
MOTHER AND BABY 
UNITS :

What can they offer ?
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Thank-you for inviting Liz and I to speak on Mother baby Units.   I will begin by briefly outlining the history of Mother Baby units and describe our unit in Christchurch. I will move on to discuss types of evidence of the challenges of measuring efficacy. Finally I will discuss what is considered to be the specialised role of such units.  Liz will then present three clinical scenarios to illustrate some important clinical points and finally we have a video of a family who have recently been in our inpatient unit in Christchurch.  







History of Mother-Baby Units

• 1948 : first ‘toddler’ admitted with unwell 
Mother to Cassel hospital, by
1958 - 18 toddlers in 100 bed unit (Thomas Main)

• 1959 : Unit at Banstead established for 8    
mothers & babies up to 1 year old.
1961- Control study 20 vs 20 improved   
maternal and relationship outcomes
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Presentation Notes
With the work of Robertson and Bowlby the medical profession became more aware of the dangers of separating infants from Mothers so in 1948, according to Brockington (1996), when Dr. T Main was asked by an unwell Mother who could find no alternative care for her toddler if the child could come into hospital with her, he agreed. Thus began joint admission to Psychiatric Wards.

By the time Main published an article on the Unit in 1958 they had 18 infants on their 100 bed psychiatric ward. However the patient population at The Cassel was limited to  “neurotic’ conditions which we might equate to unipolar depressive and anxiety disorders and mother-infant relationship problems. So this did not include the acute or chronic psychotic disorders. In 1959 a unit was established at Banstead hospital under the direction of Dr. A. Baker. This unit aimed to admit women with what they called ‘puerperal schizophrenia’ (most of whom we would now diagnose with bipolar disorder). They believed these mothers should be doing better than they were as  only half were looking after their babies when they returned home. They did the first comparative study, though not double blind or randomised but it did have a control group: 20 mothers were admitted with their babies and 20 without. Admission was shorter for those women with their babies (mean of 11 vs 17 weeks) and relapse rate was lower (3 vs 10). Despite being a more unwell group the 20 admitted with their babies all took full care of their babies on return home as compared to 13 in the control group.  Finally I have listed the unit at Shenley hospital as it admitted women with a wide range of diagnoses and more than one child, including children over 2, if need be. 



International Picture
• UK units, max in late 80’s, now 12. 
• Variety of types on units throughout Europe and 

Canada 
• Uncommon in USA.
• Australia, public funded : Melbourne 3, Adelaide 1, 

Perth 1.  Several private units
• N.Z : Chch 1.  

Beds in non specialised units.
• Inequitable access a feature in all countries 
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There are now a variety of types of Mother Baby Units throughout Europe, Canada and Australasia.



 



Christchurch Unit

• Regional – South Island
• Same site as outpatient service and overlap of 

staff
• Inpatient ward shared with eating disorders : 

“13 bed unit” + 6 cots
• 6 beds , 6 cots.  Shared ‘emergency’ bed
• Specialised rooms (nursery, milk, baby bath, 

kitchen)
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We would be more appropriately be named the South Island Mothers and Babies Inpatient Unit.

Being on the same site as the outpatient service is crucial to our smooth functioning. Although not purpose built we have been purpose ‘renovated’.
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We have four bedrooms like this which are quite large and can easily fit a mattress on the floor for partners or whanau.



 There is a small handbasin in the left corner and a pin board above the bed. Women are encouraged to bring in personal items. But not TV’s. 
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This is one of two patient lounges and we also have a whanau room for families which has a double sofa bed in it.

Since this photo was taken we have moved the TV and it is covered during the day to encourage mothers to interact with their babies.





 We have a TV/DVD/Video in the whanau room which is used a lot by the nurses for educational purposes.  Down the corridor is video facilties to do mother-infant video work.



Staff

• Nursing Teams (M&B ; E.D). Shifts ; Morning 4 
(plus Charge), Afternoon 4, Night 2.  

• Karitane Nurse (1.0), Infant Specialist (0.2)
• 0.6 Psychiatrist, 0.4 Registrar, 0.4 House Surgeon
• Psychologist (0.5), Social Worker (0.5)
• Pukenga Atawhai
• Physio, Dietician, Lactation Consultant
• Paediatric back-up.
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The important point I want to make here is that we are truly a multidisciplinary team and while the role of the nurses is central to care the roles of the psychologist, infant specialist and karitane nurse are vital.



Assessment

Mother Infant

Relationship

Partner, Family, Other Children, Supports
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Assessment of each corner of this triangle is documented formally and in a structure way.



