequently often the first
point of learning for new parents, and it has the
potential to play a key role in easing some of the
difficulties associated with the transition to parenting
as well as affect child development. Although the
effectiveness of antenatal parent education remains
largely unclear [65], a number of studies of postnatal
parent education interventions have been effective in
improving parenting and infant outcomes such as
maternal-infant interaction, infant language develop-
ment, parental attitudes and knowledge [66], paternal
competence in parenting – including fostering infant
cognitive growth and awareness of cues [67] – and use
of infant health clinics [68].
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Bonding and Attachment
As well as positive parenting, a growing number of
studies have linked levels of bonding between par-
ent and infant, with later secure attachment and
mental well-being of the child. It is important to
remember the difference between the two terms
when reviewing literature as they are often con-
fused; attachment refers to an ongoing relationship
and the infant’s emotional connection to the parent,
whereas bonding refers solely to the parents’ feel-
ings and connection to the child. The large
‘Copenhagen child cohort study’ [69] found that
disturbances to this relationship, for example post-
natal depression, a breakdown in parent’s relation-
ship or physical illness, played a major role in infant
emotional, behavioral, eating and sleeping disor-
ders. A recent Cochrane review was undertaken to
assess the effectiveness of parent–infant psychother-
apy as an intervention to improve bonding, attach-
ment and optimal infant development [70].
It concluded that although there seemed to be
some promising results associated with the psy-
chotherapy and infant attachment, there were no
further benefits related to other outcomes and
therefore it was not recommended as a routine
treatment for parents and infants. Clinicians never-
theless require an awareness of how parents and
infants are bonding due to these disturbances in
the postnatal period, playing a significant role in
infant development, healthy relationships and
family well-being. If detected early, families and
clinicians can work together to establish effective
care plans and interventions to minimize long-
lasting effects. These plans could be as simple as
extra support with household chores and childcare
to more structured interventions such as counsel-
ling and therapy.

Conclusion
Postnatal care remains an overlooked and under-
resourced aspect of maternity care, yet its centrality
to the health and well-being of women, infants and
families in the short- and long-term should not be
underestimated. The current model of postnatal
care in many countries is unsupported by the evi-
dence around best outcomes for women and their
infants, and despite national and international pol-
icy drivers which emphasize the need for holistic,
flexible care encompassing the physical, emotional

and social needs of individual women, they are
often still poorly served by routine maternity ser-
vice provision. Furthermore, despite an under-
standing from policy-makers that the postnatal
period can be a time in which to initiate and sup-
port behaviour change to promote health and well-
being, the early discharge of women and babies
from hospital, a reduction in home-visiting sche-
dules and overstretched community services
equally mean that the longer-term care provision
required to embed these changes is frequently
unavailable.

It can be seen from the issues presented in this
chapter that the care of women and infants in the
weeks and months after birth is situated within
a complex system of social, political and culturally-
mediated assumptions around motherhood and the
transition to the parental role. Presented with an
image of new motherhood as a self-actualizing, ful-
filling experience, many women in fact frequently
experienced feelings of self-doubt, isolation and
inadequacy during the postnatal period. Physical
morbidities often go unreported and/or untreated as
women feel ill-equipped and unsupported to seek out
essential treatment, and a tendency on the part of
health professionals to regard such issues as minor
and inevitable discomforts. Inadequate or inappropri-
ate care therefore has significant implications across
the biopsychosocial model, affecting not just physical
health but long-term psychological and social
outcomes.

The potential for better outcomes and more
holistic, socially relevant care is offered – particu-
larly in the earliest postnatal period – by a conti-
nuity-based approach which allows women, families
and midwives the chance to develop an effective
partnership that can mitigate against some of the
most damaging elements of fragmented care deliv-
ery. However, postnatal care does not end when the
midwife discharges the woman and the transition to
parenthood requires the input of professionals
across the healthcare spectrum for an extended
period. What is required for truly effective postnatal
care is a multi-disciplinary approach which gives
equal consideration to women’s social and psycho-
logical needs as well as physical recovery, and
acknowledges that the biopsychosocial transition
that takes place during this time can have signifi-
cant repercussions for women and their families for
years to come.

Biopsychosocial Factors in Postnatal Care

343
39

11:56:38



Key Points

• Postnatal care, as currently delivered, is
often a task-oriented ‘tickbox’ schedule of
care, mainly focused on markers of physical
recovery, with little attention paid to
psychological well-being or the availability
of supportive social structures around
postnatal women. With the current model
of postnatal care, the opportunity to initiate
behaviour change to promote health and
well-being is not fully utilized.

• High-quality care for women and babies in the
postnatal period calls for the application of
a model which acknowledges the influence of
psychological, sociological, environmental
and biological factors in women’s well-being
and seeks to understand the associations
between these elements.

• Early discharge from hospital after childbirth
has advantages and disadvantages. It can
promote a more family-centred approach to
postnatal care, moving its focus from the rigid
routines of the medical model back to the
domestic, social sphere and allowing closer
involvement of the woman’s social and
psychological support networks from an early
point. The potential disadvantages include
reduction in maternal confidence, lower
initiation and continuation of breastfeeding,
increased incidence of postnatal depression
and reduced detection of morbidity leading to
an increase in readmissions from the
community. A Cochrane review found,
however, that early postnatal discharge did not
appear to have a negative impact on
continuation of breastfeeding or on rates of
postnatal depression.

• One in every 3 women suffers from urinary
incontinence after giving birth and 1 in 10
women experiences anal incontinence. These
morbidities often go underreported and/or
untreated.

• Supposedly minor health issues such as
fatigue, backache, sore nipples, headaches or
constipation can have a significant impact on
postnatal psychological health. They should be
discussed in the antenatal period and should
not be dismissed as ‘normal’ when reported
postpartum.

• Only around half of mothers with perinatal
depression and anxiety are identified despite
frequent routine contact with healthcare
services, and even fewer receive adequate
treatment.

• Positive parenting is linked to subsequent
healthy child development. Healthcare
professionals should help ease the transition to
parenthood by discussing the expectations and
concerns that new parents may have, and by
offering consistent rather than conflicting
advice.
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Chapter

39
Birth Trauma and Post-Traumatic Stress
Pauline Slade and Elinor Milby

Post-Traumatic Stress following
Childbirth: An Overview

Definition
Post-traumatic stress disorder (PTSD) is a psycholo-
gical response following exposure to an event that
involves actual or threatened death, serious injury or
sexual violation to self or others [1]. There are four
distinct symptom clusters. Firstly, there are re-
experiencing symptoms which include spontaneous
and intrusive thoughts and images, typically occur-
ring involuntarily. These are often in the form of
flashbacks (when the person feels as if they are back
in the traumatic situation) and nightmares. Secondly,
there is avoidance of reminders of the traumatic
event, such as people, places or situations that may
trigger re-experiencing. Thirdly, the person experi-
ences negative cognitions and mood, which can
range from a persistent sense of blame to diminished
interest in activities and an impaired memory of the
event. Fourthly, there are arousal symptoms, which
include hypervigilance for threat so that the person is
wary and on edge. These can include heightened irrit-
ability, sleep disturbance and problems of concentra-
tion. These symptomsmust cause clinically significant
distress and impairment to the individual’s level of
functioning and have a minimum duration of four
weeks to fulfil diagnostic criteria [1]. However, it is
now recognized that high levels of distress can accom-
pany experiences which do not meet diagnostic
thresholds and it may be more helpful to think
about responses to traumatic events as representing
a continuum of distress.

PTSD after Childbirth
PTSD was first identified in relation to adverse psy-
chological responses following exposure to experi-
ences of war and initially diagnostic criteria

stipulated that the traumatic event must be ‘outside
the range of normal human experience’. However,
clinicians have long been aware that precipitants of
PTSD are not confined to external triggers such as
military combat, assault or traffic collisions but may
also include health-related events.

Increasing recognition that post-traumatic stress
symptoms can occur after events that, whilst socie-
tally normal, are outside the range of usual daily
experience for an individual led to childbirth being
formally recognized as a potential precipitant of
PTSD [2]. Growing public recognition of PTSD fol-
lowing childbirth has also been evidenced by the
emergence of the Birth Trauma Association (www
.birthtraumaassociation.org.uk), a self-help infor-
mation site for people who have been affected by
traumatic childbirth experiences, which receives
150,000 hits per year.

While there are clear similarities between PTSD
following childbirth and PTSD following other
events, there are also important differences which
require consideration. Unlike other potentially trau-
matic events, childbirth is often a planned event
entered into voluntarily, and although the exact tim-
ing may be uncertain, it is anticipated that it will
occur. Again, unlike other events, childbirth is gener-
ally viewed as a positive experience at a societal level
and women are expected to respond positively. There
are also key differences during the event itself. For
example, a traumatic childbirth will always involve at
least two people (mother and baby); usually occurs
while under the care of health professionals; and often
whilst the woman is receiving pain-relieving drugs
which may alter perception. Childbirth happens dur-
ing a period of major life transition whilst other trau-
matic events may occur at any time. These context-
specific factors inevitably influence how PTSD is
experienced following childbirth and also have theo-
retical and clinical implications which will be further
considered in the following.
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Current Theoretical Understanding
How context influences theoretical understandings
also merits consideration. Extensive literature exists
in this area on other traumatic events but research
specific to PTSD following childbirth is limited [3].

The Cognitive Model and PTSD following Childbirth
One of the models that has received support in the
general literature is the cognitive model of PTSD [4].
This model argues that PTSD symptoms are perpetu-
ated by negative appraisals of the traumatic event and/
or its sequelae and that recovery is hindered by the use
of maladaptive coping strategies such as rumination
and thought suppression.

Recently, researchers have looked at the predictive
value of thismodel in the childbirth context. Ford, Ayers
and Bradley [5] found that themodel accounted for 23%
of the variance in acute stress symptoms three weeks
after birth and 9% of PTS symptoms at 3 months. This
increased to 16% when social support was added to the
model.

Vossbeck-Elsebusch et al. [6] assessed the
predictive value of cognitive variables in the devel-
opment of PTSD following childbirth whilst con-
trolling for other established predictors of PTSD
(discussed later in the chapter). Established pre-
and perinatal variables explained 33% of variance
in trauma symptoms in the 1–6 month postnatal
period. The inclusion of cognitive variables (nega-
tive appraisals of the traumatic event and its seque-
lae and maladaptive cognitive strategies) increased
the amount of explained variance to 68%. These
preliminary findings show the potential utility of
applying the cognitive model in the childbirth con-
text; however, there remains a significant propor-
tion of unexplained variance in symptoms which
requires further investigation.

Recent research has begun to explore this gap. Iles
and Pote [7] used a grounded theory approach to
develop a theoretical model of PTSD following child-
birth. A strength of their model is its recognition of
childbirth-specific variables that influence women’s
experience of trauma. For example, childbirth as an
expected event is accompanied by a variety of antici-
patory beliefs and coping strategies that impact on
women’s emotional states. Factors implicated in the
development of PTSD symptoms included prenatal
anxiety about childbirth, rigid expectations about
labour and delivery and how women assimilated
their birth experience into their role as a new mother.

Attachment Theory and PTSD following Childbirth
Another area that has recently begun to receive
attention in relation to PTSD following childbirth is
attachment theory. Attachment patterns develop in
infancy and can be characterized as secure, anxious
or avoidant. It is thought that attachment patterns
established in childhood continue into adulthood
affecting our relationships and interactions. Having
a secure attachment pattern has been shown to protect
individuals against stressful situations [8] and may be
particularly relevant during the transition to parent-
hood given the adjustment required within relation-
ships between mothers, their partners and newly born
infants. Furthermore, in the non-childbirth literature,
a relationship has been found between attachment
style and perceptions of pain [9]. It is therefore pos-
sible that certain adult attachment patterns increase
vulnerability to PTSD following childbirth by influen-
cing: how women experience childbirth (i.e. levels of
pain and perceptions of care received); and postnatal
coping strategies and perceived social support. Recent
work has identified a link between insecure attach-
ment patterns, perceptions of partner support and
PTS symptoms in the postpartum period [10].

Impact of PTSD following Childbirth
The impact of post-traumatic stress symptoms can be
severe and far reaching and is associated with major
functional impairment. In the postnatal context this
burden is compounded by the impact on maternal
and infant health, future reproductive plans and
mothers’ relationships with their infants and partners.
Box 39.1 provides a case illustration of PTSD follow-
ing childbirth.

Women’s relationships with their partners may be
adversely affected. Women may avoid sex and inti-
macy following a traumatic birth for fear of becoming
pregnant again and triggering further PTSD symp-
toms [11]. PTSD following childbirth may also be
comorbid between couples and trauma responses in
men can exacerbate mental health difficulties in their
partners [10]. PTSD following childbirth has also
been found to be associated with higher levels of
parenting stress two years later [12] and may interfere
with maternal bonding and attachment to the infant,
although comorbid postnatal depression may also
contribute to this [13].

Future family plans may also be affected with
women with PTSD up to four times more likely than
non-sufferers to have no further children [14]. Where
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women do go on to have further children, a previous
traumatic birth experience can contribute to fear of
childbirth in subsequent pregnancies [15] and sec-
ondary tokophobia in some cases [16]. It has been
reported that women who experience fear of child-
birth are two to six times more likely to request
caesarean sections [17, 18]. While opting for
a caesarean may enable some women with PTSD
following childbirth to have further children, this is
also associated with higher incidence of some post-
natal complications and increased costs to the NHS
[19]. Where there is high fear, in accordance with
NICE guidelines [19], then early maternity care
should make it clear that if a woman does want
a caesearan section because of fear then she can have
this. However, consultation with a psychologist whose
aim is to enable a woman to have the most positive
birth experience whatever mode is advised. There is
then scope to provide psychological help to alleviate
anxieties and/or post-traumatic stress symptoms
whilst still allowing a woman to retain her all-
important control.

