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General infroduction and outline of this thesis

Background information

This thesis aims to unravel the way in which psychiatric vulnerability interferes with
family planning, desire for children and birth outcomes. In this chapter, we will briefly
introduce the relevant topics, provide the aim, methodology and outline of this thesis.

Unintended pregnancies: a global reproductive health problem

Unintended pregnancies (UPs) are pregnancies that are mistimed, unplanned or
unwanted at the time of conception, as defined by the U.S. Department of Health &
Human Services. Hereby, UPs combine two facefs of pregnancy intention: the timing
and desire. UPs can be either unplanned (which means the timing was not according
to plan, but the pregnancy may be greeted with happiness] or unwanted (the
pregnancy was not according fo plan and not greeted with happiness). UPs pose a
significant and widespread global health issue. Annually, approximately 120 million
UPs, accounting for 48% of all pregnancies, occur worldwide'. Rates vary among
different geographic regions, typically with higher rates in developing countries'. UPs
often result in abortions, and sadly, many of these procedures occur under unsafe
conditions, contributing to 7.9% of global maternal deaths'?. As a result, the
Sustainable Development Goals require countries to achieve by 2030 the objective of
ensuring ‘universal access to sexual and reproductive healthcare services, including
family planning, information and education, and the integration of reproductive health

info national sfrategies and programmes’®.

In the Netherlands, the average age at which women give birth to their first child is
30.3 vears old, compared to 24.3 years old in 1970, The trend of an increasing
matermnal age at first child is visible in other high-income countries and is most likely
explained by the ability to plan and postpone pregnancies®. Hereby, women can
achieve personal goals such as studying, navigating their career and finding a partner
to have a family with®. From a feminist perspective, this is a positive development that
reflects optimal reproductive agency. However, there are obstefric risks related to
birthing at increased age. Matemal age >35 years is linked to stillbirth, perinatal
mortality and maternal morbidity and mortality”-8. In addition fo an increasing age at
first child, the absolute birth rate in the Netherlands decreases every year from
207.000 children bom in the year 2000 to 168.000 born in the year 20224, The
decrease of absolute birth rafes could negatively impact society, as offspring aids in
supporting national welfare in an aging population. Despite decreasing absolute birth
rate numbers, and an increasing age at first child, the proportion of pregnancies that
is unintended, remains high?. In European counfries, including the Netherlands,
pregnancies are unintended in approximately 25-30%'C. In the Netherlands, litfle
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data has been published on this topic. One study from 2012 showed that one in five
Dutch women experienced a UP during her lifetime, including both ongoing

? Although not all UPs are unwanted

pregnancies, abortions and miscarriages
pregnancies, the Dutch government put the issue of UPs on the national agenda since
2017, with the goal to ‘aid in preventing unintended and unwanted pregnancies’.
This acknowledgment of UPs as a national problem has fueled research on the topic
of family planning, especially in groups of persons with one or more vulnerabilities in
their life, such as intellectual disabilities, poverty, young age and psychiatric
vulnerability. As UP rates in Dutch women with psychiatric vulnerability are currently
lacking, the development of tailored preventative programs to the needs of women
who face UPs, is also challenged. This thesis aims to fill the knowledge gap on the

prevalence of UPs amongst persons with psychiatric vulnerability.

Unintended pregnancies and psychiatric disorders

Past research indicates that UPs are associated with reduced sexual independence,
compromised coping skills (specifically related to intimacy, asserting boundaries, or
requesting confraception), engagement in abusive relationships, insufficient awareness
about pregnancy planning, or challenges in accessing or using contraceptives'! 2.
Additionally, factors like diminished autonomy, lack of information, perceived stigma,
and concems about confraceptive safety complicate the process of pregnancy
planning'?. The convergence between psychiatric vulnerability and social as well as
psychological predictors of ineffective contraceptive use may clarify the risk for UPs
amongst women with psychiafric vulnerability'®. Factors such as intimate pariner
violence, lack of social support and low selfesteem are interconnected with both

reproductive  decision-making and  psychiatric  vulnerability'41¢.

Women seeking
fermination of pregnancies often reported to have experienced traumatic events like
sexual violence, alongside symptoms of depression and anxiety!”. Psychiatfric
symptoms or sympfoms related to psychiatric vulnerability might affect psychological
processes crucial for the utilization of contraceptive methods. Lloss of planning
capacity, reduced oversight and difficulties  with impulse control  challenge
reproductive decision-making'®. Compliance with confraceptive methods might be
diminished in situations where severe psychiafric vulnerability such as (a history of)
mood disorders, schizophrenia, or related psychotic disorders impact cognitive or

1922 " (Hypo)manic symptoms in women with bipolar disorder

emotional functioning
could lead fo impulsive and hypersexual behavior, resulting in risky sexual conduct?®.
In women with eating disorders, oligomenorrhea might be misconstrued as reduced
pregnancy risk and fuel beliefs about infertility, potentially leading to UPs. Moreover,
oral contraceptives might not effectively prevent UPs in situations involving frequent

purging?#?°. Some studies conducted separate analyses on women exhibiting
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symptoms in the vyear preceding their pregnancy and found they were more
susceptible to UPs compared fo women without psychiatric vulnerability?>2¢.
Heightened stress levels and depressive symptoms in young women with mental health
symptoms and prolonged illness duration in severe mental illness patients are
predictive of UPs, pointing fowards an association between sympfomatology and
difficulties with achieving pregnancy planning?'?”. Understanding if and how women
with psychiatric vulnerability have an increased risk of UPs is important. Not only to
identify target groups for preventative measures, but also because some women with
psychiatric vulnerability use psychoactive medication, which may be harmful for the
development of the fetus. In addition, women with psychiatric vulnerability may
experience worsening of their sympfoms during pregnancy, which can have a
negafive effect on pregnancy outcomes. In conclusion, there is a lack of
understanding in the relation between UPs and psychiatric vulnerability. In this thesis
we aim fo also contribute to this call for qualitative inquiries. Moreover, we aim fo
research the possible (adverse) outcomes affer UPs with quantitative methods.

