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•  Taken	  together,	  perinatal	  depression,	  anxiety	  
and	  psychosis	  carry	  a	  total	  long-‐term	  cost	  to	  
society	  of	  about	  £8.1	  billion	  for	  each	  one-‐year	  
cohort	  of	  births	  in	  the	  UK.	  This	  is	  equivalent	  to	  
a	  cost	  of	  just	  under	  £10,000	  for	  every	  single	  
birth	  in	  the	  country.	  	  



Costs	  of	  perinatal	  mental	  health	  

•  The	  average	  cost	  to	  society	  of	  one	  case	  of	  
perinatal	  depression	  is	  around	  £74,000,	  of	  
which	  £23,000	  relates	  to	  the	  mother	  and	  
£51,000	  relates	  to	  impacts	  on	  the	  child.	  	  

•  Perinatal	  anxiety	  (when	  it	  exists	  alone	  and	  is	  
not	  co-‐morbid	  with	  depression)	  costs	  about	  
£35,000	  per	  case,	  of	  which	  £21,000	  relates	  to	  
the	  mother	  and	  £14,000	  to	  the	  child.	  	  



•  About	  half	  of	  all	  cases	  of	  perinatal	  depression	  
and	  anxiety	  go	  undetected	  and	  many	  of	  those	  
which	  are	  detected	  fail	  to	  receive	  evidence-‐based	  
forms	  of	  treatment.	  	  

•  Specialist	  perinatal	  mental	  health	  services	  are	  
needed	  for	  women	  with	  complex	  or	  severe	  
condiVons,	  but	  less	  than	  15%	  of	  localiVes	  provide	  
these	  at	  the	  full	  level	  recommended	  in	  naVonal	  
guidance	  and	  more	  than	  40%	  provide	  no	  service	  
at	  all.	  	  



OmiXed	  costs	  from	  this	  analysis	  

•  Impact	  on	  breasZeeding	  
•  Decision	  to	  have	  another	  child	  
•  Inappropriate	  costs	  (e.g.	  unnecessary	  
hospitalisaVon)	  



Perinatal	  OCD:	  Scale	  of	  the	  problem	  

•  OCD	  affects	  approximately	  1.2%	  of	  people	  at	  
any	  one	  Vme	  

•  Pregnancy/childbirth	  consistently	  reported	  as	  
onset	  event	  

	  
•  Median	  prevalence	  during	  pregnancy	  1.4%	  (10	  
studies)	  

•  Median	  prevalence	  postnatally	  2.7%	  (6	  
studies)	  



Predictors	  of	  PN	  onset	  OCD	  

•  Miscarriage	  (Geller,	  Klier	  et	  al.	  (2001)	  but	  possibly	  a	  
transient	  effect	  (Janssen,	  Cuisinier	  et	  al.	  1996).	  	  

•  More	  common	  in	  first	  Vme	  mothers	  
•  Pre-‐exisVng	  appraisals	  of	  thoughts	  (Abramowitz,	  Khandker	  et	  

al.	  2006;	  Abramowitz,	  Nelson	  et	  al.	  2007	  )	  	  
•  Some	  people	  beXer	  during	  pregnancy	  or	  
recover	  during	  postpartum:	  Symptoms	  can	  
wax	  and	  wane	  (GosseX	  et	  al,	  2013)	  
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Abstract

Cognitive models of obsessive–compulsive disorder (OCD) posit that specific kinds of dysfunctional beliefs (e.g.,
pertaining to responsibility and the significance of intrusive thoughts) underlie the development of this disorder. The
present study was designed to prospectively evaluate whether dysfunctional beliefs thought to underlie OCD act as a
specific vulnerability factor in the pathogenesis of obsessive–compulsive symptomatology. Eighty-five individuals were
prospectively followed over a period of time thought to be associated with an increased onset of OCD symptoms—
childbirth and the postpartum. The majority of these new mothers and fathers experienced intrusive infant-related
thoughts and performed neutralizing behaviors similar to, but less severe than, those observed in OCD. Scores on a
measure of dysfunctional beliefs thought to underlie OCD predicted the development of obsessive–compulsive symptoms
after controlling for pre-existing OCD symptoms, anxiety, and depression. Dysfunctional beliefs also predicted the severity
of checking, washing, and obsessional OCD symptom dimensions, but not neutralizing, ordering, or hoarding symptom
dimensions. These data provide evidence for specific dysfunctional beliefs as risk factors in the development of some types
of OCD symptoms.
r 2005 Elsevier Ltd. All rights reserved.
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Introduction