Experiencing Childbirth as Traumatic
and Subsequent Experience of PTSD:
Prevalence

How Many Women Experience Childbirth
as Traumatic?
Research to date in this area has largely been based on
DSM-IV criteria [2] which specified that a person
must experience actual or threatened death or serious
injury (criterion A1) and respond with intense fear,
helplessness or horror (criterion A2). An early
Canadian study reported that approximately one-
third of women experience childbirth as traumatic
[20], while a more recent Australian study found
that 46% of the sample reported a traumatic birth
when asked at 4–6 weeks postpartum [21]. Another
Australian study found that 14% of women met cri-
teria for a traumatic birth, which doubled to 29%
when criterion A2 was removed [22]. A recent pilot
study undertaken in Liverpool, UK (the findings of

BOX 39.1 Marie’s Story – A Subjectively Traumatic Birth

Marie’s pregnancy went over term and she was admitted to hospital for an induction. Nothing happened for
12 hours and her husband went home and she was told by staff to get some sleep. Around the time of shift
changeover she began to experience very intense pain. She felt she was no longer coping and that she did not know
what was happening. Staff tried to reassure her that nothing was happening and she was told to just relax. Marie’s
pain intensified and she asked for an epidural. When she was finally examined she was found to be 4.5 cm dilated
and labour had progressed very rapidly. By the time staff were available she was too late to have an epidural. She
experienced very intense pain and there were then concerns about fetal distress. She was told she needed to ‘try
harder’ when she felt she was already giving all she had. Eventually, her baby was delivered by ventouse and two
episiotomies. At the birth Marie felt so exhausted and frightened she felt nothing but relief when her baby was
given to her.

Two years after the birth of her daughter Marie was referred to a clinical psychologist who specialized in trauma-
related responses. At this time she was reporting that most days she would experience the feeling of being back in
labour. Images would run through her head like a film and she would feel very frightened. She would try to block
this and distract herself but this didn’t usually work. Whilst this usually happened at home alone or with her
daughter, she had actually missed getting off at her bus stop on several occasions when reliving had been triggered
by the sight of a pregnant woman getting on the bus. Marie did her best to avoid talking about the birth as she knew
this would trigger reliving, so she avoided other women with babies and young children. This led her to become
socially isolated postnatally. She had been unable to go to mother and baby groups and avoided work colleagues.
Factors associated with the birth acted as triggers. If she heard the mention of or saw an advert for ‘a cocktail’ this
could trigger reliving of the birth as at the height of her distress her midwife suggested she ‘imagine lying on
a beach with a daquiri’.

Marie was not experiencing birth-related dreams and she was not depressed. She had no previous mental
health difficulties. She did however feel more irritable and on edge than usual which led to some tensions at home,
but she had a supportive partner. She felt angry towards staff. Marie had a good relationship with her child,
although she felt guilty that she had not had a feeling of overwhelmingwarmth to her baby at the birth that she had
expected of herself. She had always wanted two children but was adamant she would never become pregnant
again. Whilst she was using contraception, this fear adversely affected her sexual relationship with her partner.
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which are currently being prepared for publication),
found that a third of women self-identified as having
a traumatic birth experience.

How Many Women Develop PTSD at Full
and Sub-diagnostic Levels Following
Childbirth?
The first comprehensive review of studies investigat-
ing the prevalence of PTSD following childbirth
reported a rate of women fitting a PTSD profile of
between 2.8–5.6% at 6 weeks postpartum and
approximately 1.5% at 6 months postpartum [23].
A systematic review of studies carried out inWestern
Europe identified a prevalence rate of 1.3%–2.4%
between 1 and 2 months postpartum and 0.9%–
4.6% between 3 and 12 months postpartum [24].

However, two key methodological flaws have been
identified relating to the above reviews. Firstly, they did
not distinguish between studies that clearly identified
childbirth as the traumatic stressor meaning preva-
lence rates may have included women with PTSD
resulting from events other than childbirth. Secondly,
they did not distinguish between studies focusing on
community and at-risk study samples which is likely to
affect prevalence estimates. Heterogeneity among the
studies reviewed in relation to the measures used to
assess PTSD and definitions of what constitutes
a traumatic birth are also problematic.

A recent systematic review which addressed these
issues estimated a prevalence rate of 3.1% in commu-
nity samples and 15.7% in at-risk samples [25].
The most methodologically sound study of prevalence
carried out to date found that, after controlling for
PTSD due to previous trauma and anxiety and depres-
sion during pregnancy, rates of full PTSD following
childbirth were 1.2% at 4–6 weeks and 3.1% at 3
months and 6 months postpartum [21].

As noted before, it is helpful to view responses to
trauma as existing on a continuum. It is therefore
important to consider women who experience trauma
symptoms following childbirth, but who do not meet
full diagnostic criteria as they are still likely to experi-
ence significant distress at a key time for transitions in
roles and relationships. Recent studies have reported
a prevalence rate of 5.6% at 4–6 weeks [21] and 8.6% at
8 weeks postnatally [26] when also taking into account
clinically significant symptoms at sub-diagnostic
levels. Based on the number of women giving birth
in England and Wales [27] this equates to between

39,000 and 60,000 women who experience clinically
significant symptoms of post-traumatic stress follow-
ing childbirth each year.

What Is the Longitudinal Course of PTSD
following Childbirth?
Current evidence relating to the natural course of
PTSD following childbirth is limited. A recent
review of the literature on the longitudinal course
of PTSD following other events found that only
half of people recover naturally from PTSD after
an average of 3 years [28]. However, again the
postnatal context may influence the course of
PTSD as women are simultaneously caring for
their babies. This could potentially exacerbate
symptoms by triggering more re-experiencing or
conversely decrease symptoms by reducing avoid-
ance [29]. Alcorn et al. [21] found that rates of
PTSD increased over the first three months post-
partum but then stabilized by six months. Although
the longitudinal course of PTSD following child-
birth is still to be firmly established, its long-term
impact has been documented with evidence from
clinical case studies highlighting the persistence of
adverse responses for up to 9 years [30].

Risk Factors
Various risk factors have been implicated in the
development of PTSD following childbirth. Slade
[31] provides a useful conceptual framework for
understanding risk factors. Essentially, this follows a
formulation approach which considers why a person
may experience psychological distress at this point in
their life. This involves taking account of not just what
happens during labour and delivery (precipitating
factors) but also what a person brings into that situa-
tion (predisposing factors that are present before or
during pregnancy), which may influence how events
are experienced, and what happens postnatally (per-
petuating/maintaining factors) which may influence
resolution of responses.

The second dimension in Slade’s model relates to
the source of the risk factor and whether at each time
frame this is internal (relating to aspects of the indi-
vidual), external (relating to aspects of the environ-
ment) or a result of an interaction between the two.
Table 39.1 shows an updated summary of risk factors
that have been established in the literature in the
context of Slade’s model.
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Antenatal (Predisposing) Factors
A history of mental health difficulties, trait anxiety,
a history of sexual or other types of trauma and
mental health difficulties during pregnancy (particu-
larly depression) have all been found to be strong
predictors of PTSD following childbirth [6, 24, 25].
There is some evidence that younger age and having
an unplanned pregnancy also increase risk, although
this is not universally supported [24].

Perinatal (Precipitating) Factors
In a recent review, women’s subjective distress during
labour and delivery (including negative emotions,
perception of loss of control, dissociation, pain, fear
for self or baby, and fear of labour) emerged as the key
determinant for developing subsequent PTS symp-
toms [24]. A recent study provides further support
for this with negative subjective appraisal of child-
birth (intensity of fear, helplessness and horror) and
feelings of fear, anger and shame found to predict
later PTS symptoms [32]. Although obstetric inter-
ventions such as having an emergency caesarean or

instrumental delivery also increase risk, women who
have an objectively normal birth in terms of duration
and mode of delivery may still be highly traumatized.
Other perinatal factors linked to the development of
symptoms are other obstetric complications, low
levels of perceived support from partner and staff
[24, 25] and perinatal dissociation [6].

A recent meta-ethnography provides further sup-
port for the importance of women’s perceptions of
a traumatic birth, with key findings highlighting their
experiences of feeling out of control and degraded or
dehumanized by healthcare professionals during
labour and delivery, feeling trapped by the recurring
nightmare of childbirth, going through a rollercoaster
of emotions and needing to atone for failure in the
postnatal period [33].

Postnatal (Maintaining) Factors
When Slade’s model [31] was first developed there
was not enough evidence regarding the hypothesized
factors that maintain PTSD following childbirth and
they were therefore omitted from the framework.
In the non-childbirth literature negative appraisals

Table 39.1 Evidence-based predictors of PTSD following childbirth in the context of Slade’s (2006) conceptual framework

Internal External Interactional

Predisposing Factors Depression during
pregnancy
PTSD/anxiety during
pregnancy
History of mental health
difficulties
Trait anxiety
High fear of labour
Younger age

History of sexual abuse
Previous traumatic life
experiences

Unplanned pregnancy
Perceptions of low social
support
Insecure attachment

Precipitating Factors Perceived loss of control
Severe pain
High fear for self and/or
baby
Negative gap between
expectation and
experience
Peritraumatic dissociation
Negative emotions

Emergency caesarean
section
Instrumental delivery
Partner not present
Maternal complications
Elective caesarean section

Perceived low support
from partner
Perceived low support
from staff
Feeling poorly informed

Perpetuating/
Maintaining Factors

Negative appraisals of
childbirth
Dysfunctional cognitive
coping strategies

Low social support

Note: Items in italics represent updates to the literature since the model was first published.
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of the event and its sequelae and a lack of social
support are key processes that have been identified
[34]. Recent research has shown that cognitive pro-
cessing factors, specifically negative appraisals of
childbirth, viewing intrusions as a sign of abnormality
and maladaptive coping strategies (ruminating about
childbirth and trying to block intrusive memories),
are also implicated in the maintenance of PTSD
symptoms in a postnatal context [6].

These factors have the adverse effects of prevent-
ing the cognitive processing required to achieve suc-
cessful adjustment after childbirth and reducing
conversation about the traumatic experience with
others. This may be an attempt to avoid further dis-
tress for self or others but also reduces the woman’s
level of perceived social support. This is highly rele-
vant as high perceived social support has been found
to be a key protective factor against PTSD postnatally
[10]. Box 39.2 provides a case illustration of risk
factors for PTSD following childbirth.

The Role of Attachment
Recent research has highlighted the role of adult
attachment patterns in the development and mainte-
nance of PTS symptoms following childbirth. Both

anxious and avoidant attachment styles have been
found to predict trauma symptoms in the postpartum
period [10]. Attachment may also influence precipi-
tating risk factors. For example, a recent study found
that higher levels of anxious adult attachment were
associated with pain severity during childbirth, whilst
higher avoidant attachment scores were associated
with feeling less respected by staff during labour and
delivery [35]. As noted above, perceived social sup-
port is important after childbirth. In order to benefit
from social support, individuals need the capacity to
form and maintain social bonds with others. Insecure
attachment patterns may lower women’s perceptions
of support or their ability to make use of the support
available [10].

The literature on predictors of PTSD following
childbirth is highly relevant from a clinical perspec-
tive as it offers insight into potential preventative
measures. Antenatal and postnatal mental health gui-
dance advises that midwives should routinely ask
women about their birth experience in order to iden-
tify women who have had a traumatic experience and
are therefore at risk of developing PTSD [36].
The guidance also states that services should provide
timely treatment from specialist staff for women
with partial and full PTSD. However, there is

BOX 39.2 Marie’s Story: Risk Factors

Predisposing Factors
Marie sets herself high standards in everything she does. She seeks information, plans and puts in maximum effort.
She must always do her best or feels guilty. These attributes have served her well through her life and she is highly
educated and successful. She had adopted the same strategies for planning her childbirth.

Precipitating Factors
During labour Marie felt she wasn’t coping and that she did not knowwhat was happening (perceived loss of control/
feeling poorly informed). She felt alone, vulnerable and unlistened to as new staff tried to reassure her that nothing
was happening and she should just relax (perceived low support). As her pain intensifiedMarie experienced very high
levels of fear and panic (severe pain/negative emotions). Her labour and delivery were nothing like what she had
planned for (negative gap between expectation and experience).

Perpetuating/Maintaining Factors
Marie returned home and her family and partner were supportive. After about a week she began to experience
intrusive images and thoughts. She tried hard to put these out of her mind and avoid anything that would trigger
intrusions (dysfunctional cognitive coping strategies). She tried to just carry on and take the advice of her family that
she had a happy healthy baby and needed to put the birth behind her and look forward. After the first month it was
rarely discussed as she would get upset and everyone thought it was for the best (avoidance). In a year she went
back to work part time and although friends had noticed a reclusiveness and change (low social support) she
outwardly managed to get by.

Marie’s story highlights how it is not the objective complexity or threat that is important but the subjective
experience of the individual.
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currently no specific guidance on screening proce-
dures, prevention or treatment as the evidence for
effective interventions for PTSD following childbirth
is sparse. The following sections consider the poten-
tial for and evidence concerning antenatal and post-
natal prevention and then intervention.

