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Background

The Alberta Health Services (AHS) Provincial
Psychology Professional Practice Council
(PPPPC) identified an opportunity to support
local efforts to advance clarity of the
psychologists’ role and evidence based
practice in health care. Each of these
resources is developed independently by
AHS psychologists, and reviewed by the AHS
PPPPC. We are pleased to share this
information to support both psychologists’
practice and leaders’ awareness of the
quality and cost-effective impacts
psychologists can bring to programs, to
further quality, patient and family centred
care.

Andrea L. Nelson, Ph.D., R.Psych, Acute
Care, Foothills Medical Centre, Alberta
Health Services

For further information or enquiries, please
contact the AHS Professional Practice
Consultation Service at
practice.consultation@ahs.ca or
1-855-735-3043

The Role of Psychologists
on NICU Health Care Teams

Psychologists provide:

Screening and assessment of psychological is-
sues common in the NICU and perinatal pop-
ulations, including anxiety and mood disor-
ders, acute and posttraumatic stress, role tran-
sition, interpersonal problems, infant bonding
and attachment, obsessive-compulsive behav-
iours, substance use, and sleep difficulties.
Communication of mental health diagnoses,
collaborative feedback and case conceptual-
ization of parental mental health concerns and
psychoeducation.

Evidence-based individual interventions to re-
duce heightened levels of parental stress, anx-
iety, depression, and other mental health con-
cerns.

Crisis intervention, including assessment and
interventions for suicidal and infanticide risk.
Consultation to multidisciplinary staff in the
management of infant’s family members re-
garding a wide range of emotional responses
to premature delivery and infant illness, psy-
chological disorders, and infant bonding and
attachment.

Recommendations and facilitation to commu-
nity referrals for mental health concerns and
psychosocial supports.
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e Program evaluation, program development
and research collaboration.

o Ethical consultation concerning patient and
family centred care.

¢ Training multidisciplinary healthcare profes-
sionals to support families with emotional and
psychological needs and to identify indicators
for parental mental health referrals.

e Mentorship and supervision to clinical train-
ees.

Psychology in the Neonatal Intensive
Care Unit (NICU)

e Approximately 11% of infants born in Canada
are admitted to the NICU for highly special-
ized medical care, however rates vary by prov-
ince between 10% and 40% [1]

¢ Guidelines developed by the National Perina-
tal Association in the United States recom-
mend that there should be at least one full-
time or part-time doctoral level Psychologist
for any NICU with 20 or more beds [2]; no sim-
ilar guidelines have been published in Canada
to our knowledge.

o For the purposes of this document, a survey
was sent through the Canadian Neonatal Net
work (see below for link) in June, 2018 to in-
quire about Psychological services for parents
in level 3 NICUs across Canada. Twenty-two of
the 33 sites provided data (67% response rate)
and 4 out of the 22 sites reported available
Doctoral level Psychology services for parents
(18.2%). Thus, psychology services are not
available to most parents in the NICU across
Canada.

Mental Health Issues Encountered by
Families in the NICU

Psychological Distress

e Research indicates that mothers and fathers of
premature infants who are admitted to the
NICU are at greater risk of experiencing in-
creased psychological distress relative to other
parents. [4] [5].

e The most common forms of parental psycho-
logical distress in the NICU are anxiety, acute
stress, depressed mood, loss of control and ad-
justing to parental role [4] [6].

Parent of premature infants show elevated
symptoms of stress, anxiety and depressed
mood following delivery relative to parents of
term infants and these symptoms have been
shown to be elevated at six to twelve months
postpartum [5] [7].

Specific risk factors for emotional distress in
the NICU include perceived severity of infant
illness [8], perceived parental role alteration
[9], length of ventilation [9] [10], and length of
stay in the NICU [10].

It is estimated that 20-30% of NICU parents ex-
perience a diagnosable mental disorder in the
first year after delivery or postpartum period
[11].

One study found that at 2 years corrected age,
26% of parents of preterm (<32 weeks) infants
reported significant mental health problems
relative to 12% of parents of term infants [12].

Anxiety

Parents in the NICU report greater anxiety
symptoms than other perinatal populations
and are often more common than depressed
mood symptoms in the NICU [6].