Obsessive–compulsive disorder (OCD) is an anxiety disorder characterized by persistent, inappropriate
intrusive thoughts, ideas, images, or impulses that evoke anxiety and subjective resistance (obsessions) and
urges to perform overt or covert acts to neutralize obsessional fear or according to rigidly applied rules
(compulsive rituals). The themes of OCD symptoms typically concern contamination, violence, sex, religion,
responsibility for harm, hoarding, and symmetry (Foa et al., 2002; McKay et al., 2004). In most cases,
untreated OCD runs a chronic and deteriorating course (Eisen & Steketee, 1998). Moreover, symptoms often
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Abstract

Research on emotional disturbance during pregnancy and the postpartum period has focused primarily on mood
disorders and psychosis, yet preliminary evidence suggests that early parenthood is also associated with an increased risk
for the development and exacerbation of obsessional problems. In this article we describe the nature of ‘‘postpartum
obsessive-compulsive disorder’’ (ppOCD) and present a cognitive-behavioural model to account for these signs and
symptoms. The model outlines features of early parenthood that might increase vulnerability to ppOCD and proposes a
conceptual framework similar to that described in cognitive-behavioural models of OCD in general. The empirical status
of the model described herein is discussed, along with suggestions for future research and implications for treatment.
r 2006 Elsevier Ltd. All rights reserved.
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Overview

Retrospective studies of individuals who develop obsessive compulsive disorder (OCD) have, with remarkable
consistency, found that pregnancy and childbirth are cited more than other life events as triggers of OCD onset or
exacerbation (e.g., Buttolph & Holland, 1990; Ingram, 1961; Lo, 1967; Maina, Albert, Bogetto, Vaschetto, &
Ravizza, 1999; Neziroglu, Anemone, & Yaryura-Tobias, 1992; Pollitt, 1957). Moreover, there is evidence that
becoming a parent influences the themes of normal and clinical obsessional and compulsive behaviours among
new mothers and fathers (Abramowitz, Schwartz, & Moore, 2003). Drawing on existing theoretical models of
OCD, the present paper aims to explicate how factors related to becoming a new parent confer vulnerability to
OCD and exert influence over the presentation of obsessive-compulsive (OC) symptoms.

Why postpartum OC symptoms?

The postpartum period has long been associated with an increased risk for developing emotional disorders
(Kendell, McGuire, Connor, & Cox, 1981), with depression and psychosis having received significant attention
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RI�FRXUVH�EH�MXVWLïHG�LQ�WKHLU�RZQ�ULJKW�LQ�WHUPV�
of effectiveness and cost-effectiveness, but, 
subject to this condition, policy and funding 
SULRULWLHV�VKRXOG�DOZD\V�UHðHFW�WR�VRPH�GHJUHH�
the relative scale and importance of the 
different problems being addressed. Recent 
debates on the case for parity in funding 
between mental and physical health largely turn 
on this point. 

As in other areas of mental health, there is a 
good deal of evidence to indicate high levels 
of under-provision for maternal mental health 
problems, particularly common problems such 
as depression and anxiety. For example, a 
review of the literature on perinatal depression 
sets out the following broad estimates (Gavin et 
al., in press):

â� of all cases of perinatal depression, only 
40% are detected and diagnosed;

â� of those recognised, only 60% receive any 
form of treatment;

â� of those treated, only 40% are adequately 
treated; and

â� of those adequately treated in real world 
primary care settings, only 30% achieve full  
recovery from their depression.

Taken in combination, these estimates imply 
that only about 3% of all cases of perinatal 
depression end up achieving full recovery. Given 
the very high costs of perinatal depression 
VKRZQ�E\�RXU�ïJXUHV��ERWK�LQ�DJJUHJDWH�DQG�
per case, it is hard to argue this represents an 
adequate response to the scale and importance 
of the problem being addressed.