Prevention and Early Intervention

Antenatal Prevention
Low perceived support has consistently been shown to
be a predictor of PTSD following childbirth, highlight-
ing the importance of good communication from
staff during labour and delivery. A recent targeted
prevention study aimed to improve effective clinical
communication by implementing and evaluating
a pink sticker communication system to alert staff to
vulnerable womenwhomay require extra support [37].
Preliminary findingswere encouraging with nowomen
going on to develop PTSD as a result of perceived poor
care. A reduction in the number of psychology service
referrals relating to birth trauma was also observed
whilst the sticker system was in place.

Postnatal Prevention
Most of the research to date in this area has focused on
postnatal ‘debriefing’, which is commonly offered in
the UK [38] despite ambiguity over its definition and
effectiveness. A review of the non-childbirth-related
literature concluded that debriefing as an early inter-
vention for PTSD was ineffective and may even
increase the risk of developing PTSD [39].
As a result debriefing is not recommended in national
guidelines on the management of PTSD [40].

As recognized earlier, differences in both the nat-
ure of childbirth as a potentially traumatic event and
the social context of childbirth may also influence the
salience and consequences of interventions. Findings
from the postnatal context report mixed results in
terms of outcomes of debriefing interventions [41].
Inconsistencies may be due to heterogeneity between
studies including variations in terminology, content,
timing of delivery and whether interventions are
offered universally or targeted to women at risk.

A recent systematic review of the debriefing lit-
erature specifically related to childbirth identified
that there is some utility in targeting provision of
debriefing to women who perceive their childbirth
as traumatic and when this is offered shortly after

childbirth or at the woman’s specific request [42].
Furthermore, there is evidence that women view the
opportunity to discuss their childbirth experience
positively and achieve a sense of validation through
talking and being heard [43]. Given that a key finding
of a recent review of qualitative studies is that
women who have had a traumatic childbirth may
feel dehumanized, the subsequent experience of
being heard is likely to be highly valued. However,
due to the differences between what is commonly
employed postnatally (which is not critical incident
debriefing), the adoption of the term ‘childbirth
review’ to describe this type of early intervention
has been recommended [42].

Screening Issues
A key change in the diagnostic criteria for PTSD in
DSM-V [1] is the removal of criterion A2, which
required that a person experienced intense fear,
helplessness or horror in response to the traumatic
event [2]. The subjective appraisal element was
removed following a review which found evidence of
the lack of effect of this criterion on PTSD prevalence
and the presence of PTSD symptomology [44].
However, none of the evidence reviewed originated in
a postnatal context and as noted earlier, childbirth
presents a unique set of circumstances in which
a women’s subjective experience is the key determinant
of subsequent distress.

Although related, criterion A1 (perceived threat)
and A2 (responding with intense fear, helplessness
and horror) do occur independently of each other.
Boorman et al. [22] found that slightly over half of
women who perceived threat to themselves or their
baby during childbirth did not experience an intense
fear response. Furthermore, subjective appraisal of
threat has also been found to have predictive value
over and above the experience of a traumatic child-
birth in postnatal levels of distress [32].

These findings have clinical implications for
screening women for PTSD postnatally and targeting
interventions. The elimination of the emotional
response to childbirth has the potential to double the
number of women who are identified as requiring
further assessment. Disadvantages associated with
erroneously categorizing birth as traumatic include
pathologizing normal responses to the risk and uncer-
tainty associated with birth; increasing demand on
postnatal health services; and diluting the care avail-
able for women in actual need of help [22].
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Intervention
The lack of information on effective treatments for
PTSD following childbirth once established is a signif-
icant gap in the current literature, with research to date
limited to case studies. It is widely recognized in the
non-childbirth literature that cognitive behavioural
therapy (CBT) and eye movement desensitization and
reprocessing (EMDR) are effective treatments for
PTSD [40], but these treatment approaches have yet
to be rigorously tested in a postnatal context.

Cognitive Behavioural Therapy
Ayers et al. [45] describe two cases in which CBT was
tailored to the women’s traumatic childbirth experience
with positive results. This study also highlighted the
need to incorporate prior trauma and core beliefs into
formulations and treatment plans. A recent study also
found that trauma-focused CBT was effective in redu-
cing PTSD symptoms in mothers of pre-term infants
[46].

Eye Movement Desensitization and
Reprocessing
Two further studies have reported encouraging results
using EMDR [47, 48]. In the first EMDR was used to
treat four pregnant women who presented with PTSD
as a result of a previous childbirth experience [47].
The authors concluded that EMDR is a promising ave-
nue for addressing fear of childbirth following birth
trauma with the potential to enable women to continue
with plans for future pregnancies. The second study [48]
also reported on three cases where EMDR was success-
fully used to reduce PTSD symptoms in pregnant
women who went on to reflect positively on
their second childbirth experience despite complica-
tions during delivery.

In Summary
Childbirth has the potential to be a traumatic event
that can involve actual or threatened harm to mothers
and their babies. Childbirth presents a unique set of
cultural and contextual circumstances which influ-
ence women’s psychological responses to the event.
Approximately one-third of women experience child-
birth as traumatic, with a significant minority going
on to develop clinically significant symptoms of post-
traumatic stress. Trauma symptoms may be detri-
mental to the well-being of women and adversely

impact their relationships. It is women’s subjective
experience rather than objectively traumatic events
that is the key determinant in subsequent trauma
responses. Several risk factors have been established
in the development of symptoms which may relate to
what women bring to childbirth (predisposing fac-
tors) and what occurs during labour and delivery
(precipitating factors). Recently, research has also
identified factors which maintain distress postnatally
(perpetuating factors). Evidence for effective preven-
tion is limited, though recent innovations show pro-
mising results and there is a case for targeted input in
the form of a childbirth review. The criteria used for
screening women for targeted interventions should
be carefully considered as this has the potential to
confound prevalence rates. Although CBT and
EMDR are recognized as effective treatments for
PTSD, this has yet to be firmly established in the
childbirth context.

Key Points

• In England and Wales, between 39,000 and
60,000 women experience clinically
significant symptoms of PTSD following
childbirth each year.

• In PTSD there are four distinct symptom
clusters: re-experiencing symptoms (often in
the form of flashbacks and nightmares);
avoidance of reminders of the traumatic event;
negative cognitions and mood; and arousal
symptoms (which include hypervigilance,
heightened irritability, sleep disturbance and
problems of concentration). High levels of
distress can accompany experiences which do
not meet diagnostic thresholds.

• There are clear similarities, but also important
differences, between PTSD following
childbirth and PTSD following other events.

• The cognitive model argues that PTSD
symptoms are perpetuated by negative
appraisals of the traumatic event and/or its
sequelae and that recovery is hindered by the
use of maladaptive coping strategies.
Attachment theory posits attachment patterns
(secure, anxious or avoidant) established in
childhood continue into adulthood, affecting
our relationships and interactions, and certain
adult attachment patterns increase
vulnerability to PTSD following childbirth.
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• PTSD affects the mother’s future reproductive
plans and her relationships with her infant and
partner. Women with PTSD are up to four
times more likely than non-sufferers to have
no further children and tend to have higher
levels of parenting stress.

• PTSD following childbirth may be comorbid
between couples

• The longitudinal course of PTSD following
childbirth is still to be firmly established but
adverse responses could persist for up to nine
years

• In Slade’s conceptual model, risk factors for
PTSD after childbirth could be precipitating,
predisposing or perpetuating/maintaining
factors; they could be internal (relating to
aspects of the individual), external (relating to
aspects of the environment) or a result of an
interaction between the two.

• There is currently no specific guidance on
screening procedures, prevention or treatment
as, currently, the evidence for effective
interventions for PTSD following childbirth is
sparse.

• Good communication from staff during
labour and postnatally could reduce the
number of women who develop PTSD as
a result of perceived poor care.

• In the childbirth context CBT and EMDR have
shown some promise but are yet to be firmly
established.
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Chapter

40
Vicarious Traumatization in Maternity Care
Providers
Pauline Slade, Kayleigh Sheen and Helen Spiby

Maternity professionals, through providing care dur-
ing childbirth, may sometimes encounter adverse
events that fulfil criteria for trauma. Exposure to
events that caregivers experience as traumatic
(whether or not the same events are actually experi-
enced as traumatic by the woman giving birth) can
elicit the same psychological response in those present
as can occur in those directly affected by the event,
with adverse implications for staff personal well-being
[1]. Staff well-being is important not just for them-
selves but because it has the potential to impact upon
quality of care they can provide.

Most of the existing literature on the impact of
vicarious exposure to trauma focuses on events such
as natural disasters, road traffic accidents and acci-
dents resulting in emergency care. However, health-
care professionals engaged in the provision of care
during childbirth may experience trauma that is qua-
litatively different to this. Childbirth in the developed
world generally occurs in a positive social context.
When birthing events involve threat to the life of the
mother or child, there is juxtaposition between antici-
pation and reality that is absent in other types of
trauma exposure. Therefore, specific consideration
of the impact of indirect exposure to traumatic peri-
natal events (events occurring during labour, delivery
or in the early postpartum) is important.

This chapter provides an overview of current evi-
dence pertaining to the experience and impact of
traumatic perinatal events in maternity care provi-
ders. The first section will describe the nature of
psychological responses to vicarious trauma.
The second section will discuss current understand-
ings about the nature of events perceived as traumatic
by care providers and consider the prevalence of
work-related traumatic stress responses, aspects asso-
ciated with increased risk and supportive strategies.
The final section will highlight key areas for further
research, and present recommendations that require
further testing in clinical settings.

Theoretical Issues

Responding to Indirect Trauma
Vicarious or indirect exposure to trauma can include
witnessing or listening to an account of an event,
recalled by the individual directly affected. Indirect
exposure has the potential to elicit the same adverse
psychological responses as identified in individuals
who are directly affected by trauma. The most com-
monly considered response in this context is post-
traumatic stress disorder (PTSD). Additional
frameworks have been developed (secondary trau-
matic stress, compassion fatigue, vicarious trauma-
tization) to specifically conceptualize responses to
indirect trauma. However, due to a high degree of
overlap between criteria for onset and resulting
symptomatology, their utility is uncertain. PTSD
and the additional frameworks are considered in
the following sections.

Post-traumatic Stress Disorder
PTSD is a trauma and stressor-related disorder that
can occur following direct or indirect exposure to
a traumatic event involving threat to physical integrity
or life (to the self or someone else) [1]. Symptoms of
PTSD include four dimensions: (1) intrusions (invo-
luntary, distressing recollections of the event), (2)
avoidance of reminders, (3) heightened arousal (e.g.,
feeling ‘on edge’, difficulty concentrating or sleeping
and (4) negative alterations to beliefs or mood (e.g.,
anger, guilt). The latter dimension was recently intro-
duced following amendments to the DSM-IV-TR [2]
criteria in 2013 [1] and acknowledges the potential for
PTSD to include cognitive as well as emotional or
behavioural responses. PTSD is diagnosed when
symptoms remain for a minimum of 1 month after
experiencing a traumatic event, and when they are
accompanied by severe levels of perceived impair-
ment to daily functioning [1].
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The development of PTSD following exposure to
trauma is not inevitable. Initial stress responses are
indicative of normal cognitive processing, required
for the assimilation of trauma event information
into autobiographical memory [3]. However, for
a proportion of people exposed to trauma, the event
is processed in a way that results in strong feelings of
current threat [4]. In these instances, when symptoms
remain for several months, responses are no longer
indicative of normal cognitive processing and inter-
vention may be required. It is also recognized that
symptoms not fulfilling diagnostic levels can be highly
distressing and require input.

Secondary Traumatic Stress
Secondary traumatic stress (STS) is defined as the
stress arising from ‘helping or wanting to help a trau-
matised or suffering person’ [5; p. 7]. Symptoms occur
soon after exposure to details of a traumatic event, or
in response to exposure to multiple accounts of
trauma from several recipients of care, and are essen-
tially the same as the intrusive, avoidant and heigh-
tened arousal symptoms of PTSD [5].

Compassion Fatigue
The term compassion fatigue (CF)was originally devel-
oped by Beck and colleagues [6], to describe the gen-
eral, negative impact of providing care. The term
‘compassion fatigue’ has since been incorporated
into a wider concept – professional quality of life
(ProQOL), which relates to the quality felt by an indi-
vidual in relation to their work as a care provider [7].

Professional quality of life consists of two compo-
nents: compassion satisfaction and compassion fati-
gue. Compassion satisfaction is the positive attribute
held by an individual in relation to their work as a care
provider. Compassion fatigue relates to the negative
impact of care-giving, and consists of two further
elements: burnout and STS symptoms. Burnout
relates to an enduring, gradual negative impact of
work-related stress. STS symptoms are conceptua-
lized as the development of fear following exposure
to primary or secondary trauma experienced as part of
the professional role. Within this, primary exposure
refers to witnessing a traumatic event occurring and
secondary exposure relates to listening to an account
of a traumatic event from a recipient of care.
Compassion satisfaction and compassion fatigue
operate on two ends of a spectrum; higher compas-
sion satisfaction is associated with lower compassion

fatigue and vice versa. According to this theory, STS
symptoms can occur soon after trauma exposure and
are acute in their nature.

Vicarious Traumatization
Vicarious traumatization (VT) is conceptualized as
a response to repeated exposure to details of multiple
traumatic accounts. It is not event-specific, and
instead represents a gradual cumulative response to
traumatic material [8].