Mother-Infant Interaction 
Assessment : nursing

Nursing Staff collect information by talking with patient 
and family and by observing over a one week 
period. This information is described:

1. Psychiatric Symptoms –effect on parenting
2. Attitude to parenting
3. General Routine 
4.    Physical contact              5.  Eye contact
6.   Vocal contact                   7.  Perceived Risk
8.   Contribution off other family members
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The Mother-Infant Interaction Assessment is one of several tools we use to asses the relationship. Others include the PBQ and video taping.

In the interests of time I will not go into this but this assessment covers a number of domains which are described in detail – not just looking at mothers bahaviour but also the infants responses and the ‘fit’ between the two.









It is done on all dyads at least once during the admission and for dyads of significant concern at least twice. The information collected is detailed with directions about what to look for in each area. Attitude to parenting includes, for example the experience they had being parented and how this has affected their view of parenting, general routine includes their capacity to put the needs of the infant before their own. All areas of contact are observed not only from the mothers behaviour but also the infants and the ’fit’ of the two is noted. 



Separation of Mother and Infant
(a)Mother
Bonding,
Confidence
(b)Relationship
Attachment
Breast Feeding
(c)Baby
Continuity

BUT: Sometimes 
separation necessary
Mother and Child by Frances Hodgkins
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This is a brief list of some of the difficulties caused by separating Mother and Child .

Much of our understanding of the effects come from Attachment theory. 

Bonding refers to the mothers thoughts and feelings towards the infant.  Approximately 50% of the Mothers admitted to our unit have concerning scores on the Parental Bonding Questionaire on admission and invariably these have improve markedly by the time of discharge.  Even when there is not a bonding problem Mothers, if separated from their infant, loose their ‘knowledge’ of their baby they loose their confidence, skills, and sense of self as a Mother.  As I have said bonding refers to something within the Mother.  Attachment however, is the relationship between Mother and Infant. If this relationship is seriously disrupted before it has had a chance to develop and strengthen it may not recover adequately. When Mothers are mentally unwell it is likely that their capacity to be emotionally available and sensitive to their infant will be reduced. However it is often surprising how much remains and even if reduced there are often times when, with support, mother and infant can have a mutually satisfying interaction.   Breast feeding is a very obvious connection and practical consideration serious affected by separation.

For the baby as they developed in utero they began to learn about their mother, how she moved and talked, they learn’t to taste the food she ate by swallowing the amniotic fluid, and the rhythm of her heart beat. Within the first two days they can recognise her unique smell and not long after show preference for her face over others.  Even if Mother is unable to care for her baby if she is present when the baby is being cared for the thread of continuity that is so important  in healthy relationships, remains.

However, keeping mother and baby together is not always the best option. Clearly if the Mother jeopardises the safety of the infant separation is desirable. This occurs occassionally on our unit ( approximately one in every 50 women admitted) but the separation is usually for a much shorter period of time that the time the Mother needs to be in hospital.

I will return to this issue of separation but before I do I would like to look at.. The concept of evidence



Levels of Evidence
I : systematic review of randomised controlled trials
II : at least one well designed r-c trial
III-1: well designed pseudo r-c trial
III-2: cohort or case control studies
III-3:comparative with historical control, two+      

single-arm studies
IV : case series
V : expert opinion
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This slide lists levels of evidence.  The ‘best’ or most robust, reliable evidence comes from replicated double-blind, randomised, placebo controlled studies. The more replications the better.   To my knowledge there are no r-c studies comparing outcomes from M&B unit admissions with either admission to a general psychiatric unit or care at home. It would be exceptionally difficult to do such a study. This is not uncommonly  the case in real life clinical interventions. So we must rely on other types of  evidence including descriptive studies, extrapolations and expert opinion. Though of less scientific robustness these are never-the-less valid and necessary forms of evidence.  The Main study I mentioned earlier is a level III study.   A 2007/8 Cochrane, evidence based review of Mother and Baby Units to treat women with Schizophrenia found only one study and concluded that there was inadequate evidence to comment on their effectiveness. 

There are a variety of descriptive studies case series) which discuss but do not provide data on, the possible benefits of mother baby inpatient units.  In the seminal publications edited by Kumar and Brockington Motherhood and Mental Illness volume 1 published in 1982, and volume 2 in 1988 “







((.. Margaret Oates describes a home-based treatment service and ? makes some comparisons with inpatient units)) 



Kumar and        described their service at the Bethlem…





In 2004 the journal, Archives of Womens Mental Health devoted an issue to Mother Baby Units. 





Most recently Anne-Sved Williams has described the service in Adelaide in a book “Infants of parents with an mental Illness”.





Over time there has become an increased focus on not only, the Maternal illness, but also on, what might globally be called, Issues in Infant Psychiatry such as the mother-infant relationship.  Sved-Williams makes the point that assessment and treatment of this is an essential part of their service.



Efficacy – The Evidence
Efficacious for what ?