One longitudinal study found that 48% of
mothers and 47% of fathers of infants (<30
weeks’ gestational age) in the NICU reported
clinically significant anxiety symptoms shortly
after birth with 25% of mothers and 20% of fa-
thers reporting significant anxiety symptoms
at 6 months after delivery [5].

The most common anxiety-related disorders
with onset in the perinatal period include
Panic Disorder, Generalized Anxiety Disorder
and Obsessive Compulsive Disorder [13].
Anxiety disorders are more prevalent in the
postpartum period than in other periods of
women’s lives [13].

Acute and Traumatic Stress
e Several studies have found elevated acute and

posttraumatic stress symptoms in mothers
and fathers of infants in the NICU relative to
term parents [14].

Research in the general population indicates
that up to 10% of women experience a severe
traumatic stress response following delivery
and 1%-2% are likely to develop posttraumatic
stress disorder (PTSD) [15].
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One study found that in a NICU sample, 35%
of mothers and 24% of fathers met diagnostic
criteria for Acute Stress Disorder (ASD) at ad-
mission and 15% of mothers and 8% of fathers
met diagnostic criteria for PTSD one month
following delivery [16].

Depression and Mood Disorders

Approximately 10 — 15% of women meet Diag-
nostic and Statistical Manual of Mental Disor-
der (DSM-5) criteria for a Major Depressive
Episode (MDE) in the postpartum period; this
prevalence rate is similar to the general popu-
lation of women [17].

Approximately 10% of fathers meet DSM-5 cri-
teria for a MDE in the postpartum period,
which is higher than the general prevalence
rate in the general population of men [18].
Mothers of preterm infants are 40% more
likely to develop depression in the postpartum
period than those in the general population
[7].

One longitudinal study found that 40% of
mothers and 36% of fathers of infants (<30
weeks’ gestational age) in the NICU reported
clinically significant depression symptoms
shortly after birth with 14% of mothers and
19% of fathers reporting significant depression
symptoms at 6 months after delivery [5].
Greater risk of depression in mothers of pre-
term and/or low birth weight infants was asso-
ciated with earlier gestational age, lower birth
weight, ongoing infant illness/disability and
perceived lack of social support [7].

Women with Bipolar Disorder, characterized
by episodes of depression and mania, are at
high risk of relapse during the postpartum pe-
riod, up to 66% for those women who discon-
tinue mood stabilizing medication [19].
Women with Bipolar Disorder are at increased
risk of psychotic symptoms in the postpartum
period and these symptoms warrant a medical
emergency [20].

Bonding and Attachment

The attachment process, or the formation of a
relationship between a caregiver and an in-
fant, can be delayed and/or disrupted by the
NICU environment [21].

Suicide & Infanticide

Maternal suicide and infanticide are rare [22]
[23].

Nonetheless, suicide is one of the leading
cause of maternal death in the postpartum pe-
riod [13] [23].

Mental illness is a risk factor for maternal sui-
cide and infanticide [13] [24].

Postpartum Psychosis

Postpartum psychosis refers to the sudden on-
set of psychotic symptoms (e.g., hallucina-
tions, delusions) following childbirth; these
symptoms require immediate assessment and
psychiatric treatment (e.g., hospitalization)
[13] [25].

Postpartum mood episodes with psychotic
features occurs in 1 in 500 to 1 in 1000 births
[25] [26].

The Impact of Parental Mental Health
in the NICU

Untreated maternal depression in pregnancy
has been associated with a range of adverse
outcomes, including increased risk of prema-
ture delivery, admission to the NICU, lower
APGARs, growth retardation, preeclampsia
and obstetric complications [27].

Results of a meta-analysis indicate that mater-
nal depression in the postpartum period has a
moderate to large effect on maternal-infant in-
teractions and bonding, such that depressed
mothers tend to be less affectionate with their
infants, less responsive to infant cues and/or
more hostile and intrusive with their infants
[28].

Poor psychological wellbeing in mothers, fa-
thers, or both parents of very low birth weight
infants (<1500g) predicted increased child be-
havioural and emotional problems at 3 years
of age [29].

Poor maternal mental health can have a
greater negative impact on infant develop-
ment of preterm infants relative to full term in-
fants [30] [10].