Impact of unintended pregnancies on mothers and offspring

The existing literature predominantly links UPs to adverse maternal outcomes, such as
an increased risk in anfe- and perinafal depression, stress and interpersonal
violence?®3°. Women with UPs had longer hospital stays after delivery'®. Mental
health problems during pregnancy, including sfress, may negatively impact birth
outcomes. Delayed enrolment in anfenatal care, smoking or other intoxications during
pregnancy and less use of folic acid may also contribute to adverse birth outcomes!'©.
Premature birth and low birth weight were both linked to UPs in studies on high-,

283133 The evidence on an increased risk of

middle- and low-income populations
miscarriage, sfillbirth and neonatal death after UPs is sfill inconclusive®!. In women
with UPs, the postpartum period may be marked by decreased rates of breastfeeding,
reduced quality of parentchild interactions and higher occurrence of extemnalizing
problems in offspring during adolescence®#*¢. Challenges in parenting may also arise
from these circumstances®*8. Data in the Dutch setting is required fo interpret the
clinical significance of possible adverse outcomes after UPs in the Netherlands.
Moreover, novel studies could shed light on the possible positive outcomes of
(unintended) births. As the birth rate is declining, welcomed UPs could be of societal
significance in increasing the natfional birth rate. But also on a personal level, it is
questionable if UPs bring about disadvantages only. In general, pregnancy and
childbirth have been linked to positive outcomes such as motivation for lifestyle change

h3940 A qudlitative study illustrated how

and improved matemnal mental healt
pregnancy infendedness could influence the partner relationship, as improved

relationship functioning was measured in couples with unplanned pregnancies, in
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contrast to lower levels of functioning in couples with planned pregnancies®!.

Qualitative and quantitative studies on [possible] positive aspects to unintended
childbearing and parenting have hardly been conducted. This thesis will thus further
explore the presence of both adverse and positive outcomes after UPs with qualitative
and quantitative methods.

Impact of psychiatric vulnerability on mothers and offspring

The perinatal period (defined as the time from conception until one year after birth*?)
pregnancy and the postpartum period) can pose significant challenges for women
with psychiatric vulnerability and their newborns. Psychiatric or mental disorders are
‘clinically significant disturbance in an individual's cognition, emotional regulation, or
behavior’, according to the World Health Organization. In literature, the terms
'psychiatric disorders’, ‘mental (health) disorders’, ‘psychiatric vulnerability’ and
'mental health issues’ are used interchangeably. In this thesis, the term ‘psychiatric
vulnerability’ captures any history of psychiatric disorders and represents both persons
in remission but at risk for relapse or persons with current (ongoing) psychiatric
disorders who experience symptoms. Although studies on the relapse risk of
psychiatric disorders during pregnancy are inconclusive, it is known that pregnancy
and especially the postpartum can exacerbate psychiatric symptoms  in women with
psychiatric vulnerabilities to develop psychosis, manic or depressive episodes affer

birth compared to their risk during other life stages**#8.

Research shows that the presence of psychiatric vulnerability during pregnancy can
result in serious complications for both mothers with psychiatric vulnerability and their
newboms, including higher rates of intensive care admissions, unplanned cesarean
4951

. Offspring born 1o

sections, gesfational diabetes, and lower rates of breastfeeding
mothers with psychiatric vulnerability tend to have lower birth weights, higher chances
of being bomn prematurely, and more frequent low 5-minute Apgar scores??°052.
Mother infant attachment may be challenged in dyads with mothers who have
psychiatric vulnerability during pregnancy or thereafter®. Most likely there is an
overlap between psychosocial risk factors for adverse pregnancy and matemnal
outcomes between women with UPs and women with psychiatric vulnerability, such as
matemnal stress, unemployment and unhealthy prenatal behaviors such as smoking.
Adverse pregnancy and maternal outcomes are particularly linked to unwanted
pregnancies, as opposed to unplanned but wanted pregnancies, indicating that
pregnancy accepfance can alter birth outcomes in addition fo the planning sfatus of
the pregnancy®®. No previous research has been performed to understand the
inferaction between the presence of psychiatric vulnerability and UPs on birth and

maternal outcomes. Especially mood disorders are studied in relation to birth
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outcomes. This is important, as mood disorders are the most prevalent psychiatric
disorders during pregnancy and the postpartum?>°¢. A subgroup of patients at risk for
perinatal depressive disorder, are women with bipolar vulnerability.  Without
freatment, there is a relapse risk of 60-80% for postpartum psychosis in women with
bipolar disorder*>“8. Treatment with preferably lithium, a mood stabilizer, protects
from perinatal relopse. Aside from the psychiatric risk during pregnancy, birth
outcomes in women with bipolar vulnerability appear to be adverse compared to
oufcomes of neonates born to women without bipolar vulnerability® 8. VWhat is less
clear, is the role of lithium and/or other psychopharmacological medication on birth
outcomes, indicating another research gap.