(i) Mothers Health or Wellbeing
(ii) Babies Health or Wellbeing
(iii) Mother-Baby  Relationship
(iv) Family Health
(v)  Family Relationships

Presenter
Presentation Notes
When we ask ourselves are Mother and Baby Units effective ? – what exactly are we asking ? 

Do we want to know if there are improvements in the Mothers health, the Infants health , the relationship between them or their relationship. Obviously the three are very much intertwined but we kno that they are not exactly correlated. Maybe we also want to know what effect such units have on the rest of the family. Do we want to know what the effect is in the short, medium or long term. These may seem like silly questions but, for example, most studies of the psychological treatments for postnatal depression have only measure the health outcome for the mother. These studies are examples of studies looking at one type of diagnosis, with one form of treatment and one type of outcome. You can begin to see how difficult a study of even the short term outcomes of a complex treatment such as an inpatient service provides for women and their babies affected by a range of conditions.



What Might M & B Units Offer ?

Admission to General Psych. Unit :
(a) With Baby:

No - Specialised knowledge, 
No - Specialised facilities, 
No - Developed networks
Less Safe  (Lindsay 1975)

(b) Without Baby: 
All of above and separated from baby
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Specialised knowledge comes from both academic knowledge and from experience. The areas of specialised knowledge in the various staff of a Mother baby unit include: baby interactional needs, sleep, feeding, “states”,crying patterns, growth, development, common ailments eg reflux, maternal breast and post delivery health, emotional changes of childbirth, bonding experiences, the interaction between psychiatric symptoms and newly experienced motherhood, eg difference between normal and pathological anxiety, assessment of risk, fathers reactions, parameters of healthy and unhealthy interaction between mother and infant. Networks include liason with Obstetric and neonatal services, paediatrics, non-govt funded agencies an example is Chch relationship with Holly house which provides 24 hour supported accomodation for nnedy young mothers. A similar service in Auckland refuses to take women with a major mental illness for fear that they may become unwell and unmanageable.  



What Else Might They Offer ?

Compared to home:
(1) Safety
(2) Asylum
(3) Team input – excellence of care
(4) Family relief 
(5) Flexibilty in care
(6) Contact with other Mothers
(7) Economy of scale
(8) Research opportunities



Why we need Mother and baby 
Units

• Three stories of women and their babies 
who were admitted from the regions of the 
South Island to the Mother and Baby Unit 
in Christchurch were presented to illustrate 
the need for an in-patient unit. 



Three cases of unwell mothers

The three cases presented were of:
– an acutely unwell mother who would have otherwise 

been separated from her breast fed infant

– a depressed mother with severe bonding disorder  
who needed intensive  intervention with her 
relationship with her infant, and 

– a mother with a severe and chronic illness who 
required both treatment in the postpartum and 
assessment of her functioning including that of 
parenting



How can we not have Mother 
and Baby Units…………?



Summary
Provide treatment of Serious Mental Illness while 

maintaining mother-infant relationship

Specialised multidisciplinary team approach 

Specialised  and safest environment

Mother-Infant Relationship Assessment and Treatment 
in context of maternal mental illness

Improved patient adherence and family understanding
and provides family relief

Parenting Assessment in those with severe chronic
illness
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I would like to read from this  book written By Lorelei Burdett who suffers from a bipolar illness with episodes of psychosis following the birth of both of her children. The book is called “Mummy why did you lie in the middle of the road?”  Her husband writes ; If you have a young family, or no close friend or relative who can constantly be with you, then you get no time out whatsoever if you have a mentally ill partner being treated at home who has to be under constant supervision for her their own good.

You need space to come to terms with the sickness of your partner and to get your life sorted out so that when the sick person is well enough to come home you can work together on their rehabilitation.



“Helping mothers of young families with
psychiatric problems, is one of the main 
challenges for the mental health services: it also 
provides one of the best opportunities for a 
preventive approach.”  
Brockington, 1996.
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I would like to finish with the opening words of the final chapter of Ian Brockingtons Book Motherhood and Mental health “ Helping mothers of young families with psychiatric problems is one of the main challenges for the mental health services : it also provides one of the best opportunities for a preventive approach. I have chosen this painting by Picasso to illustrate that while it may be the mother who’s mental illness we are treating and the resultant impact that this has on the mother –infant relationship it is the baby that keeps us going. The attention of the mother is towards the child, the attention of the father is towards the child, and the monkey represents family – their attention is also focused on the child for it is the baby that holds  our dreams and hopes.  Therefore we must never forget to keep the baby in our minds,  and in our services.

I would now like to hand over to Liz, thank-you.
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Units in the United Kingdom:1985-6
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This shows the distribution of Mother baby Units in the UK in 1985-86. You will see that at the time there were 7 units with over 8 beds.

Margaret Oates has updated us and says that since then ….. ..
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