As another example, because of the increased 
risks of medication during the perinatal period, 
psychological therapy is recommended by 
1,&(�DV�WKH�ïUVW�OLQH�WUHDWPHQW�IRU�PRVW�PLOG�
to moderate cases of maternal depression and 
anxiety at this time (NICE, 2007a). The provision 
of such therapy is now mainly the responsibility 
of IAPT services, which currently have capacity 
to treat around 15% of all people in England 
with common mental health problems. However, 
a number of concerns about the current IAPT 

4: Uses and implications of the cost estimates

Introduction

The previous chapter has set out new estimates 
of the costs of three leading mental health 
problems that may affect women during the 
perinatal period: depression, anxiety and 
psychosis. Of particular importance and novelty 
is that these estimates take into account 
not only the costs directly associated with 
maternal mental illness but also the indirect 
costs that result from the impact of maternal 
mental health problems on the child and the 
damaging and long-lasting consequences 
that this can have on emotional, behavioural 
and cognitive development in early life. The 
estimates also provide information on how the 
costs of maternal mental health problems are 
distributed between various broad groups in 
society, including, for example, the scale of 
costs falling on the public sector, and also some 
indication of whether costs are short-term or 
longer-term in nature. This chapter provides 
a short commentary on the main uses and 
LPSOLFDWLRQV�RI�WKH�ïJXUHV�

The scale of the problem

Cost-of-illness studies have been undertaken 
for a wide range of different physical and mental 
health conditions, both in this country and 
elsewhere. Perhaps their main use is to provide 
a measure of the overall scale or importance 
of a problem, as a means of informing debate 
and decision-making on priorities and the use 
of resources in health care and in public policy 
more generally. 

Although cost-of-illness studies do not make 
the case for intervention as such, it seems 
reasonable to argue that there should be a 
broadly proportionate relationship between 
the overall importance of a particular problem 
and the scale of the response made to it. In 
other words, the bigger the burden imposed 
on society by any given health condition, the 
bigger the scale of service provision which 
LV�DSSURSULDWH�IRU�WKLV�SUREOHP��6SHFLïF�
interventions aimed at improving health must 
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…ONLY	  3%	  RECOVER	  



IdenVficaVon	  and	  help-‐seeking	  PNOCD	  

•  All	  postnatal	  anxiety	  disorders	  under-‐diagnosed	  
(Brockington,	  Macdonald	  et	  al.	  2006;	  BaXle,	  Zlotnick	  et	  al.	  2006)	  	  

•  Schofield,	  BaXle	  et	  al.	  (2014)	  used	  notes	  to	  review	  
symptoms	  in	  outpaVent	  perinatal	  MH	  sejng;	  assigned	  
putaVve	  diagnosis	  
–  GAD	  62.2%	  -‐	  1.5%	  given	  diagnosis	  
–  OCD	  30.2%	  –	  3%	  given	  diagnosis	  

•  44%	  of	  anxious	  women	  (v	  65%	  depression	  and	  71%	  
mixed	  anxiety	  depression)	  sought	  help	  (Woolhouse,	  Brown	  et	  al.	  
2009).	  	  



IdenVficaVon	  and	  help-‐seeking	  PNOCD	  

•  PND	  ‘trump’	  diagnosis?	  

•  Non-‐disclosure	  of	  obsessions?	  
– Misunderstanding	  by	  professionals	  (Challacombe	  and	  Wroe	  2013).	  	  
– Minimised	  –	  “not	  busy	  enough”	  
–  InsVtuVonal	  safety-‐behaviours	  	  
– Fear	  meaning	  of	  symptoms	  -‐	  shame	  



Treatment	  as	  usual	  for	  PNOCD	  

•  All	  34	  mothers	  in	  contact	  with	  services	  by	  Vme	  
baby	  6m	  
– Not	  all	  had	  a	  diagnosis	  of	  OCD	  

•  All	  had	  been	  offered	  medicaVon	  	  
– 14	  (41%)	  SSRIs;	  remainder	  tricyclics,	  beta	  blockers,	  
dizepam	  	  

– 15	  (44%)	  declined	  or	  tried	  for	  short	  period	  



Treatment	  as	  usual	  II	  
•  32%	  either	  put	  on	  waitlist	  or	  accessed	  CBT	  

–  5	  had	  been	  offered	  CBT	  (rated	  as	  partly	  helpful	  or	  
unhelpful;	  helpful	  for	  1)	  

–  5	  on	  waiVng	  list	  for	  CBT	  

•  3	  had	  counselling;	  1	  on	  wait	  list	  for	  counselling	  
•  4	  had	  other	  intervenVons	  