VT manifests as negative and enduring alterations
to cognitive schema or worldview. Schema (or beliefs)
about the self or other people are vulnerable to dis-
ruption. These include beliefs about safety (safe when
alone, other people are safe), trust (in own judgement
of feelings, other people), intimacy (disengagement
from others, uncomfortable when alone), esteem
(not deserving of praise, viewing others with disre-
spect) and control (uncomfortable with others in
charge, need to control self) [9]. When schemas are
disrupted they become more negative and general in
their application to the world [10].

Burnout
Burnout occurs in response to chronic strain experi-
enced through emotional and interpersonal stressors
that are encountered in the workplace [11]. It is char-
acterized by symptoms of emotional exhaustion,
depersonalization of (i.e., attempts to distance oneself
from) recipients of care and perceptions of reduced
accomplishment in one’s professional role. Symptoms
of burnout are highly convergent with, yet distinct
from, those associated with traumatic stress [12].
Consequences of burnout include increased staff
turnover and absenteeism, and reduced productivity
and quality of work [11]. Although burnout is not
a response to trauma, the association of burnout
with traumatic stress symptoms highlights this as
a potential component to trauma exposure in care
providers [13].

Summary
The recent reconceptualization of PTSD in the DSM-
V has strengthened the case to primarily consider
a PTSD framework when investigating responses to
vicarious traumatization. Since the DSM-IV, the
stressor criterion for PTSD has acknowledged vicar-
ious exposure to trauma (witnessing, being ‘con-
fronted with’ details of an event) to elicit the same
symptomatic profile as associated with direct trauma
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exposure [2]. This was strengthened for the DSM-V to
include work-related exposure to trauma [1]. The
intrusive, avoidant and arousal symptoms of STS are
identical in nature to those of PTSD. Whilst VT was
previously unique in its acknowledgement of endur-
ing cognitive changes in response to trauma exposure,
the symptom criterion for PTSD now includes
a dimension for cognitive belief and mood-related
disruption.

It is clear that there is considerable overlap
between terms used to describe responses to indirect
trauma. Prior arguments for utility of STS, CF and VT
included the specific focus on vicarious exposure to
trauma [7]. However, when considering the stressor
criterion and revised symptom profile of PTSD, the
concepts of STS, CF or VT are redundant. Instead,
individualized responses to vicarious trauma in care
providers should be investigated and conceptualized
using the PTSD framework. In the context of care
providers, it is also recommended that a separate
dimension of burnout is incorporated into investiga-
tions, to acknowledge within-role disruption relating
specifically to the workplace.

The Experience and Impact
of Traumatic Perinatal Events
on Care Providers
The limited research investigating the impact of vicar-
ious exposure to traumatic perinatal events in health-
care providers was reviewed by Sheen, Slade and
Spiby [14]. Of 42 papers retrieved, only four included
health professionals who had indirectly experienced
trauma within a childbirth context. Whilst research
with midwives, nurse-midwives and nurses engaged
in the provision of labour and delivery care has since
increased, the experiences of medical staff are largely
unexplored.

Type of Events
The types of maternity events most frequently per-
ceived as traumatic by staff include demise or neo-
natal death, shoulder dystocia, infant resuscitation
and maternal death [15, 16, 17]. However, percep-
tion of trauma is subjective. Although it is useful to
identify the type of maternity events that may be
perceived as traumatic, understanding why some
events are perceived as traumatic may enable more
effective identification of those at risk for traumatic
stress.

Aspects influencing the perception of trauma dur-
ing traumatic perinatal events have been identified
through qualitative methodology. Feeling helpless
during a birthing event due to disagreement with
decisions made by other clinicians, perceiving physi-
cians to be using overly forceful approaches, feeling
unable to access resources or additional personnel
when required and having an existing bond with
a mother have been cited as contributing to trauma
perception [15, 17, 18, 19, 20].

Prevalence of Traumatic Stress
Wallbank and Robertson [21] conducted a survey
investigating the impact of experiencing loss (miscar-
riage, neonatal death and stillbirth) among UK doc-
tors (n= 38), nurses (n= 42) and midwives (n= 104).
Over half (55%) of the total sample exceeded the
clinical cut off for ‘severe’ symptoms of intrusion
and avoidance. Symptoms of intrusion and avoidance
in doctors and midwives following similar experi-
ences of loss were also identified in an earlier survey
[22]. However, for both of these studies [21, 22], levels
of response were not disaggregated by professional
role and therefore conclusions regarding the experi-
ences of each professional group are limited.

Sheen, Spiby and Slade [13] conducted the first
large-scale UK investigation of midwives’ experiences
of traumatic perinatal events. Midwives (n= 421, 16%
response rate) were recruited using the national mem-
bership database of the UK Royal College of
Midwives. Findings confirmed that a proportion,
representative of approximately one in six, of UK
midwives had experienced trauma corresponding to
the DSM-IV Criterion A for PTSD (APA, 2000).
Approximately one in 20 midwives reported clinically
significant symptoms of PTSD. These figures are
highly likely to underestimate the true proportion of
midwives with traumatic stress responses, as it makes
the assumption that all midwives who did not return
their survey were entirely non-symptomatic [13].
As a key feature of PTSD is avoidance, it is possible
that a proportion of midwives contacted will not have
returned their questionnaire due to the distress eli-
cited by recounting their traumatic experience.

A similar prevalence for traumatic stress
responses was identified by Beck and Gable [16] in
a survey of US labour and delivery ward nurses (n=
464). The authors measured symptoms of intrusion,
avoidance and arousal (conceptualized as STS) and
identified that 35% were experiencing moderate to
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severe levels of traumatic stress. Beck et al. [17] also
conducted an electronic survey of US-certified nurse-
midwives’ responses to traumatic birthing events.
Clinically relevant levels of PTS symptomatology were
reported by 36% (n= 170) of the sample. The large
sample sizes and national recruitment strategies used
by Sheen et al. [13], Beck and Gable [16] and Beck et al.
[17] strengthen the generalizability of findings.
However, response rates between all three
studies are similarly low (16%, 15% and 5% respec-
tively), which introduces the potential for selection
bias.

Further research specifically considering experi-
ences of obstetricians is required. One small qualita-
tive study with Irish consultants identified the
emotional impact of encountering stillbirth through
the provision of care. Although responses were not
conceptualized within a PTSD framework, responses
reported by consultants reflected this symptom pat-
tern [23].

Aspects Increasing Vulnerability to
Traumatic Stress

Empathy
Empathy is a primary feature of maternity care, cited
by both care providers and women in receipt of care
as integral to a positive birthing experience [24].
The sensitivity of maternity care provided is an
important determinant of women’s experiences of
giving birth and postpartum mental health [25].
Whilst empathy can facilitate sensitive care, it may
also increase risk for the care provider to experience
traumatic stress as empathic engagement can
increase the extent to which an adverse event is
internalized [5].

Rice and Warland [19] conducted qualitative
interviews with 10 midwives in Australia. Midwives
identified that having a bond with the mother
increased their own levels of distress during an
adverse event. Such bonds may come from having
developed relationships with the woman in maternity
care systems that involve continuity of care provider
or from providing support through the process of
labour care. Sheen et al. [13] reported that midwives
scoring high on a measure of empathic concern
reported significantly higher levels of PTS symptoma-
tology. Further research, especially with obstetricians,
is required in order to explore the extent to which

empathy may increase vulnerability to traumatic
stress responses.

Organizational Stress
Symptoms of traumatic stress are often highly asso-
ciated with elevated levels of burnout in care provi-
ders exposed to trauma [13, 14]. Sheen et al. [13]
reported that higher levels of PTS symptomatology
significantly predicted elevated levels of emotional
exhaustion and depersonalization. Burnout is asso-
ciated with increased absenteeism, increased staff
turnover and a poorer quality of work [26], with
implications for organizational efficiency. It is not
clear whether PTS predisposes individuals to
increased burnout, whether elevated burnout
increases vulnerability to traumatic stress responses,
or whether this relationship is bi-directional.
However, evidence to date indicates that organiza-
tional climate is an intrinsic factor in the perception
of trauma and subsequent psychological response.

Prior Trauma Exposure
Prior trauma exposure has been identified as a risk
factor for PTSD [27]. In Sheen et al.’s [13] study,
midwives who had experienced a previous traumatic
event in their personal lives (unrelated to childbirth)
reported higher levels of PTS symptomatology.
In addition, midwives who had experienced a larger
number of traumatic perinatal events whilst provid-
ing care for women reported higher levels of PTSD
symptoms. This latter finding indicates a potential for
repeated exposure to traumatic perinatal events in the
workplace to be associated with higher levels of PTSD
symptoms. Both findings highlight the potential for
personal and workplace-related traumatic events to
increase vulnerability to PTS responses.

Extent of Professional Experience
The extent of professional experience at the time of
vicarious trauma exposure may influence the devel-
opment of PTSD responses. Fewer years in the profes-
sion was associated with more frequent symptoms of
intrusion, avoidance and arousal (conceptualized as
STS) in labour and delivery nurses [16]. However, the
duration of professional experience was not asso-
ciated with symptoms of PTSD in UK midwives
[13]. It is highly likely that professional experience is
not linearly related to traumatic stress responses. It is
also possible that care providers with longer profes-
sional experience represent those more ‘resilient’ to
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trauma exposure. Studies to date have included
maternity care professionals who were registered in
their profession at the time of completion; therefore,
further investigations with those who choose to leave
their profession altogether is required. In addition,
there is only limited understanding about maternity
care professionals’ experiences prior to qualification.
Research with midwives, nurse-midwives and obste-
tricians during training would further understanding
about the association between the duration of experi-
ence as a care provider, trauma experience and the
development of PTSD responses.

Implications
Experiencing trauma and traumatic stress responses
can adversely impact upon personal and professional
well-being. Traumatic stress responses are by
their nature highly distressing for the individual.
Literature highlighting the impact of trauma exposure
with medical professionals is limited; however, Gold
et al. [28] conducted a large survey with US physicians
(n= 804) to investigate the impact of stillbirth or
neonatal death on care providers. Over a fifth (22%)
of respondents strongly agreed that the experience of
stillbirth had an ‘emotional toll’ on them and over
a third (34%) felt guilty and blamed themselves.
Feelings of self-blame and guilt reflect findings from
studies with midwives, nurse-midwives and labour
and delivery ward nurses after experiencing a trau-
matic perinatal event [16, 17]. Sadness and fear have
also been reported by studies with midwives, nurse-
midwives and labour and delivery ward nurses [15, 17,
19, 18]. The impact of experiencing trauma is
reported as enduring, with distinct memories easily
recalled for several years afterwards [15, 17, 18].

The experience of trauma has also been associated
with considerations to leave midwifery or nurse-
midwifery practice altogether, change the location of
clinical work, take sick leave or move to a non-clinical
role [13, 16, 17, 28]. In a sample of UK midwives who
had experienced a traumatic perinatal event whilst
providing care, Sheen et al. [13] reported that 35% of
respondents had seriously considered leaving midwif-
ery altogether following a traumatic perinatal experi-
ence. Midwives with symptoms meeting criteria for
clinical PTSD were significantly more likely to report
that they had considered leaving the profession.
Avoidance of clinical areas associated with the event
or increased anxiety at subsequent similar births has
also been reported [15]. Additional impacts include

practising in an increasingly defensive manner (e.g.,
intervening sooner to avoid a similar result) [13] or
‘distancing’ oneself in order to cope [18]. Findings
indicate that if PTSD develops following indirect
exposure to trauma, then implications can involve
either desensitization and avoidant behaviour, or
burnout and loss from the clinical workforce.
In either case, there is a loss of highly skilled staff,
and a loss of original investment in pre-registration
education, appointment and continuing professional
development.

Furthermore, the experience of PTS responses and
high emotional exhaustion is likely to impact upon
caregivers’ ability to engage in compassionate care.
A care provider who is emotionally exhausted, or
who is experiencing symptoms of PTSD, may uncon-
sciously avoid engagement with recipients of care.
This holds implications for the experiences of
mothers, for whom the experiencing of birthing and
subsequent postpartum health can be influenced by
the nature of care provided [25].

The potential for increased organizational stress in
response to investigative procedures taking place after
an adverse maternity event has also been identified
[15, 18]. A qualitative study with labour and delivery
ward nurses who were present during a shoulder dys-
tocia reported feeling ‘re-traumatized’ by subsequent
investigations and litigation procedures that took
place [15]. Investigations following an adverse mater-
nity event are important for maintaining safe and
effective maternity care. However, there is the addi-
tional potential for these to exacerbate care providers’
responses to the event.

Supportive Strategies
The impact of adverse perinatal events on staff is
largely unacknowledged [19]. Working within
a supportive working environment has been identified
as beneficial [17]. Peer support and reflection on
practice are reported as helpful for maintaining mid-
wives’ well-being and resilience [29].

Talking about the event and debriefing with col-
leagues without fear of repercussion have been
reported as beneficial for overcoming the impact of
traumatic perinatal event exposure [17, 19]. The term
‘debriefing’ is often used in an ambiguous and unspe-
cific way. Traditionally, the term ‘debriefing’ included
a structured and formal approach to investigating
cognitive, emotional and affective responses to
a traumatic event, for example, Critical Incident
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Stress Debriefing (CISD) [30]. However, it has also
been used to refer to a conversation about an event
that has been difficult [31]. The provision of struc-
tured CISD is controversial and is contraindicated for
the prevention of PTSD [32]. However, there is emer-
ging evidence with postpartum women to suggest that
the provision of an opportunity to discuss a childbirth
experience with a care provider reduces symptoms of
PTSD and depression [33]. In the current context of
care providers, the term ‘debriefing’ was used to refer
to an informal discussion with colleagues about
a maternity event [19], and not the provision of
a structured debriefing programme. It is possible
that the provision of an opportunity to discuss
a maternity event that has been perceived as difficult
may beneficially impact upon care providers.