Family planning, desire for children and childlessness in relation to
psychiatric vulnerability

The working definition of family planning is ‘the ability of individuals and couples to
anticipate and attain their desired number of children and the spacing and timing of
their births’, used by the VWHO Department of Reproductive Health and Research
[2008]. Because family planning aims to fulfil reproductive goals [not just prevent
unwanted pregnancies), involunfary childlessness among individuals with psychiatric
vulnerability should be included in family planning research as well. Various factors
linked tfo psychiatric vulnerability could hinder achieving desired pregnancies.
Problems with sexual functioning, worries about passing on inheritable psychiatric
disorders, and concerns about parental adequacy could cause hardship for persons
with psychiatric vulnerability in regard to achieving their desired family size>?®!. Past
studies  have demonstrated that persons  with  psychiatric  vulnerability  like
schizophrenia, autism, eating disorders, substance abuse, and/or depression tend to
have lower fertility rates compared to their unaffected siblings®?©. These large-scale
studies strongly indicate that individuals dealing with psychiatric vulnerability may
encounter challenges in fulfilling their reproductive infentions. Qualitative research on
perspectives on family planning, desire for children and childlessness in relation to
mental health amongst persons with lived experience with psychiatric vulnerability are
needed.

Reproductive health in psychiatric healthcare

Information regarding reproductive health holds relevance for individuals with
psychiatric disorders, given the infricate connection between mental and reproductive
health. There is a scarcity of studies addressing family planning needs within mental
healthcare. In 2009, Becker and Krumm already identified several gaps in this areq,
with studies often lacking the patient's perspective and insights into the affitudes of
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mental health professionals (MHPs)**. Even today, there remains a limited number of
studies addressing these issues, particularly in countries other than the United States.
Qualitative literature involving women with bipolar disorders has demonstrated that
family planning is a significant topic of discussion during treatment, with a particular
focus on the health of offspring in relation to the use of psychotropic medications and
the heritability of bipolar disorder®®. Women with borderline personality disorders
who recently had a child expressed a desire to prevent intergenerational transmission
of attachment problems and borderline personality symptomatology®. In addition, a
lack of ftailored parenting programs was disclosed. Given that transgenerational
fransmission of psychiatric symptomatology, parenting in relation to mental health and
aftachment are topics which generally fall within the expertise of MHPs, we
hypothesize that MHPs should play a significant role in facilitating discussions about
family planning. Previous studies in the field of reproductive health discussions in
psychiatry have revealed that MHPs (and resident MHPs) reported obstacles, including
moral concems regarding patient autonomy and a lack of expertise when addressing
family planning®¢”. Possibly, patients and their close ones also encounter their own
set of challenges in this confext. Personal experiences with (the need for) discussing
reproductive matters in psychiatry are lacking, both from o MHP and patient
perspective.

Aims of this thesis

My dissertation seeks to provide insight in the impact of unintended pregnancies for
individuals with psychiatric vulnerability from various perspectives. We aim to estimate
the prevalence of UPs in national and international samples of women with psychiatric
vulnerability, collect lived experiences of parents who experienced uninfended
pregnancies, capture professional experiences of menfal health professionals with
discussing family planning decision making and gather lived experiences of (former)
patients (men and women) and close ones with discussing desire for children in
psychiatric healthcare.

To reach these goals, this thesis adheres to a mixed methods approach by building
upon data from quantitative [parts | and 1) and qualitative (part lll) research designs.

Methodology

Table 1.1 presents the opplied methods per chapter including data used.
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Table 1.1 - Applied methods per chapter including data used.

Chapter Study aim Methodology Data used

2 To explore whether psychiatric vulnerability is @ Systematic review and  PubMed,
risk factor for UPs, by quantifying the presence of mefa-analysis Embase/Ovid,
UPs amongst adult women with psychiatric PsycINFO, Cochrane
vulnerability, in addition to comparing UPs in and Web of

women with and without psychiatric vulnerability
by means of a systematic literature search and
meta-analysis.

3 To elucidate the perspective on family-planning
from patients with mental health problems and
their close ones.

4 To elaborate on previous literature by primarily
investigating the incidence of UPs amongst
women with various current/past psychiatric
diagnoses versus women without psychiatric
diagnoses.

To compare maternal and neonatal outcomes
between women with UPs versus non-UPs who
delivered in the hospital and to assess the
modifying role of current/past psychiatric

diagnoses in the association between pregnancy

infention and maternal /neonatal outcomes.

5 To validate previous findings on neonatal
outcomes after lithium exposure by comparing
[reJadmission rates in neonates born to women
with BD with versus without lithium exposure. To
elucidate the reasons for admissions in neonates
born to women with BD.

6 To unravel childbearing intentions in relation to
psychiatric vulnerability in persons with lived
experience.

7 To understand how women with psychiatric

vulnerability give meaning fo the experience of
unintended pregnancies using inferpretative
phenomenological analysis.

8 To investigate the need and experiences of
patients, close ones and MHPs regarding
discussing family-planning in mental healthcare
during the reproductive phase of life. To inquire
what, when and how MHPs should discuss
family planning with patients.

Semi-quantitative
patient survey

Refrospective cohort
study

Quantitative
refrospective cohort
study

Thematic analysis with
framework method

Narrative analysis

Mixed methods
approach: semi-
quantitative patient
surveys and focus

groups

Science/Clarivate
Analytics

Survey MIND (Box
1.1)

MoMentUM study
dataset (Box 1.2)

https:/ /doi.org/10.1
7026/ dansxrt-du5k

Lithium dataset

Focus groups MIND
(Box 1.1)

Prospective in-depth-
Inferviews with
persons with
psychiatric
vulnerability during
pregnancy and
postpartum, included
at the OLVG POP
clinic in Amsterdam
between March 2022
and February 2023
Survey MIND, focus
groups MIND

UPs; unintended pregnancies, BD; bipolar disorders, MHPs; mental health professionals

(@)
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Box 1.1 - The MIND-panel

MIND is a Dutch association for former or current patients with mental health problems and close ones of
(former) patients with mental health problems. MIND represents the whole spectrum of mental health
(www.wijzijnmind.nl (accessed on 1 December 2022)). Members of the MIND panel are recruited
among the public with a request for participation "Do you have experience with mental health problems
yourself or as a close one2”. There are no other selection criteria. The panel consists of 4200 (former)
patients and close ones. The members of the panel are invited to complete surveys through an email
invitation approximately 10 times a year.