– Mindfulness	  group	  
–  CBT	  group	  
– OCD	  group	  	  



Effects	  of	  PNOCD:	  ParenVng	  
percepVons	  

•  QOL	  impacted	  in	  OCD,	  parVcularly	  family	  	  
•  Impact	  on	  relaVonships	  	  

– Family	  accommodaVon	  rife	  (‘daily	  occurrence	  for	  
59%	  -‐	  Stewart	  et	  al,	  2009)	  

–  Impact	  on	  couple	  relaVonships	  (Goodwin,	  Koenen	  et	  al.	  2002;	  
Subramaniam,	  Abdin	  et	  al.	  2012)	  	  

•  	  Risk	  and	  fear	  of	  risk	  
– Primary	  &	  secondary	  risk	  (Veale	  et	  al,	  2009)	  



Effects	  of	  PNOCD:	  ParenVng	  behaviour	  

•  OCD	  specific	  –	  washing,	  checking	  
•  Avoidance	  prominent	  	  

–  Sources	  of	  threat	  –	  knives,	  contaminaVon	  
–  Caregiving	  tasks	  –	  e.g	  nappy	  change	  
–  Child	  themselves	  

–  SensiVvity:	  “the	  mother's	  ability	  to	  perceive	  and	  to	  interpret	  
accurately	  the	  signals	  and	  communicaVons	  implicit	  in	  her	  
infant's	  behavior,	  and	  given	  this	  understanding,	  to	  respond	  to	  
them	  appropriately	  and	  promptly.”	  	  

–  Expressions	  of	  fear	  to	  and	  in	  front	  of	  child	  



Effects	  of	  PNOCD:	  Children	  
	  

•  Short	  term:	  	  
– Temperament	  &	  aXachment???	  (Manassis,	  1994;	  Warren,	  2003)	  

	  
	  

•  Longer	  term:	  	  
•  Subsequent	  mental	  health	  (OCD,	  anxiety,	  depression)

(Nestadt	  et	  al,	  2000,	  Black	  et	  al,	  2003)	  

•  Competencies	  and	  difficulVes	  (Challacombe	  &	  Salkovskis,	  2009)	  



Study	  aims	  

Study	  1	  
•  Describe	  mother-‐infant	  interacVons	  and	  parenVng	  in	  
clinical	  sample	  of	  mothers	  with	  37	  OCD	  v	  37	  controls	  

Study	  2	  
•  Determine	  if	  intensive	  CBT	  treatment	  helps	  with	  
symptoms	  and	  interacVons	  (17	  CBT	  v	  17	  TAU)	  

•  Assess	  aXachment	  at	  12	  months	  in	  three	  groups	  
(control,	  treated,	  untreated)	  



PNOCD	  symptom	  subtype	  

41%	  

29%	  

18%	  

6%	  

3%	   3%	  

fears	  of	  deliberate	  harm	  

contaminaVon	  

accidental	  harm	  

ordering/arranging	  

religious	  

checking	  



•  13/34	  had	  new	  onset	  during	  pregnancy/postnatal	  
period	  

•  OCD	  mostly	  about	  baby	  or	  caregiving	  (29/34)	  
•  Mean	  YBOCS	  score	  24	  (severe)	  
•  Troubled	  by	  OCD	  9.6	  hours/day	  on	  average	  

•  No	  difference	  in	  baby	  temperament	  compared	  
with	  controls	  

•  Depression	  in	  ‘severe’	  range	  (DASS	  mean	  24)	  



Key	  findings	  

•  Fewer	  terminaVons	  in	  OCD	  group	  
•  Fewer	  breasZeeding	  at	  6m	  in	  OCD	  group	  
•  Marital	  relaVonships,	  parenVng	  self-‐efficacy,	  
perceived	  social	  support	  all	  worse	  in	  OCD	  
group.	  

•  Enjoyment	  of	  everyday	  parenVng	  tasks	  
affected	  in	  OCD	  group.	  