Interventions
A limited number of studies have investigated the
utility of interventions aimed at reducing the devel-
opment of PTS responses in care providers who are
exposed to a traumatic perinatal event.

A pilot study with midwives, obstetricians and
gynaecologists (n= 30) indicated that supervision
from a clinical psychologist reduced PTSD symptoms
following neonatal death, stillbirth or miscarriage [22].
Staffmembers received six sessions with a clinical psy-
chologist, lasting up to one hour. The supervision
adopted a ‘restorative’ approach, aimed at supporting
individual emotional and psychological needs and
included strategies for processing anxiety and emo-
tions, in addition to a focus on interpersonal relation-
ships with women in receipt of care. Foureur et al. [34]
piloted a mindfulness-based stress reduction interven-
tion with midwives (n= 20) and nurses (n= 20) in
Australia. Although trauma exposure and response
were not measured, there was a significant reduction
in depression and stress, and an increased perceived
ability to cope with stress 8 weeks later.

Recommendations

Recommendations for Research
Whilst current evidence indicates that medical staff
encounter events they perceive as traumatic [21, 22,
28], this needs to be further explored. It is likely that
there will be similarities between the clinical events
perceived as traumatic by medical and midwifery or
nursing staff. However, differences between professional
roles may also introduce different predisposing factors.

Therefore, specific consideration of obstetricians’
experiences is required.

Greater understanding of factors predisposing,
precipitating and maintaining PTSD responses in
care providers is also required, taking into account
personal and workplace variables (e.g., organizational
climate, support). From this, a framework for predict-
ing vulnerability to traumatic stress responses can be
developed to aid early identification of individuals
who may be vulnerable to traumatic stress.

There is also a need to systematically develop and
evaluate methods of preparing care providers for the
potential to experience trauma, and to prevent the
development of PTSD symptoms. Increased under-
standing about the nature of traumatic experiences
and potential responses can reduce the likelihood that
PTSD occurs [35]. Care providers need to be provided
with information about the potential to experience
trauma, nature of initial symptoms and when
responses may indicate a need to seek further input.
Increased understanding of this nature can aid the
‘normalization’ of responses should they occur fol-
lowing a difficult event, which can reduce the like-
lihood that PTSD develops [35].

Consideration of the experiences of trainee care
providers is also required. One qualitative study
investigating the experience of traumatic events with
student midwives, who were two-thirds of the way
through their training, identified responses synon-
ymous with PTSD [36]. The student midwives
reported reliving events and fearing entering the
same clinical area on their own. Some reported that
they felt unprepared for experiencing some of the
maternity events that had occurred and doubted
their ability to work as a midwife. A potential implica-
tion of not preparing student care providers prior to
trauma exposure is attrition from training pro-
grammes; therefore, understanding ways to prepare
and support trainees is essential.

Clinical Recommendations
The importance of staff well-being is paramount to
the provision of effective, safe maternity care and to
maintaining a healthy and efficient workforce.
Vicarious exposure to trauma holds adverse impacts
at both the individual and organizational level. It is
important that managers are aware that some mater-
nity events may be perceived as traumatic by care
providers, and that timely identification of those
experiencing difficulty is essential. In addition,
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awareness of impacts to the organization through staff
retention and absenteeism is required.

There is currently no specific guidance for care
providers to be aware of the potential for traumatic
perinatal events to impact upon them. The develop-
ment and evaluation of interventions to prepare care
providers for trauma exposure, as described in the pre-
vious section, will inform the potential utility of provid-
ing additional information for care providers at both
the pre- and post-registration stages.

Finally, it is essential that care providers who are
experiencing PTSD are provided with appropriate
assessment and psychological input. Current recom-
mendations advocate the provision of trauma-focused
cognitive behavioural therapy (TF-CBT) or eye move-
ment desensitization and reprocessing (EMDR) [37].
The provision of non-directive counselling for indivi-
duals with PTSD is contraindicated [37].

Conclusion
Vicarious exposure to traumatic perinatal events has
the potential to adversely influence care providers’
well-being, their professional practice and the experi-
ences of women in receipt of care. Vicarious exposure
to trauma can result in PTSD, is associated with ele-
vated burnout syndrome and may influence decisions
to leave the profession. Despite emerging interest in
the impact of vicarious trauma on care providers, the
available evidence for maternity professionals is small
and there is a paucity of research specifically consid-
ering the experiences of obstetric staff. Further
research identifying factors that predispose care
givers to PTSD, or indeed what may prevent this, is
required. It is also essential that methods of preparing
staff for trauma exposure, increasing support and
facilitating access to effective interventions for those
with PTSD are developed. Through this, the health
and well-being of staff, quality of care and efficiency of
the maternity services will be enhanced.

Key Points

• Vicarious exposure to trauma has the
potential to elicit the same adverse
psychological responses as identified in
individuals who are directly affected by
trauma. The potential consequences include
PTSD, secondary traumatic stress,
compassion fatigue and vicarious
traumatization.

• The types of maternity events most frequently
perceived as traumatic by staff include demise
or neonatal death, shoulder dystocia, infant
resuscitation and maternal death. However,
perception of trauma is subjective.

• At least 1 in 6 of UK midwives have
experienced trauma corresponding to the
DSM-IV Criterion A for PTSD and at least one
in 20 midwives report clinically significant
symptoms of PTSD.

• Empathy can facilitate sensitive care, but may
also increase risk for the care provider to
experience traumatic stress.

• Organizational climate is an intrinsic factor in
health professionals’ perception of trauma and
their subsequent psychological response.

• Repeated exposure to traumatic events in the
personal lives of health professionals or in
their workplace is associated with higher levels
of PTSD symptoms. If PTSD develops
following indirect exposure to trauma, then
the potential implications include inability to
engage in compassionate care, desensitization
and avoidant behaviour, burnout and loss
from the clinical workforce.
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Chapter

41
Biopsychosocial Care after the Loss
of a Baby
Leroy C. Edozien

Introduction
Parents who lose their baby through miscarriage,
ectopic gestation, stillbirth or termination for genetic
or structural anomalies face a difficult time; histori-
cally, the care they receive following this traumatic
event has not always taken cognizance of the emo-
tional element of their care. Universally the care of
women and partners after the loss of a baby falls below
their expectations: studies of parents’ experiences in
both westernized [1, 2] and low-income countries [3,
4] show gross inadequacies in the provision of biop-
sychosocial care. Studies also show that the beha-
viours and actions of staff have a memorable impact
on parents. There are unmet educational needs for
doctors, midwives and nurses. The deficiencies in
education and clinical practice are accompanied by
a paucity of clinical research in what is clearly a major
concern in maternity care [5].

The Psychological Impact of Losing
a Baby

Emotional Impact
The loss of a baby is a deeply saddening event that
occurs at a time when joy and fulfilment are antici-
pated. The emotional impact may include feelings of
disbelief, anger, blame, guilt or helplessness as well as
crying openly or privately. There may be a loss of self-
esteem and loss of confidence in the prospect of
becoming a parent. It is important for doctors, mid-
wives and nurses to appreciate that each parent may
respond in their own way. The ability to maintain
steady psychological and physical functioning (i.e.
resilience) in the aftermath of a bereavement varies
from person to person. After the initial shock, the
parent(s) may suffer continued emotional distress as
they mentally revisit the events surrounding the loss
or when they see parents with healthy babies.

In addition to and associated with the emotional
dimension, there may be behavioural, physical and
cognitive dimensions to the parent(s) reaction.
The grief reactionmay lead them to isolate themselves
from family and friends, to sleep a lot or to have
disordered eating patterns. Cognitive elements
include intrusive and anxious thoughts. Physically,
the parent may feel tired all the time or have other
symptoms such as palpitations.

Prolonged Grief and Risk of Persisting
Mental Health Disorder
The grief reaction is a natural response to bereave-
ment. Various coping mechanisms are employed by
the parent and substantial psychological recovery
occurs after a few months. In some cases, however,
there is continued inability to resume normal psycho-
logical and physical functioning. This state has var-
iously been termed ‘prolonged grief disorder’,
‘complicated grief’ or ‘pathological grief’. Predictors
of the development of complicated grief after the loss
of a baby include pre-existing relationship difficulties,
inadequate social support, presence of other life
crises, absence of surviving children and physical or
psychological traumatic health care [6]. Parents may
be at risk of developing post-traumatic stress disorder
(PTSD) as a consequence of perinatal loss [7] (see
Chapter 39). Prolonged grief could persist even after
the subsequent birth of a healthy child. The quality of
care given by doctors, midwives and nurses can help
reduce the chances that the parent(s) will progress
from a physiological to a pathological grief process,
so it is of critical importance that staff should be
competent in delivering care that addresses biopsy-
chosocial factors.

Sometimes, perinatal loss occurs in a woman who
has a background history of mental health disorder
and this combination, as well as the synergistic effect,
goes unrecognized by health-care providers.
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Impact on the Father
Compared to mothers, much less is known about the
impact of perinatal loss on fathers [8]. Generally,
fathers’ grief responses appear to be similar to
mothers’. They suffer the same feelings of shock,
anger, emptiness, helplessness and loneliness, but
some quantitative studies have shown these to be
less intense than mothers’ grief responses. It is
hypothesized that the social requirement for the
father to support his spouse through a difficult time
explains the less intense grief reaction. The mother
rather than father being treated as a ‘patient’ in hos-
pital may also be a factor. Given the heterogeneity and
methodological limitations of existing studies, no
robust conclusions can be drawn and so each couple
should be treated according to their own circum-
stances and wishes. What is important is for health
professionals to appreciate that the father has his own
need for support while also supporting the mother.
Renaissance man was expected to be stoic but in
modern times it has become acceptable for men to
cry, as was the case in biblical times.

Impact on the Couple’s Relationship
Parental relationships have a higher risk of dissolving
after miscarriage or stillbirth, compared with live
birth [9]. Differing patterns of grief could potentially
lead to a decline in the couple’s relationship. If, for
example, the father wishes to move on but the mother
is still grieving (or progressing to prolonged grief
disorder) this could introduce conflict. Anxieties
about the prospects of another pregnancy may induce
tension in the relationship. One partner may blame
the other for the unfortunate outcome of the preg-
nancy.While a live birth could enhance the security of
a relationship, the stress of losing an unborn or still-
born baby could overwhelm the relationship, espe-
cially if there was pre-existing strain. The loss could,
on the other hand, bind a couple more strongly.
As with other aspects of bereavement care, doctors,
midwives and nurses should sensitively and non-
judgmentally ascertain the needs of the particular
couple and tailor their professional support
accordingly.

Implications for Other Children
The impact on the couple’s relationships with their
other children also varies [10]. While some may
neglect the siblings, albeit temporarily, others may

become more attached to the siblings. Bereavement
midwives should support parents in recognizing the
potential impact of their grief reaction on other chil-
dren (where this applies) and in particular the poten-
tial impact of prolonged grief reaction on the child or
children.

Peri-partum Care Following Stillbirth
The care received during and after stillbirth may have
lasting impact on parents’ future well-being. There is
a lack of high-quality randomized trials of support
interventions for mothers, fathers and families after
perinatal death [11]. There is enough evidence, how-
ever, concerning what parents want [12–16], and
authoritative clinical practice guidance is available
[17–19].

The key elements in the management of a woman
and her partner after a perinatal loss are communica-
tion; emotional support; support in decision-making,
particularly (for stillbirths/neonatal deaths) in
relation to holding the baby and post-mortem exam-
ination. Additionally, there is the importance of
the investigations to determine the cause of perinatal
loss.

Communication
Doctors, midwives and nurses should communicate
with bereaved parents in an empathic and sensitive
manner. Informing the woman and her partner in an
appropriate manner that their baby has died requires
communication skills (see Chapter 4). Information
provided to the parent(s) about what has happened,
what will be done, what support is available and their
options regarding delivery and disposal of the baby or
fetal tissue should be clear. This includes not only
information on clinical issues such as induction of
labour but also information on administrative issues
such as how to register their baby’s birth and how to
arrange for a funeral.

The parent(s) should be given a contact telephone
number on which they can contact the unit at any
time, day or night.

Emotional Support
The parent(s) should be cared for in a physical and
psychological environment that is conducive to
their emotional well-being. In most contemporary
maternity units there is a dedicated room or suite
for bereaved mothers and their partner. This
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insulates them, to some extent, from the noise and
the crying babies in the delivery unit. The wishes of
the parent(s) should be continually ascertained and
respected. This helps reduce psychological distress.
For example, some parents may want the midwife or
doctor to remain in the room and support them for
a while after the demise of their baby while others
will want a period of privacy, to be alone. If their
preference is not elicited, the midwife or doctor
leaving or remaining in the room may be seen as
abandoning the couple or intruding on their
privacy.

As much as possible continuity of carer should be
maintained, so that a relationship of empathy and
trust is sustained and the parent is protected from
distress associated with repetition of the same ques-
tions and answers.