Box 1.2 - The Maternal Mental Health and Unintended Motherhood-dataset

The MoMentUM study is a retrospective cohort, compiled of women who gave birth in a large hospital
in Amsterdam, the Netherlands. Included women are =18 years old with singleton pregnancies and birth
registrations in the electronic patient file during January 1, 2015, to March 1, 2020. Patient
characteristics (including pregnancy intention and  psychiatric hisfory), maternal (gestational diabetes,
mode of delivery) and neonatal outcomes [e.g., gestational age, birthweight and Apgar scores) were
registered by health care providers in hospital charts. We included 1219 women with and 1093
women without current/past psychiatric diagnoses.
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Outline

Figure 1.1 displays the outline of this thesis, which navigates from a quantitative, to a
semi-qualitative, and finally to an indepth qualitative methodology.

Chapter 2 Psychiatric vulnerability and the risk for unintended
pregnancies, a systematic review and mefa-analysis

Validation of findings in Dutch hospital population

™~

Chapter 7 Exploring narratives on
unintended pregnancies amongst

Chapter 4 Pregnancy infention in
women with psychiatric disorders In-depth

relation to maternal and neonatal

using inferprefaiive » interviews outcomes in women with versus
phenomenological andlysis without psychiatric diagnoses
o ) . Chapter 5 Neonatal

Inspiration interview guide admission affer lithium use

based on surveys in pregnant women with
Chapter 8 The bipolar disorders: a
conversation about family refrospective cohort study
planning and desire for Survey MHPs & :
children in mental ¥ Explom'v\tllvNeD Chapter 3 Experiences with
healthcare: patients’ second survey NS | family planning amongst persons
perspective versus MIND pcnel pane with mental health problems: a
professionals” perspective nationwide patient survey

ixed methods stud rd
e (\)/alsi;al?ioi of findings in two larger samples Development of interview guide
® "% P Focus groups Recruitment participants from explorative survey

Chapter 6 Family planning decision-
making in relation to psychiatric disorders
in women: a qualitative focus group study

BB Quantitative work
Semi-quantitative work
Qualitative work

Figure 1.1 - How the studies built upon previous work: navigating between quantitative, semi-qualitative,
and qualitative methodologies

To porfray an understanding of the international prevalence of UPs amongst women
with psychiatric vulnerabiliies, we started Part | of this thesis with a systematic review
and mefaanalysis (Chapter 2). Experiences with family planning and uninfended
pregnancies were collected in an explorative, nafionwide patient questionnaire in

Chapter 3.

To fill the research gaps defined by the systematic review and meta-analysis, we
investigated refrospective cohort data from a large, multiethnic, obstefric cohort with
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pregnant women and their offspring in Part Il, Box 1.1 explains the MoMentUM
study. We evaluated the UP rates and neonatal outcomes after uninfended
pregnancies in Chapter 4. A subgroup of the MoMentUM dataset was further
analyzed in Chapter 5, as we evaluated maternal and neonatal outcomes affer
exposure fo lithium during pregnancy. In this chapter, we present dafa on a selected
group of women with bipolar disorders.

In Part Il we explored how persons with lived experience with psychiatric vulnerability
view desire for children in relation to mental health, in a qualitative focus group study
(Chapter 6). As we continued building on qualitative data from persons with lived
experience, Chapter 7 describes narratives of women who have unintended
pregnancies during their pregnancies and in the postpartum period using interpretative
phenomenological analysis. This chapter specifically focuses on the personal impact
of UPs on persons with psychiatric vulnerability. Chapter 8 displays the findings of a
mixed methods study where quantitative data from two additional nationwide
questionnaires (one questionnaire from the MIND panel (Box 1.1) and one
questionnaire with mental health professionals] were combined with qualitative
findings from focus groups with persons with lived experience in psychiatric
healthcare. Here, we explored the perspective of mental health professionals on
conversations about desire for children in psychiatric healthcare. This chapter presents
integrated personal perspectives from focus groups and shared perspectives based on
questionnaire data.

Finally, Chapter 9 provides summaries and interprefations of all key findings in
addition to directions for future research and clinical implications.
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Chapter 2

Abstract

Background

Unintended pregnancies (UPs) are a global health problem as they contribute to
adverse maternal and offspring outcomes, which underscores the need for prevention.
As psychiatric vulnerability has previously been linked to sexual risk behavior,
planning capacities and compliance with contraception methods, we aim to explore
whether it is a risk factor for UPs.

Methods

Electronic databases were searched in November 2020. All arficles in English
language with data on women with age = 18 with a psychiatric diagnosis at time of
conception and reported pregnancy intention were included, irrespective of obstetric
outcome (fetal loss, livebirth, or abortion). Studies on women with intellectual
disabilities were excluded. We used the National Institutes of Health tool for
assessment of bias in individual studies and the Grading of Recommendations
Assessment, Development and Evaluation method for assessment of quality of the
primary outcome.