Mother-‐infant	  interacVons	  

•  SensiVvity	  in	  interacVons	  somewhat	  lower	  in	  
OCD	  group	  

•  Warmth	  somewhat	  lower	  

•  Discernable,	  not	  radical	  effect	  on	  interacVons	  
•  May	  be	  due	  to	  depressive	  symptoms	  
(significant	  in	  regression	  equaVon)	  



Intensive	  CBT	  

•  12	  hours	  delivered	  in	  two	  weeks	  –	  2	  days	  in	  
each	  week	  

•  1-‐3	  one	  hour	  follow	  ups	  over	  the	  next	  3	  
months	  

•  Used	  Salkovskis	  (1985)	  model	  to	  develop	  
individual	  formulaVon,	  cogniVve	  techniques,	  
behavioural	  experiments	  



Intensive	  CBT	  II	  

•  Found	  to	  be	  equivalent	  to	  weekly	  CBT	  in	  
symptom	  reducVon	  (Oldfield,	  Salkovskis	  et	  al.	  2011).	  	  

•  Acceptable	  to	  parVcipants	  (Bevan,	  Oldfield	  et	  al.	  
2010).	  	  

•  CBT	  for	  PNOCD	  effecVve	  in	  case	  series	  
(Challacombe	  &	  Salkovskis,	  2011).	  

•  May	  be	  good	  fit	  for	  parents	  of	  young	  babies	  



Anxious 
Depressed 
Angry 

“Image of touching baby’s genitals” 

Avoid close contact 
With baby 

  I could be a paedophile  
(100% belief) 

 

Ruminating – why these 
thoughts? something in 
my past history 

Formulation (after Salkovskis, 1985) 

Compare self with 
cases of 
paedophiles; child 
murders  

Situation: changing the baby’s nappy 

Check for signs 
of arousal 

Self-criticism: I am not 
allowed to feel ok 

Push thoughts 
away 





•  At	  6m	  (baseline):	  
– 9	  (53%)	  cases	  were	  severe/extremely	  severe	  in	  
CBT	  group	  with	  remainder	  moderate.	  	  

– 10	  (58%)	  in	  TAU	  group	  were	  severe	  

•  At	  12m	  (followup):	  
– 70%	  of	  treated	  cases	  were	  recovered/mild	  illness	  
versus	  18.5%	  of	  TAU	  



12m	  OCD	  diagnosis	  
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•  InteracVons	  did	  not	  change	  over	  Vme	  or	  with	  
treatment	  

•  AXachment	  unaffected	  in	  clinical	  groups	  (70%	  
secure)	  

•  RelaVonships,	  self-‐efficacy	  sVll	  affected	  



Conclusions	  

•  Although	  PNOCD	  is	  very	  distressing	  and	  Vme-‐
consuming…	  

•  It	  is	  treatable	  quickly	  and	  effecVvely	  by	  
intensive	  CBT…	  which	  may	  be	  more	  accessible	  
for	  mothers	  of	  young	  children	  

•  AXachment	  is	  unaffected	  –	  the	  core	  pathology	  
of	  OCD	  involves	  connecVon	  with	  the	  infant	  
and	  a	  moVvaVon	  to	  protect	  them	  



But..	  

•  LasVng	  impact	  in	  terms	  of	  self-‐percepVons	  
and	  interacVons	  
–  Important	  Vme	  for	  idenVty	  

•  Mood	  symptoms	  not	  enVrely	  resolved	  by	  CBT	  
–  	  may	  therefore	  sVll	  impact	  on	  interacVons	  



So…	  

•  We	  need	  to	  make	  treatment	  even	  beXer	  
•  We	  need	  to	  understand	  the	  issues	  related	  to	  
the	  demands	  of	  the	  developing	  child	  (more	  
autonomy,	  mixing	  with	  other	  children)	  

•  Dads,	  Partners	  and	  family	  accommodaVon	  

•  We	  need	  to	  help	  people	  as	  early	  as	  possible…	  
or	  prevent	  the	  problem	  taking	  hold	  



Thank	  you!	  

•  ParUcipaUng	  mums	  and	  babies	  
•  Prof	  Paul	  Salkovskis	  &	  Dr	  MaX	  Woolgar	  
•  Small	  army	  of	  volunteers	  and	  RAs	  especially	  
Esther	  Wilkinson	  

•  Centre	  for	  Anxiety	  Disorders	  and	  Trauma,	  
colleagues	  in	  SLAM	  and	  KHP	  	  

•  OCD-‐UK,	  maternalocd.org	  

Fiona.challacombe@kcl.ac.uk	  