Parents should be reassured that their feelings (see
section on ‘Emotional Impact’ above) are normal and
that recovery may take a few months. Those particu-
larly at risk of prolonged grief or post-traumatic stress
disorder should be identified. Counselling should be
offered as appropriate.

When a woman has experienced a stillbirth,
some mothers wish to proceed immediately with
delivery of the baby. Others wish to go back home,
take some time for emotional recovery in a familiar
environment and then return to hospital for deliv-
ery of the baby. If there are no compelling medical
reasons (sepsis, haemorrhage, severe pre-eclampsia
or ruptured membranes), there should be no rush
to effect immediate delivery. Stillborn babies will
usually be delivered spontaneously within three
weeks of their demise, but many parents will find
it more emotionally traumatic to carry a dead baby
for more than a few days. Retaining the baby in
utero for up to 4 weeks increases the risk of mater-
nal coagulopathy. Also, if the baby is not delivered
within 2–3 days the body becomes macerated and
this poses difficulties when the baby is seen and
held by the parents after birth and when post-
mortem examination is performed.

The parent(s) should be offered contact with local
and national support groups which offer informa-
tional, instrumental and emotional support to
bereaved parents. Sands, originally known as the
Stillbirths and Neonatal Death Society (SANDS), is
well known for its work in this regard [20]. Referrals
for professional support should also be made as
appropriate.

Mementos such as photographs, locks of hair and
hand and foot prints are also emotional supports for
some, and the staff should guide the parents in choos-
ing which mementos they wish to keep.

Clinical Management
Following a miscarriage, the method of disposal of the
products of conception should be discussed with the
woman and her partner, and local protocols should be
followed. In cases of stillbirth, mode of delivery and
decisions regarding burial or cremation of the baby
should be discussed. Following a stillbirth diagnosed
antenatally, induction of labour and vaginal birth is
the usual course but a caesarean delivery may be
indicated for medical reasons or occasionally for
maternal preference. Caesarean delivery of a dead
baby in the absence of a medical indication may
rightly be considered to be a drastic intervention,
and the implications should be explained to the
woman and her partner. If it remains her preference
to have a caesarean birth, then this should be
respected. Persistent attempts to persuade her to
have vaginal birth would cause more distress at
a time when the objective of care is to provide optimal
emotional support.

For induction of labour, a single dose 200 mg oral
mifepristone is given to ripen the cervix and the
woman is admitted 24–48 hours later for administra-
tion of prostaglandin (usually misoprostol). Pain
relief should be administered as required.

After delivery, an external examination of the baby
should be performed and the baby’s weight should be
plotted on a customized growth chart (where this is in
use) to exclude fetal growth restriction and to explore
the possibility of placental insufficiency. Lactation is
suppressed with cabergoline 1 mg, single oral dose
(contraindicated in women with hypertensive disease
or psychosis). Before discharge, advice is given on
contraception.

The parents should be advised that there is no
specific time interval that must elapse before they try
for another pregnancy; they can start once they feel
physically and psychologically ready for this.

Investigations
The investigations performed after a miscarriage or
stillbirth will depend on the circumstances of the parti-
cular case. It is important for the parent(s) to know that,
often, the cause of fetal death may remain unknown
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despite extensive investigation. The following investiga-
tions are usually performed after a stillbirth:

Kleihauer test – to exclude fetomaternal
haemorrhage

Serology –Toxoplasma, Rubella,
Cytomegalovirus, Herpes simplex and
Parvovirus B19

Bile salts
HbA1 c
Thyroid function tests
Fetal chromosome analysis
Swab taken from the baby’s axilla and sent for
microscopy and culture

Swabs of the maternal and fetal surfaces of the
placenta taken for microscopy and culture

Histopathological examination of the placenta
Sepsis screen, if indicated – maternal blood
culture, urine microscopy and culture, culture
of vaginal and endocervical swabs

Thrombophilia screen (indications: recurrent
perinatal loss, pre-eclampsia, coagulopathy,
fetal growth restriction)

Maternal urine for toxicology, if indicated (e.g.
cocaine use)

Administrative Matters
Themother’s GP is formally informed of the stillbirth.

All pending antenatal and scan appointments are
cancelled. A clinic appointment letter or reminder
sent routinely because the appointment has not been
cancelled could cause substantial emotional distress
to the family.

The birth is registered. Arrangements for a funeral
or cremation are agreed with the mother and partner.

A postnatal follow up appointment is arranged.
This would be the time to review events and results
and discuss the management of the next pregnancy.
The woman’s psychological well-being is assessed and
features of post-traumatic stress disorder are sought.

To Hold the Baby or Not to Hold?
It is common practice to encourage parents to have
contact with their dead baby. There are advantages
and disadvantages to this and the subject should be
carefully discussed with the parent(s) as soon as is
possible. Seeing the baby, holding the baby and spend-
ing time with the baby could be beneficial to the
grieving and recovery processes and provide succour

and memories that are cherished for a lifetime. Being
with the baby also affords the opportunity for the
family to grieve together. On the other hand,
a parentmay be psychologically traumatized by seeing
a dead baby and particularly one with gross abnorm-
ality, and may be put at risk of post-traumatic stress
disorder [21]. As with other aspects of the manage-
ment of perinatal loss, there is only limited research
on this topic and the existing work gives variable
results. A narrative synthesis of studies comparing
outcomes for parents who held their baby or engaged
in other memory-making activities and those who did
not showed mixed results regarding the impact of
holding the stillborn baby on mental health and well-
being [22]. An Australian study showed that mothers
who saw and held their baby had higher levels of grief
(measured by the Perinatal Grief Scale) than mothers
who chose not to see their baby [23]. This may be
a reflection of mother–baby bonding (see Chapter 28).
One study found an overall beneficial effect of having
held a stillborn baby born after 37 gestational weeks,
whereas findings for having held a stillborn baby born
at gestational weeks 28–37 were uncertain [24].

For some parents, not seeing the baby facilitates
detachment and closure and prevents unwanted
imprinting of the baby in their memory, but other
parents prefer to have this imprinting [25].

In some instances, even where mothers experi-
enced intense distress during the contact with their
stillborn baby, they reported that this contact was still
important to them and they felt in retrospect that they
had made the right decision [26].

It appears that women who had a multiple birth
and those whose pregnancy resulted from fertility
treatment are less likely to hold their baby [27, 28].

Further research could inform clinical practice but
it is likely that personal, cultural and spiritual factors
and the role of the care provider will remain influential.
Each parent is different and the care provided should
be in tune with her/his informed preferences. The way
in which maternity staff present the subject of seeing
the baby and explore the confidence of the parent(s) in
coping with this will influence the long-term impact of
their seeing the baby [29, 30]. It is a very difficult time
for the parent(s) and they need support in their deci-
sion-making. Some parents would subsequently regret
their decision not to see the baby and care providers
should endeavour, in a gentle and respectful way, to
give the parents every opportunity to reconsider their
decision while it is still possible to do so.
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Parents wishing to spend time with the baby
should be offered the use of the cooling cot (if avail-
able) to maintain baby’s skin condition, making it
possible for the parents to spend more time with the
baby.

Perinatal Loss of a Co-twin
Parents who have lost one baby of a twin or higher-
order multiple birth face a different set of challenges
from parents of deceased singletons [31, 32]. They
face the challenge of grieving for one baby while wel-
coming, bonding with, and looking after the other(s).
In many cases, the surviving baby is in the neonatal
intensive or special care unit, which poses further
challenges.

The parent may grieve for the lost baby and not
bondwith the surviving baby/babies. At the other end,
the parent may focus on the survivor(s) and defer the
grief process, only to suffer psychological distress
downstream. Between these extremes is the parent
that is torn between grief and parenthood, and is
confused. Doctors and midwives should avoid the
tendency to ask the parent to ‘focus on the positive’.
The bereavement support should be no less than the
parent would receive had their baby been a singleton.
Casual, insensitive comments should be avoided.

Post-mortem Examination
There are some cases of perinatal loss where the cause
of death is obvious and a post-mortem examination
would add little or no additional information. In other
cases, however, a post-mortem examination has the
potential to provide new information that explains or
confirms the cause of death. When post-mortem
examination yields this information, it helps the par-
ents understand the cause of death and, importantly,
facilitates closure. Further, it informs the manage-
ment of the next pregnancy. In many cases, however,
post-mortem examination fails to explain the cause of
death. It is important that bereaved parents should be
made aware of this possibility (or probability) at the
time of discussing the advisability of the examination,
otherwise the failure of post-mortem examination to
provide answers to their question could result in frus-
tration, anger and further emotional turmoil. It is
important also to provide balanced information on
the value and limitations of post-mortem examina-
tion as parents could be distraught at the thought that
their baby could be cut up for no benefit and they may

for this reason decline consent for the examination.
Post-mortem examinations should be performed by
appropriately trained perinatal pathologists, as this
reduces the number of cases where a plausible expla-
nation for fetal demise is not found. Other reasons for
declining post-mortem examination of the baby are
religious and cultural (in particular, the belief in, and
practice of, burying the dead as soon as possible).
In the United Kingdom, the scandal of unauthorized
paediatric organ retention by pathologists appears to
account for a significant fall in the number of parents
consenting to post-mortem examination of their
babies. This has been addressed through an improve-
ment in consent and governance procedures.

About 1 in 3 of parents who decline post-mortem
examination would subsequently regret their deci-
sion. The quality of explanation or counselling about
this examination may influence not only the decision
of the parents but also the prospect that they will
subsequently regret their decision. For this and other
reasons, obstetricians and midwives should have the
appropriate training [33, 34].

The consent discussion should be held at a time
that suits the parents and should not be rushed. They
should be given every opportunity to ask questions
and given time to consider their options.

The doctor or midwife obtaining consent should
understand the autopsy process and be able to explain
to the parents that the examination will entail the
preparation of tissue blocks and slides, and also to
explain the option of a less invasive autopsy – see
Judge-Kronis et al for outline descriptions [35]. Less
invasive autopsy usually entails post-mortem imaging
(MR scan, CT scan or X-ray) and/or selective tissue
sampling. The doctor or midwife should be familiar
with the legal framework that applies in their country.
In England, Wales and Northern Ireland, the hand-
ling of babies’ bodies is regulated by the Human
Tissue Act 2004. In Scotland, the Human Tissue
(Scotland) Act 2006 applies. These laws require that
specific consent should be obtained for each of the
following: post-mortem examination, genetic testing,
retention of organs, retention of DNA, imaging and
use of materials for education or research.

Pregnancy after a Perinatal Loss
When a woman becomes pregnant after a perinatal
loss the predominant emotions are not, as in most
wanted pregnancies, those of joy and relief but those
of fear and anxiety [36, 37]. The psychological distress
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and anxiety increase the risk of adverse short-term
and long-term outcomes (see Chapter 30 ‘Maternal
Psychosocial Distress’). The anxiety tends to increase
as the pregnancy approaches the gestational age at
which the preceding stillbirth occurred. Heightened
anxiety also occurs when critical tests such as fetal
anatomy scan are to be performed. Pregnancies that
follow a stillbirth are associated with an increased risk
of intrauterine growth restriction (IUGR), premature
birth and another stillbirth. Compared with women
who had a live birth in their first pregnancy, those
who had already experienced a stillbirth were almost
five times more likely to experience a stillbirth in
their second pregnancy [38].

Not surprisingly, the emphasis of medical staff in
the subsequent pregnancy is on more monitoring and
more technology. While this is valued by the parents,
they also need biopsychosocial support, but this is
often neglected by care providers. Doctors and mid-
wives should assist the parents in devising strategies
for coping with their feelings of uncertainty and
bonding with the unborn baby.

Of course, this facilitator role cannot be played if
the doctor or midwife does not recognize the parent’s
emotional status and needs in the first place. The key
elements in the management of a woman and her
partner during the subsequent pregnancy are similar
to those outlined above for perinatal loss: communica-
tion; emotional support; support in decision-making.
Empathy, listening skills and sensitive communication
are critical to ensuring positive experience for the par-
ents in a pregnancy after stillbirth [39].

Tailored care extends to the provision of antenatal
education. Parents with a history of previous stillbirth
feel uncomfortable attending classes with first-time
parents and other parents who have not had the
experience of a stillbirth. They feel more comfortable
in the company of parents with similar experience
from whom they can derive peer support, and this is
an advantage provided by dedicated clinics held for
women with a previous stillbirth. Even in such com-
pany, however, peers could drift apart and lose that
support if one couple has a smooth-sailing pregnancy
while another has obstetric complications in the index
pregnancy.

Training of Doctors and Midwives
While the quality of care provided to parents at the
time of perinatal loss and in their subsequent preg-
nancy strongly influences their grieving process

and their longer-term psychological well-being,
many obstetricians and midwives do not feel suffi-
ciently equipped and confident to provide the sup-
port that the parents require. This is partly due to
the absence or inadequacy of specific training on
the management of perinatal loss in undergraduate
and post-qualification training, but also on the
absence of a biopsychosocial approach across the
board in obstetrics, gynaecology and maternity
care. A qualitative study of UK senior obstetricians
identified a training gap that needs to be bridged
[40]. While some training needs are generic (e.g.
communication skills), others are specific. For
example, specific training should be provided on
the obtaining of consent under the provisions of
the United Kingdom legislation on consent, and
perinatal pathologists have a role to play in this
[41]. Training should also recognize the emotional
toll of bereavement care on doctors, midwives and
nurses and equip them to deal with this as best as
they can.