Findings

Eleven studies reporting on psychiafric vulnerability and UPs were included. The
participants of these studies were diagnosed with mood, anxiety, psychotic, substance
use, conduct and eating disorders. The studies that have been conducted show that
women with a psychiatric vulnerability (n=2650) have an overall higher risk of UPs
compared to women without a psychiafric vulnerability (n=16,031) (OR 1.34, Cl
1.08-1.67) and an overall weighed prevalence of UPs of 65% (Cl 0.43-0.82)
(n=3881).

Interpretation

Studies conducted on  psychiatric vulnerability and UPs are sparse and many
(common] psychiatric vulnerabiliies have not yet been studied in relation to UPs. The
quality of the included studies was rated fair to poor due to difficulties with measuring
the outcome pregnancy intention (use of various methods of assessment and use of
refrospective study designs with risk of bias) and absence of a control group in most of
the studies. The findings suggest an increased risk of UPs in women with psychiatric
vulnerability. As UPs have imporfant consequences for mother and child, discussing
family planning in women with psychiatric vulnerabilities is of utmost importance.
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Background

Unintended pregnancies (UPs) are a global health problem of large scale. Every year,
120 million UPs {accounting for 48% of all pregnancies) occur worldwide, although
UPs rafes differ amongst geographic regions with generally higher rates of UPs in
developing countries'. UPs could either be mistimed (wanted but not planned af this
specific moment in life] or unwanted [not intended at this point nor in the future). UPs
are known fo have serious consequences as they contribute fo adverse maternal and
offspring outcomes?, such as antenatal and chronic depression in mothers®”, adverse
birth outcomes?®, lower rates of breastfeeding”'?, lower quality of mother- and father
child interaction'", and higher prevalence of extemnalizing problems in puberty in
offspring'?. In addition fo adverse effects of unintended births, UPs can also lead fo
abortions, which are offen performed unsafely and account for 7.9% of all matemal
deaths worldwide!'3. To prevent UPs, studies investigating risk factors are of utmost
importance. Although several risk factors have been identified, such as young
matemnal age, low educational level (of both parents), and being unmarried '8, other
potential risk factors, such as mental health, are less explored. Studies already
demonstrated  that in feenage women with psychiafric conditions (depression,
psychosis, and personality disorders) UPs are common'?, but if this also applies for
adult women is yet unclear. A previous review on (awareness of) reproductive health
problems in women with serious mental illness (that included studies up to 2008)
described that the risk of sexually transmitted diseases, pregnancy loss and having
more lifetime sex partners is high amongst women with psychiafric conditions?°.
However, unwanted pregnancies and abortions in women who previously reported a
psychiatric vulnerability were not the focus of this review. It has been suggested that
psychiatric vulnerability (a history of psychiatric disorders according fo Diagnostic and
Statistical Manual of Mental Disorders (DSMHV or 5 and International  Statistical
Classification of Diseases and Related Health Problems (ICD)-10/11 and/or current
psychiatric disorder according to DSMV or 5 and ICD-10/11) could influence
important factors related to UPs, such as sexual behavior, including victimization of
sexual violence?! or disruption of mensfrual cycles due fo stress, use of anfipsychotic
drugs or weight loss in eating disorders?223. Also, advanced planning capaciies,
which are required for adequate use of confraceptive methods and family
planning, 2324 has shown to be diminished in women with psychiatric vulnerability.
Thus, we aimed to explore whether psychiatric vulnerability is a risk factor for UPs, by
quantifying the presence of UPs amongst adult women with psychiatric vulnerability, in
addition to comparing UPs in women with and without psychiatric vulnerability by
means of a systematic literature search and meta-analysis.
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Methods

A review protocol was developed based on the Preferred Reporting ltems for

Systematic Reviews and Mefa-Analysis (PRISMA) statement?® and was registered with
Prospero (review number CRD42020221072).

Information sources and search strategy

The electronic databases PubMed, Embase/Ovid, PsycINFO, Cochrane and Web of
Science/Clarivate Analytics were searched on November 6, 2020 (see Additional
file 1 for search strategy) to identify studies reporting the proportions of UPs in adult
women with (and without) psychiatric vulnerability via seltreport, structured  clinical
inferviews, or diagnosis performed by a professional. There were no restrictions in
publication date applied to the search. Only arficles in English language were
included. Unpublished studies and absfracts were excluded from the review.

Eligibility criteria

Presence of psychiatfric vulnerability at the time of conception was a prerequisite for
inclusion. Also, the main outcome, namely UPs that can result in both ongoing
pregnancies and elective (induced) abortions, had to be reported. Studies that
evaluated pregnancy planning (planned and unplanned  pregnancies) instead  of
pregnancy intention were also included. Studies with or without ‘control groups’
(women without a psychiatric vulnerability) were included.

Study selection

Studies were eligible for inclusion if the following criteria were met:

- study parficipants were women who had become pregnant.
participants were adults: 1) age=18years, 2) 95% of the participants was
>18years old [mean age—2 standard deviations =18), or 3] a subgroup
analysis in women =18 years was performed.
participants had a psychiatric vulnerability (a history of psychiafric disorders
according to DSM-V or 5 and ICD-10/11 and/or current psychiafric disorder
according to DSMHV or 5 and ICD-10/11) via selfreport, structured clinical
interviews, or diagnosis performed by a professional.

- sfudies evaluated proportions of unintended, mistimed, unwanted or unplanned
pregnancies resulting in ongoing pregnancies or induced abortions.

When articles reported unclear in- and exclusion criteria, the authors were contacted
fo provide this information. In addition, we contacted authors of studies from O1 to
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01-2000 and more recent and invited them to share data in case this was not
available for the mefa-analysis in published papers.