Psychological Screening and Assess-
ment Services in the NICU
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e The Canadian Task Force on Preventative
Healthcare in 2013 recommended screening
pregnant and postpartum women only when
symptoms of depression are apparent [31],
however research suggests that many perina-
tal women with severe symptoms of depres-
sion are not identified by health care provid-
ers’ [32] [33].

e In the NICU, screening for emotional distress,
depressed mood and posttraumatic stress
symptoms is recommended for both mothers
and fathers within the first week of admission
[2].

o Early detection and intervention of depression
and anxiety symptoms is likely to result in bet-
ter outcomes for parents and their families
[34].

e It is recommended that parents’ history of
mental health symptoms is assessed to iden-
tify potential risk factors for mental health con-
cerns following discharge from the NICU [35].

e There are a range of validated screening and
assessment measures for parental depression
in the postpartum period and NICU that re-
quire a trained health professional to adminis-
ter [13].

o Currently, there are no well validated screen-
ing or assessment measures for anxiety spe-
cific to the postpartum period, thus a clinical
diagnostic interview is recommended [13].

e For mental health symptoms in the postpar-
tum period, a diagnostic clinic interview is the
gold standard of assessment and is needed to
make clinical and differential diagnoses [13].

Psychological Interventions in the
NICU

Anxiety

e The British Columbia Best Practices Guide-
lines for Mental Health Disorder in the Perina-
tal Period indicates that for mild to moderate
anxiety symptoms in the postpartum period,
first-line interventions include psychoeduca-
tion, improved self-care and psychotherapy.
For severe anxiety, additional medication is
recommended [13].

o There is currently a lack of empirical research
on interventions for anxiety implemented in

the NICU [34], however there is substantial ev-
idence to suggest that Cognitive Behavioural
Therapy (CBT) is effective for a range of anxi-
ety disorders in the general population [36].

Acute and Traumatic Stress

Literature to date recommends brief CBT in-
terventions for acute stress symptoms and
longer term CBT for posttraumatic stress dis-
order associated with traumatic delivery [15].
A NICU CBT treatment program that involved
psychoeducation, cognitive restructuring, pro-
gressive muscle relaxation and writing a
trauma narrative significantly reduced mater-
nal trauma and depression symptoms relative
to a control education group [37].

Depression

Treatment recommendations for mild to mod-
erate depression in the postpartum period in-
clude psychoeducation, improved self-care,
psychotherapy and/or bright light therapy.
For severe depression, additional medication
is recommended [13].

A recent meta-analysis of NICU-based inter-
ventions that included 12 randomized-con-
trolled studies concluded that the strongest re-
duction of maternal depressive symptoms re-
sulted from CBT over other approaches, in-
cluding educational-based programs on prem-
aturity and maternal-infant responsiveness
training (e.g., kangaroo care) [34].

Bonding and Attachment

Behavioural interventions that increase paren-
tal sensitivity to interpret and respond effec-
tively to infant cues has been show to improve
bonding and attachment [38].

General Practice Considerations

A recent meta-analysis indicated that almost
one-third of eligible NICU mothers refused to
participate in a range of interventions to re-
duce depression and anxiety symptoms in the
NICU; the authors recommended that flexible
interventions, such as individual CBT, may be
more likely to engage NICU parents [34].
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Resources & Guidelines

Canadian Neonatal Network http://www.canadianneonatalnetwork.org/portal/

British Columbia Reproductive Mental Health Program & Perinatal Services BC (March, 2014), Best practice guide-
lines for mental health disorder in the perinatal period. Retrieved from: http://www.perinatalservicesbc.ca/Docu-
ments/Guidelines-Standards/Maternal/MentalHealthDisordersGuideline.pdf.

Hynan M, Mounts K, Vanderbilt D (2013). Screening parents of high-risk infants for emotional distress: rationale and
recommendations. Journal of Perinatology, 33, 748-53.

Hynan, M. T., Steinberg, Z., Baker, L., Cicco, R., Geller, P. A., Lassen, S., & Segre, L. (2015). Recommendations for
mental health professionals in the NICU. Journal of Perinatology, 35, S14-518. doi:10.1038/jp.2015.144.
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