Conclusion
Parents who lose a baby face severe psychological
trauma, regardless of the gestational age at which the
loss happens. They need tailored support and optimal
care during this challenging time. Often, however,
the quality of care delivered does not meet their
expectations or has not been adapted to meet the
particular needs and circumstances of the parents.
Communication failures or inadequacies add to their
grief. Recognition of the biopsychosocial factors
described in this chapter and delivery of care that is
underpinned by the biopsychosocial approach could
provide psychological safety for the parents and poten-
tially enhance their long-term well-being. Delivery of
this quality of care calls for inclusion of these factors in
undergraduate and postgraduate training.

Key Points

• The ability to maintain steady psychological
and physical functioning (i.e. resilience) in
the aftermath of a bereavement varies from
person to person. Each bereaved parent will
respond in their own way, and care should
be tailored to their needs.

• Some bereaved parents remain unable to
resume normal psychological and physical
functioning (‘prolonged grief disorder’).
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• The quality of care given by doctors, midwives
and nurses can help reduce the chances that
the parent(s) will progress from
a physiological to a pathological grief process.

• Doctors, midwives and nurses should be aware
of the potential impact of perinatal loss on the
father, on the couple’s relationship and on
other children of the family.

• The key elements in the management of
a woman and her partner after a perinatal loss
are communication; emotional support;
support in decision-making, particularly (for
stillbirths) in relation to holding the baby and
post-mortem examination; and investigations
to determine the cause of perinatal loss.

• The wishes of the couple regarding aspects of
care after birth, such as holding the baby,
should be ascertained and respected.
Appropriate information should be provided.
This will help reduce the likelihood of later
regret by the parents.

• Doctors and midwives should be aware of the
legal framework and communication
requirements for obtaining consent to post-
mortem examination after perinatal loss.

• Parents need the same level of empathy and
sensitive communication in the subsequent
pregnancy.
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Appendix: RCOG Checklist of Hints and Tips to Support
Clinical Practice in the Management of Gender-Based
Violence

1. Get knowledgeable
Find out how domestic and sexual violence affects
women and girls.

Broaden your understanding of domestic and
sexual violence.

Find your local and domestic abuse professional
support services and ask their advice.

Encourage colleagues and reception staff to do the
same.

What is the situation in your local community?

2. Be open-minded and ready for the unknown
Think about missed opportunities.
Learn to recognize behaviours.
Make sure you’re not stereotyping – you can’t tell
by looking at people.

Be prepared for hidden stories – don’t make
assumptions.

3. Create a safe and welcoming environment
Display information and helplines for patients in
waiting rooms.

Remember what your options are – e.g.
chaperone, translator, panic button, inviting
a female colleague.

Avoid escalating the situation.

4. Build rapport and trust
Think about your body language – is it
encouraging your patient to trust you?

Show you care, understand and believe your patient.
Give your patient your full attention and explain
you can and will help.

Recognize that your patient has strength and
courage.

5. Keep an eye out for red flags
Multiple attendances for different problems (or
non-attendance).

‘Inexplicable’ or ‘vague’ symptoms invite deeper
enquiry – other vulnerabilities, repeat
terminations or losses, no contraception,
a ‘controlling’ partner.

Review a patient’s notes – the red flags may
appear.

Think about the danger your patient might be in.
Use the word ‘harm’ rather than ‘violence’.
Note down potential patterns of abuse.

6. Trust your instincts
Listen to your gut feelings or hunches about
a situation.

Pay attention to that ‘uneasy’ feeling when you
think something is wrong.

BUT don’t leap to a diagnosis – it’s better to say
‘I don’t know’ than get it wrong.

Alert the next person about your concerns and
feelings.

7. Your responses – what do you do when a patient
discloses?
Listen, validate and don’t judge.
Avoid clumsy responses, e.g. looking shocked.
Protect confidentiality but check with your
patients what they consent to being
disclosed to other agencies – e.g. police, social
services.

Have telephone numbers to hand for help,
especially if the patient is in immediate danger
and needs a refuge.

Tell the patient what you are going to do next.
Remember – doing a little is better than nothing
but doing nothing is better than harm.

8. Safe reporting and safe referral
Is this an emergency? Is there immediate
danger?
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Think about referrals and ongoing care.
Are there any children involved?
Document everything and share with colleagues if
given consent to do so.

Document potential patterns to avoid missed
opportunities in future.

9. Follow up
Involve a wider sphere of professionals, including
domestic violence experts.

Try to arrange another appointment with
the patient at a suitable time and follow
up.

Don’t act alone, discuss cases in confidence with
supervisors/trusted experts.

Remember – social service referral is available at
any stage.

10. Strengthening systems
Seek training for you and your team from experts
in domestic violence.

Be especially aware and informed of vulnerability
of younger girls.

Work together as a team with colleagues (medical
and admin) to provide a safe, informative
environment.

Demonstrate and encourage professional curiosity
among your colleagues.

Look to institutionalize the practice of reflective
learning.
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cannabis use, 286
cocaine use, 286–7
comprehensive care model,
282–3

conclusion, 288–9
cultural competency, 283
introduction, 280
key points, 289
methadone use, 288
opioid abuse, 287–8
opioid pharmacotherapy, 288
physiological considerations, 284–8,
285t

postpartum maintenance, 283–4
psychiatric disorders, 283
SBIRT approach, 280–2, 281t
slow-release morphine, 288
tobacco use, 284–6

Dutch Famine Birth Cohort Study, 16
dysfunctional labour, 333–4
dysfunctional uterine bleeding. see

abnormal uterine bleeding
causes, 106
complementary medicine, 47
defined, 102
as emergency, 143
impact of, 85–6
introduction, 105–6
in nonverbal patients, 86
psychosocial aspects, 107–8
treatment, 106–7, 107t
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normal eating, defined, 36t
paediatric and adolescent

gynaecology and, 86–7
polycystic ovarian syndrome, 34–5
postnatal period, 37–8
in pregnancy and lactation, 309–10
premenstrual syndrome, 9–10, 35
presentation of, 31
reasons for, 33
recovery from, 35
risk factors, 33
sexuality and, 35
treatment of, 38, 314
types, 32t
weight gain during pregnancy, 37

eating disorders not otherwise
specified (EDNOS), 87

ectopic pregnancy, 141
Edinburgh Postnatal Depression Scale

(EPDS), 126, 230–1, 239, 303
education
antenatal education, 258, 342
continuous medical education, 5
contraception, 127
diverse sex development, 78–9
female genital cutting, 69
intrapartum care, 330–1
parenting skills, 342
premenstrual syndrome, 97
psycho-sexual education, 77

effective evaluation, 3
efficient evaluation, 3
elective caesarean section, 304
elective termination of pregnancy, 142
Electronic Medical Records (EMR), 26
electronic pelvic floor assessment

questionnaire (EPAQ), 148
embryo cryopreservation, 172
embryos, legal and ethical concerns,

214–15
emergency gynaecology
assisted reproductive technologies

complications, 141, 141t
chronic pelvic pain, 142
common emergencies, 139t, 139
early pregnancy complications,

139–42, 140f, 141t
endometriosis, 142
genital tract tumours, female, 143–4
introduction, 139
key points, 144

menstrual problems, 143
pelvic inflammatory disease, 143
pelvic pain, 142
summary, 144

emotional brain, 42, 44
emotional distress in pregnancy, 11
emotional impact of losing a baby, 368
emotional safety, 76
emotional support for loss of a baby,

369–70
empathy
after stillbirth, 373
in communication, 22
intrapartum care, 331
patient–clinician relationship, 22
teaching of, 23
training in, 23, 24
vicarious traumatization, 362

employment and urinary
incontinence, 150

endocrine gynaecological cancer,
171–2

endometriosis, 131, 132, 142
Entonox use in labour, 332
epidural use in labour, 333
epigenetics
ageing, 17
conclusion, 19
defined, 16–17
developmental and clinical
implications, 17

diet, 17–18, 18f
exercise, 18
fetal programming, 19
genome, genes, DNA, 16
introduction, 15
maternal smoking, 18
psychosocial health, 15–16
sleep, 18
social environment, 18–19

episiotomy, 193
erectile dysfunction, 195, 196–7
Essential Communication

Competencies, 23–4, 25, 27
estradiol, see oestradiolestrogen,

oestrogen
ethinylestradiol, 98
European Board and College of

Obstetrics and Gynaecology
(EBCOG), 5

European Consensus on Learning
Objectives for Core
Communication Curriculum, 23

European Court of Human Rights, 215
European Network for Psychosocial

Studies of Intersex/Diverse Sex
Development, 76

European Network of Trainees in
Obstetrics and Gynaecology
(ENTOG), 5

Index

382

www.cambridge.org/9781107120143
www.cambridge.org


Cambridge University Press
978-1-107-12014-3 — Biopsychosocial Factors in Obstetrics and Gynaecology
Edited by Leroy C. Edozien , P. M. Shaughn O'Brien 
Index
More Information

www.cambridge.org© in this web service Cambridge University Press

European Society for Human
Reproduction and Embryology
(ESHRE), 113–14

European Society of Contraception
(ESC), 5

European Society of Human
Reproduction and Embryology
(ESHRE), 214

eustress, 264, 272
evidence-based medicine (EBM), 47–8,

184
excision of clitoris, 67
exercise and epigenetics, 18
exercise and urinary incontinence, 150
exercise disorder, 32t
existential therapy, 321
exogenous estrogen, 203
eye movement desensitisation and

reprocessing (EMDR), 355,
356, 365

faecal incontinence, 340
false positive screening, 241
family-centered approach to postnatal

care, 344
family therapy, 282
fatherhood, 121–3
fear during birth, 220–1
fear of birth (FOB). see also tokophobia
childhood sexual abuse, 302
Female Genital Mutilation, 302–3
mother infant attachment, 305
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impact of, 239–40
introduction, 237
key points, 242
non-invasive prenatal testing, 240–1
summary, 241–2
ultrasound, 238–9

fetal growth restriction see intrauterine
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conclusion, 334
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environment of, 329–30
female genital cutting, 69
information giving, 331–2
key points, 334–5
pain relief, 332–3
person-centred care, 329

intrauterine contraceptives, 200
intrauterine growth restriction

(IUGR), 277, 373
irritable bowel syndrome

(IBS), 135

job stress, 11
Journal of Psychosomatic Obstetrics and

Gynecology (JPOG), 4, 275

King’s Health Questionnaire
(KHQ), 148

Index

384

www.cambridge.org/9781107120143
www.cambridge.org


Cambridge University Press
978-1-107-12014-3 — Biopsychosocial Factors in Obstetrics and Gynaecology
Edited by Leroy C. Edozien , P. M. Shaughn O'Brien 
Index
More Information

www.cambridge.org© in this web service Cambridge University Press

Labour and Delivery Satisfaction Index
(LADSI), 328

lactation. see breastfeeding; psychiatric
disorders in pregnancy and
lactation

laparoscopic uterosacral nerve ablation
(LUNA), 132

laparoscopy, 132, 134, 143
learning parenting skills, 342
legal and ethical concerns
abortion, 213–14
conscientious objection, 212–13
consent, 209
fertility control, 211–12
gametes, embryos, parenthood,
214–15

infertility, 214–16
introduction, 209
key points, 216
medically assisted reproduction, 214
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sexual violence, 210–11
sexuality, 209–11
sexually transmitted infections, 211
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hysterectomy rates and, 103
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ovulation and, 106
for premenstrual disorder, 98
progestin component, 202
success of, 104
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lifestyle advice for menopause, 164
limbic system, 41–2, 42f
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loss of a baby
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clinical management, 370
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conclusion, 373
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emotional support, 369–70
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introduction, 368
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post-mortem examination, 372
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lubrication concerns, 190
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lymphatic system effects, 171
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major depressive disorder
(MDD), 95, 213
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Attitudes (MAMA), 303
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maternal caregiving, 43
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Maternal-Fetal Attachment Scale
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maternal-fetal relationship (MFR)
defined, 245–6
healthcare professionals, 251
impact of, 247
introduction, 245
key points, 251–2
measuring of, 246–7
physical/psychological health, 248
postnatal links, 248–9
pregnancy-specific contextual

factors, 247
reasons for measuring, 249–50
social support and relationships,

247–8
summary, 251
when to measure, 250–1

maternal mental health, 319–20, 320f
maternal microbiome, 221, 296–7
maternal mortality/morbidity, 304
Maternal Mortality Report, 261
maternal psychosocial distress
child development and, 265
conclusion, 268
definitions and concepts, 263–5
effects on offspring, 266
guided self-help, 268

impact on mother and baby, 265
interventions, 266–7
introduction, 263
key points, 268
screening and detection, 266