Data extraction

Two independent reviewers (NS and NR) screened the identified articles separately
based on fifle and abstract using Rayyan QCRI software?®. Subsequently, full fext
screening was performed independently by NS and NR to see whether the articles
fulfilled all inclusion and exclusion criteria. If no agreement was reached, a third
reviewer (BB) resolved conflicts. Data synthesis was performed by use of a custom-
made form that entailed all information necessary to compare studies. Variables
analyzed in this review were authors and year of publication, presence and type of
psychiatric disorder, presence and type of comparison group |(if available), study
design, sample size, age of participants, timing and tool used to measure UPs and
prevalence of UPs in the study population. NS conducted the full data exiraction and

NR verified this.

Assessment of risk of bias

The Grading of Recommendations Assessment, Development and  Evaluation
(GRADE)?” method was used to assess quality of the outcome UP. The National

128 were used fo assess the risk of

Institute of Health (NIH) tools for quality assessmen
bias in individual studies according to study type. Studies were qualified as ‘good’,
'fair’ or ‘poor’ considering the risk of bias in that study for our specific outcome ‘UPs’.
Hence, studies were assessed solely on the ability to report data on the outcome of
interest in this review. Inconsistency was evaluated according fo the following levels of
heterogeneity by use of 12 tests: 25% was considered low, 50% moderate and 75%
substantial heterogeneity?”. A cutoff pvalue of <0.05 was used to determine
statistical significance of the test. Indirectness was based on the ability of the data to
relate to UP rates and imprecision was based on the confidence infervals of the
presented results. Publication bias was assessed by evaluating a funnel plot for
possible asymmetry. Also, we considered the absence of (un) published articles (with
negative findings) in this field. The quality assessments were performed by two
individual reviewers (NS and NR), and a third reviewer was involved fo resolve

conflicts (BB).

Procedure for data synthesis

Odds ratios (ORs), relative risks (RRs) and risk differences (RDs) were reported if
present. In case of observational studies without comparative designs, percentages
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and means were reported. A mefa-analysis of prevalence of UPs amongst women with
psychiatric vulnerability was conducted by use of random effects models with the
software programmes OpenMetaAnalyst®® and Rstudio®!. An 12 test was performed to
investigate heterogeneity of the studies in addition fo sensitivity analyses to control for

robusiness of the findings?”.

A pvalue of <0.05 was considered sfafistically
significant. Separate mefa-analyses (forest plots) of specific psychiatric disorder groups

were performed in case of >4 studies per disorder.

Results

Study selection

The inclusion process is displayed in Figure 2.1. After electronic searches were
performed 5429 arficles were extracted and consequently transferred to Rayyan QCRI
software?. After duplicate removal, screening of fitle and absfract of 3334 arficles
was conducted. This resulted in full text reading of 58 articles to assess whether
inclusion and/or exclusion criteria were met. Based on the eligibility criteria, eleven
articles could be included in the qualitative synthesis. Of the eleven articles, eight
articles could be included in the meta-analysis on the prevalence of UPs amongst
women with psychiatric vulnerability (Figure 2.3) and four studies in the meta-analysis
of OR on UPs between women with and without psychiatric vulnerability (Figure 2.4).

Study characteristics

The characteristics and results of individual studies are presented in Table 2.1. An
overall sample of 18,681 women with (n=2650) and without [n=16,031)

psychiatric vulnerability were included. Seven categories of psychiatric disorders are

represenfed in this review: eating disorders®?33,

)34—38 36-38

mood disorders (depression or

36,37

, frauma-related disorders®®¥/, psychosis

37,40

, anxiety disorders
35,39

bipolar disorder

and related disorders , and conduct disorders*'. Two

39,41

. substance use disorders
studies reported on abortion as an outcome of UPs and the other nine studies on
(live) births. All studies were conducted in high income countries. Some of the included
studies inquired for pregnancy infention during pregnancy, however these studies
varied in fiming of assessment®?20:3842Other studies did not report in which trimester
women were asked about pregnancy infention®*353740 " One prospective cohort
study assessed pregnancy intention prior fo conception and evaluated the number of
positive pregnancy tests over the course of one yeorM. In case a woman (without
pregnancy aspirafions at baseline) became pregnant within twelve months, the

pregnancy was defined unintended. In addition, some studies made use of (validated)
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fools to assess pregnancy intention, while others only reported the questions that were
asked fo inquire for pregnancy intention.

Records identified through
database searching
(n=5429)

A 4

Records affer duplicates removed

(n = 3334)

A

Records screened Records excluded
(n=3334) (n= 3276)
Y
Fulltext arficles assessed Fulltext arficles excluded,
for eligibility > with reasons
[n=58) (n=47)
Y v
Studies included in Exclude reasons:
quolﬁgﬁ\/e synthesis Male participants included (n=2)
n=11) Relation of inferest was not researched (n=8)
Onset of disorder possibly after conception (n=15)

Participants <18 years old at time of pregnancy
(n=0)

A 4

Figure 2.1 - Flowchart of Inclusion process.

The interprefation of participants’ responses varied: some studies discriminated
between unwanted pregnancies and UPs, other studies solely asked for pregnancy
planning or pregnancy intendedness. Most studies investigated UPs in women from all
ages (within the reproductive phase of life), although one study included only young
women (18-20years) in particular®*.
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Results per subgroup of psychiatric disorder

The results of all individual studies are presented in Table 2.1.

UPs in women with a psychiatric disorder versus no psychiatric disorder

Three studies compared women with a psychiatric disorder (not specified) to a control
group®337:38_ Tenkku et al. found no difference in OR of UPs between women with
and without any psychiatric disorder®”, while both Micali et al. and Takahashi et al.

reported higher ORs in women with a psychiatric condition compared fo controls®3%8.

Mood diisorders

We found five studies that included women with mood disorders®4*8. Hall et al. found
similar rates of UPs in young women with and without depressive symptoms in a
prospecfive seffing even as Tenkku et al. in crosssectional analyses®®”. In confrast,
Takahashi et al. found a higher OR of UPs in women with mood disorders compared
to women without mood disorders®®. Two studies without confrol groups reported

prevalences of UPs (85% in Green et al. and 46-48.4% in Roca et al.)3>3.

Anxiety disorders

Women with various anxiety disorders were included in three studies®**8. Tenkku et
al. showed no difference between women with and without anxiety disorder
according to DSMHV (of which most women had a trauma-related disorder) in UPs®”.
However, Takahashi et al. presented an increased OR of UPs in women with anxiety
disorders compared to women without anxiety disorders®®. In the study sample of
Roca ef al., 40 women with panic disorder, 16 with generalized anxiety disorder,
10 with obsessive-compulsive disorder, three with posttraumatic stress disorder and
two with anxiety disorder not otherwise specified were included, of which 33 had

UPs (46% of women with any type of anxiety disorder)*.

Psychosis and related disorders

Women with psychosis and related disorders were investigated in two papers>:3°.

Creen et al. described 85% UPs in 39 women with a risk for postpartum psychotic
episode (history of psychotic episode, history of postpartum depression or bipolar
disorder)] who were in care at a perinafal mental health service during their
pregnancy®. Gupta et al. compared the incidence of abortions between women with
and without schizophrenia in the first year after a previous pregnancy (these
pregnancies are referred to as ‘rapid repeat pregnancies’)*” and found similar rates of
induced abortions in both groups.
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Substance use dlisorders

Pregnancy infenfion was assessed in 1455 women who used substances. UPs were
often reported in this group of women (74-100%)*/4042 Multi-drug use was reported
in one study (Tabi et al.) as aside from opioid use, participants reported the (abjuse of
cannabis, cocaine, benzodiazepines, methamphetamine, and alcohol*®. Tenkku et al.

!

74% had UPs. Heil et al. found 86% UPs in 946 pregnant opioid addicted women*?.

assessed nicotine dependence, alcohol and drug abuse in 484 women®’, of which

Conduct disorders

One study showed higher rates of (lifetime] abortions in women with a history of high
CD symptoms at age 15, (=7 problems based on DSMHIIR) compared to women
with low CD symptoms at age 15. After adjusting for multiple social and
psychological confounders, the associations between CD symptoms and abortions
remained significant*!.

Eating dlisorders

Assessment of pregnancy intention was performed amongst 927 women with eating
disorders in two European studies®?33. In women with anorexia nervosa (AN, OR for
UPs were higher than in women without anorexia nervosa, however in women with

and without bulimia nervosa (BN), OR for UPs did not differ.

Risk of bias of included studies
Quality of the included studies is displayed in Table 2.2. The outcome UPs graded

with the NIH fool?® resulted in a fair quality for nine out of eleven studies and poor
quality in two out of eleven studies. Degree of author agreement was 84% between
two reviewers (NS and NR), consensus was reached with a third reviewer (BB.
Additional file 2 displays the grading per item in the NIH tool. Risk of bias was high
due fo crosssectional analyses of cohort data. Solely one study assessed pregnancy

3 one other study assessed abortion in a

intention in @ prospective manner
prospective manner!. In most studies, time from exposure (psychiafric vulnerability) to
outcome (UPs] was not measured and/or reported. In addition, UPs were not
measured using validated tools. We found that 8 studies primarily focused on UPs or
abortions, while three studies included pregnancy intention as secondary outcome or
demographic feature®>374°. Most studies considered relevant confounders, although
small sample sizes limited ability to perform multiple regression analyses in some
studies®*4°. Most studies had a sample size of less than 600 women, while two
studies had a larger sample size: Micali et al. included 1961 women and Heil et al.
included 946 women®342. A funnel plot (Figure 2.2) demonstrates the variety in

sample sizes and effect sizes per study.
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Figure 2.2 - Funnel plot for siudies reporting prevalences of unintended pregnancies in women with
psychiatric vulnerability.

Data synthesis

A meta-analysis was performed with a random effects model of the eight studies that
provided prevalences of UPs amongst 3881 pregnant women (in case studies
presented unwanted and unplanned pregnancies instead of UPs, we calculated
number of UPs for this meta-analysis| (Figure 2.3). We performed a logit
fransformation of the results, to consider the maximum prevalence of UPs in studies of
100%. Overall, the rate of UPs was 65% (Cl 0.43-0.82). Sensitivity analyses were
performed and showed that the effect size remained within 95% Cl if any of the
studies was left out. Moderate heterogeneity was found within the studies as the 12 of
67% displays ([p=0.03) [see Figure 2..3). In oddition, separate analyses were
performed on the four studies that reported OR of UPs comparing a psychiatric
vulnerable group to a confrol group (Fig. 4). One study on women with eatfing
disorders®? and three studies on women with a variefty of psychiatric vulnerabilities
(mood disorders, anxiety disorders, eating disorders, substance use disorders and/or
psychosis)*3*/*8. The overall odds of UPs were higher in women with psychiatric
vulnerability compared to women without psychiatric vulnerability (OR 1.34, Cl
1.08-1.67),n=18,681.
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Studies Estimate (95% C.I.) Ev/Trt i
i
Easter et al. 2011 0.48 (0.44, 0.53) 262/542 - '
Green et al. 2008 0.84 (0.69, 0.93) 32/38 :
Heil et al. 2011 0.86 (0.84, 0.88) 817/946 ! -
Micali et al. 2013 0.29 (0.27, 0.31) 57371961 i} '
Roca et al. 2013 0.48 (0.40, 0.57)  64/132 —_— -
Tabi et al. 2020 0.98 (0.76, 1.00) 25/25 : _a
Takahashi et al. 2013 0.43 (0.33, 0.53)  41/96 - '
Tenkku et al. 2009 0.70 (0.61, 0.77)  98/141 —a—

Overall (1*2=9902 % , P< 0.01) 0.65 (0.43, 0.82) 1912/3881

~- mean prevalence of .65 r T T T J
027 0.45 084 082 1

Logit Proportion

Figure 2.3 - Mefaanalyses of prevalence of unintended pregnancies in women with psychiatric
vulnerability.