Maternal Representations during
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Maternal Satisfaction for Caesarean
Section (MSCS), 328

maternal smoking, 18
maternity services, 12
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(MRKH) syndrome, 75, 78
MBRRACE-UK report, 311
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medically unexplained symptoms, 1
medication
anti-epileptic mood stabilizers, 316
antipsychotic medications,
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biomedicalisation of labour, 329
during breastfeeding, 316
lithium, 316
psychotropic medication, 315–16
selective serotonin reuptake
inhibitors, 98, 196, 315

sleep-inducers and anxiolytics, 316
meditation practice, 50
Melbourne Women’s Midlife Health
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menarche, 33–4, 86
menopause
attitudes and beliefs, 162
biopsychosocial approach, 160,
163–4, 163f, 164f

chemotherapy and, 171
cognitive behavioural therapy, 165
complementary therapies, 165
conclusions, 165
defined, 160–1
hormone therapy, 165
impact on sexual response, 191
introduction, 9, 10
key points, 166
lifestyle advice, 164
mood and, 162–3
physiological changes, 161
premature menopause, 43
psychosexual disorders, 193–4
surgical menopause, 162
vasomotor symptoms, 161–2

menorrhagia, 102, 103–5, 104t, 143
menstruation. see also dysmenorrhoea
amenorrhoea, 34, 35, 85–6, 103
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menstruation (cont.)
eating disorders, 33–4
emergency problems, 143
introduction, 9
normal menstruation, 85–6
premenstrual symptoms without, 96
suppression in adolescents, 86

mental health. see also psychiatric
disorders in pregnancy and
lactation

abortion, 204–5
community based midwifery
care, 339

effect on urinary incontinence,
152–3

male fertility and, 123–4
maternal mental health, 319–20,
320f

needs in pregnancy, 304–5
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308–10, 313–14

postnatal care, 37, 340–1
prolonged grief, 368
psychosomatic issues, 2t, 2–3, 41, 274
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mentalized experiences of stress, 274
methadone use, 288
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migrant pregnant women, 323–4
Million Women Study, 165
mind-body therapies, 49, 153, 163
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Mindfulness-Based Stress Reduction

(MBSR), 24
mindfulness meditation, 25, 50
Mirena coil. see levonorgestrel

intrauterine system
miscarriage, 139–40, 140f, 141
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mood and menopause, 162–3
mood disorder, 142
morbidity
gynaecological morbidity, 105
maternal mortality/morbidity, 304
neonatal morbidity/mortality, 292
postnatal care, 337
urinary incontinence, 152–3

mother-infant attachment, 118, 305
motivational interviewing, 282
multidisciplinary team (MDT), 75–6
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and Integrative Medicine
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National Institute for Health and Care
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fear of birth and, 300, 304
intrapartum care, 330, 331
pregnancy risk factors, 233
recommendations for tokophobia,
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staff attitudes, 256–7

National Survey of Family Growth
(NSFG), 122

nausea and vomiting during pregnancy
(NVP)

antiemetics, 182, 183
assessment, 180, 181–2
etiology of, 178–80, 179f
introduction, 178
key points, 184–5
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medical management, 182–3
mild to moderate symptoms, 182
psychological difficulties, 180–1
psychological management, 183–4
severe and persistent symptoms, 183
social support, 181
summary, 184
triggers for, 183

negative birth experience, 328
neonatal morbidity/mortality, 271, 292
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offspring, 308
neuroinflammatory pathways, 296
neurological effects of gynaecological

cancer, 170
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non-coital pain disorders, 191
non-consummation, 191
non-hormonal medications, 165
non-hormonal treatment for PMS,

97–8
non-invasive prenatal testing (NIPT),

240–1
non-mentalized experiences of

stress, 274
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non-opioid analgesics, 170
non-ovulatory premenstrual
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308–10, 313–14
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non-surgical treatment of PMS, 97–9
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normal menstruation, 85–6
North American Society of

Psychosocial Obstetrics and
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nutrition and behaviour, 44–5
nutritional medicine, 49
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bleeding, 102
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obsessional thoughts, 308
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(OCD), 309
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oestradiol, 161
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deficiency of, 88
menopause and, 161
pelvic floor dysfunction, 193
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oestrogenic environment, 83
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omega-3 fatty acids, 44–5
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one stage genitoplasty, 74
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opioid abuse, 287–8
opioid pharmacotherapy, 288, 333
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orgasmic disorders, 191
ovarian cancer, 143, 170, 172
ovarian hormones, 10
ovarian hyperstimulation syndrome
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ovarian insufficiency, 85
overeating disorder, 32t
ovulation
anovulatory cycles, 85
Mirena coil, 106
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birth and, 219–20
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effects of, 43
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menstruation suppression in
adolescents, 86

normal menstruation, 85–6
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premature ovarian insufficiency,
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parenting skills, 342
partner engagement in intrapartum

care, 333
Paternal Antenatal Attachment

Scale, 246
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introduction, 21–2
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summary, 27
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patient safety and complementary
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pelvic floor dysfunction, 171, 193
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pelvic inflammatory disease (PID), 143
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peri-partum care after loss of a

baby, 369
periaqueductal grey (PAG), 147
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perinatal depression, 308
perinatal factors in post-traumatic

stress, 352
Perinatal Grief Scale, 371
perinatal mental health problems

(PMHP), 228–9
perinatal mental health services, 312
perinatal mental illness (PMI), 228–9
perinatal period health assessment
anxiety and depression, 231
clinical practice, 232
conclusion, 234
detection questions, 230
identifying risk factors, 232–4
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key points, 234–5
maternity context, 228
prediction questions, 230
previous or current problems, 228–9
psychological health assessment,

232–3
Whooley questions, 180, 229, 230
women’s psychological status, 229

Perinatal Psychology, 271
Perinatal Substance Abuse Screen

(5Ps), 281
peripartum period disorders, 310–11
person-centred therapy, 321, 329
personal ethics (microethics), 209
personality disorders, 310
phallocentric gender assignment, 73–4
pharmacological treatment, 314
phenothiazines, 182
phobic anxiety disorders in pregnancy,

303
phosphodiesterase inhibitors, 196
physical disabilities, 86
physical disease coping abilities, 139
physical symptoms and postnatal care,

339–40
Physician’s Foundation, 21

physiological changes of menopause,
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Pictorial Representation of
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pituitary-adrenal axis dysfunction, 105
Plain Language, Engagement,

Empathy, Empowerment, Respect
(PEEER) training, 24, 26

plasma oestrogen, 161
polycystic ovarian syndrome (PCOS),

34–5
pontine micturition centre (PMC), 147
positive birth experience, 328
positron emission tomography

(PET), 295
post-abortion stress syndrome, 213
post-mortem examination in loss of

a baby, 372
post-traumatic stress disorder (PTSD).

see also birth trauma and post-
traumatic stress

anxiety and depression with, 223
birth trauma, 319
clinical recommendations, 364–5
conclusion, 365
defined, 301–2
fear of birth, 302
following caesarean section, 324
following childbirth, 302
HRV levels, 44
introduction, 12
key points, 365
in pregnancy and lactation, 309
recommendations for research, 364
tokophobia, 301–2
vicarious traumatisation in
maternity care, 359–60

postmenopause, 160
postnatal care
body weight, 37
bonding and attachment, 343
breastfeeding, 37, 340
conclusion, 343
eating disorders and, 37–8
female genital cutting, 69
introduction, 337–8
key points, 344
learning parenting skills, 342
lifestyle and expectations, 341–2
mental health, 37, 340–1
physical symptoms and, 339–40
post-traumatic stress, 352–3
prevention of post-traumatic
stress, 354
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Postpartum Depression Screening
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postpartum maintenance, 283–4
postpartum psychosis, 310–11
poverty concerns and health, 255, 257
pre-conception stress, 112
pre-menstrual tension (PMT), 9
pre-pregnancy care for vulnerable

women, 260
precocious puberty in girls, 84–5
prediction questions, 230
prefrontal cortex (PFC), 295
pregnancy. see also birth; childbirth;

drugs and alcohol during
pregnancy; fertility control;
nausea and vomiting during
pregnancy; psychiatric disorders
in pregnancy and lactation; stress/
stressors in pregnancy

accidental pregnancy, 121
alcohol abuse, 284
amphetamine use, 287
benzodiazepine use, 287
body image and, 37
cannabis use, 286
cocaine use, 286–7
complementary medicine, 47
domestic violence and abuse, 57
early pregnancy complications,
139–42, 141t

eating disorders, 309–10
eating during, 37
ectopic pregnancy, 141
elective termination of, 142
experiences among men, 126
getting pregnant with eating
disorder, 35–6

hyperemesis gravidarum, 141–2
introduction, 10–12
management of eating disorder
during, 36t

maternal smoking, 18
mental health needs in, 304–5
miscarriage, 139–40, 141
opioid abuse, 287
overview, 10–12
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premature delivery, 271
psychosexual disorders, 193
psychosocial stress during, 292–3
tobacco use, 284–6
unintended pregnancy, 127
urinary incontinence, 148
weight gain during, 37
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pregnancy-specific contextual
factors, 247

Pregnancy-Unique Quantification of
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premature delivery, 271
premature ejaculation, 195–6
premature menopause, 43
premature ovarian insufficiency, 87–8
premenopause, 160
premenstrual dysphoric disorder

(PMDD), 9–10, 12, 202
premenstrual symptom screening tool

(PSST), 95
premenstrual syndrome (PMS)
cognitive behavioural therapy, 97
comorbidity with psychiatric

conditions, 95
complementary therapy, 97
core premenstrual disorder, 95
diagnosis and classification, 95
hormone therapy, 98–9
hormones related with, 43
introduction, 9–10, 35, 94
lifestyle changes and education

about, 97
management of, 96–7
measurement of symptoms, 95
non-hormonal treatment, 97–8
non-ovulatory premenstrual

disorders, 96
non-surgical treatment, 97–9
physical symptoms, 94
progestogen-induced premenstrual

disorder, 96
psychological/behavioural

symptoms, 94–5
types of symptoms, 94–5
variant premenstrual disorders, 95–6

Prenatal Attachment Inventory (PAI),
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preparatory tasks, 2t, 2–4
preterm birth (PTB)
corticotropin-releasing hormone,
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introduction, 292
key points, 297–8
maternal anxiety and stress, 293–4
methodological concerns, 294
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psychosocial issues and

reproductive health, 294–7
psychosocial stress during, 292–3
stressful life events, 293
summary, 294, 297

prevention of post-traumatic stress,
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prevention vs. crisis intervention,
259–60

previous postpartum depression
(PPD), 228–9

primary dysmenorrhoea, 105, 106
primary tokophobia, 300–1

prior trauma exposure, 362
professional experience, 362–3
professional quality of life

(ProQOL), 360
progestogen-induced premenstrual

syndrome, 96
Prohibition of Female Genital
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(2005), 67

prolonged grief, 368
prophylactic gonadectomy, 78
prostaglandins, 106
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312–13

bipolar disorder, 310
borderline personality disorder,
314–15

depression, 308, 313–14
eating disorders, 309–10
identification of, 311–12
interventions for, 313
introduction, 308
key points, 316–17
non-psychotic mental disorders,
308–10, 313–14

obsessive compulsive disorder, 309
organization of, 312
perinatal mental health services, 312
personality disorders, 310
post-traumatic stress disorder, 309
postpartum blues, 308
postpartum psychosis, 310–11
psychotic disorders during
peripartum period, 310–11

psychotropic medication, 313,
315–16

schizophrenia, 311
stepped care, 312
suicide, 311
tokophobia, 309
treatment for anxiety disorders, 314
treatment for eating disorders, 38,
314

psychiatric disorders with substance
abuse, 283

psychoprophylactic preparation
course, 303

psycho-sexual education, 77
psychoanalysis, 320–1
psychodynamic therapy, 320–1
psychogenic agalactia, 4
psychogenic model of infertility,
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psychological care in diverse sex

development, 75–6
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childbirth and, 195
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non-consummation, 191
orgasmic disorders, 191
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summary, 197
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early intervention, 259
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prevention vs. crisis intervention,
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adjustments, 256–7
staff attitudes and training, 258
summary, 261
uptake of services, 261
violence and trauma, 258–9

psychosocial stress during pregnancy
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chronic stress effects, 295–6
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linking, 295
neuroinflammatory pathways, 296
preterm birth, 294–7
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anxiety and stress, 322
building resilience, 325
conclusion, 325
defined, 320
introduction, 319
key points, 325–6
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320f
types of, 320–2

psychotic disorders during peripartum
period, 310–11

psychotropic medication, 313, 315–16
puberty, 84, 192
public ethics (macroethics), 209
puerperal psychosis, 341
purging disorder, 32t

quality of life concerns, 8, 148
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re-traumatising fears, 59
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relapse prevention, 282
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age concerns, 123
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fertility difficulties, 123
fertility-related knowledge, 125
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unintended pregnancy, 121
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secondary traumatic stress (STS), 360
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selective serotonin reuptake inhibitors
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self-efficacy in patient care, 3, 340
self-empowerment behaviours, 60
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300
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Workshop (STRAW), 160
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consequence, 204
stigma in diverse sex development,

76–7
stillbirth – see loss of a baby
stillbirth rates, 123
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370

stress/stressors
abnormal uterine bleeding, 103
birth and, 223
infertility, 111–12
maternal anxiety and stress, 293–4,

319–20
maternal psychosocial distress,

263–5
organisational stress, 362
pre-conception stress, 112

stress/stressors in pregnancy
cause and effect of, 275–6
compensating mechanisms, 273
conclusions, 277
as construct, 272
degrees of, 274–5
evidence of, 275
intrauterine growth restriction, 277
introduction, 223
key points, 278
mentalized experiences, 274
methodological issues, 275
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preterm labour and, 293
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voluntary vs. involuntary,

273–4
women’s liberation, 272–3
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147–8, 151, 152

Study for Future Families, 123

Study of Women’s Health Across the
Nation (SWAN), 161
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suicide, 311
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tokophobia. see also fear of birth
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elective caesarean section, 304
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introduction, 300
key points, 305–6
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NICE recommendations for, 305
post-traumatic stress disorder,
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trauma-focused cognitive behavioural
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