Studies Estimate (95% C.I.) Ev/Trt Ev/Ctrl

Easter ot al. 2011 1.41 (1.16, 1.72) 172/452 3222/10636 ——

Micali ot al. 2013 1.31 (1.16, 1.48) 537/1961 97474367 —.—

Takahashi et al. 2011 2.10 {1.36, 3.26) 41/9%6 179/684 - -

Tenkku et al. 2009 0.83 (0.54, 1.28) 9B/141 252/344 -

Overall (1*2=6719 % , P=0.03) 1.34 (1.08, 1.67) B48/2650 4627/16031 —
— Ol OR (134 & T -
—OR of 1 (no difference between groups) Odds Ratio (log scale)

Figure 2.4 - Meta-analysis of OR of unintended pregnancy between women with and without psychiatric
vulnerability.

Conclusions

Principal findings

This systematic review shows that studies on UPs in women with psychiatric
vulnerability are sparse, and for many relevant psychiatric disorders (such as
personality disorders, autism spectrum disorder and trauma related disorders) the risk
for UPs remains unknown. However, the studies that have been conducted suggest
that psychiatric vulnerability is a risk factor for UPs: women with a psychiatric
vulnerability have an overall higher risk of UPs compared to women without a
psychiafric vulnerability (OR 1.34, ClI 1.08-1.67) and an overall weighed
prevalence of UPs of 65% (Cl 0.43-0.82). As most studies have explored UPs
leading to (live) births and did not include or explore UPs leading to abortions, it is
likely that this overall prevalence of UPs is even underestimated.
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Comparison with existing literature

Several mechanisms have been proposed to explain the relation between psychiatric
vulnerability and UPs. Planning capacities, perception of risks related to unprotected
infercourse and subsequent ability to prevent UPs by use of contraception, even as
compliance with contraception methods could be impaired by decreased cognitive or
emotional functioning during active (severe] mental disorders like mood disorders,

23345152 Manic symptoms in women

schizophrenia or related psychofic conditions
with bipolar disorder could lead to impulsivity and hypersexuality, resulting in risky
sexual behavior®. In eating disorders there are a few other mechanisms that should
also be considered: oligomenorrhea is common and can be misinterprefed as a lower
risk of pregnancy or even beliefs about infertility, which could subsequently lead to
unintended pregnancies in case of unexpected owulation. Also, oral confraceptives

22,33 Moreover,

will not provide prevention of UPs in case of (frequent) purging
previous data suggest that in women who requested a termination of pregnancy,
fraumatic experiences such as sexual violence were prevalent, even as depression
and anxiety sympfoms®*. Unfortunately, the extent fo which women in the studies
included in this review were facing active and/or severe psychiafric symptoms at time
of conception was not always clearly described. Some authors, like Micali et al.,
separately analyzed women with symptoms in the year prior fo their pregnancy and
found they were more prone to UPs than women with a history of psychiatric
disorders®®. Based on available data in our review, we were not able to conclude

whether this finding applies to all psychiatric diagnostic categories.

Gaps in literature

Although we included studies covering a variety of psychiatric disorders, we conclude
that studies on common psychiatric disorders like personality disorders, attention deficit
hyperactivity disorder and autism spectrum disorder are lacking. Further studies are
needed to investigate UPs in women with these disorders. Although several studies
included women with mood and anxiety disorders, absolute numbers of participants
were small. As mood and anxiety disorders are known to be the most prevalent
mental disorders, that are almost twice as common in women than in men, it is
especially important to understand the role of these disorders in relation to UPs, hence
further studies in this field should also be encouraged®>®”. As none of the studies
included in this review were conducted in low-income countries our findings may not
apply for low-income countries. Several studies have described that UP rates are
similarly high or even higher in low-income countries compared to high-income

1,58,59

countries , and that the adverse effects of UPs in low-income countries are

severe®,
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Strengths and limitations

Our review has several sirengths. First, the extensive search in electronic databases
that included all psychiatric disorders, allowed us to gain insight in various specific
psychiatric disorders in relafion to UPs in addition to an overview of the overall
presence of psychiatric vulnerability in relation to UPs. Moreover, we accepted both
ongoing pregnancies and induced abortions as outcomes of UPs as previous studies
underscored the importance of identifying abortions in women with psychiatric

2061 However, our review also

conditions as elective abortions can be a result of UPs
has several limitations. VWe only included studies that were written in English language
which may reduce generalizability, however, peerreviewed studies in other
languages were relatively rare. Also, the studies included in the review had fair to
poor quality rafings for the primary outcome, used varying psychiatric disorders as
confrol group within studies, used various methods to assess the outcome pregnancy
infention (by live births or abortions), differed in timing of measurement of pregnancy
infention (which is key in preventing recall bias®?), and showed divergent results.

Pregnancy intenfion was only measured with validated tools in a few studies®”28:42,

323436 or the way

while most studies used a single question which may lack nuance
of measuring was not reported at all*>4°. Abortion was in one sfudy selfreported and
in another based on a large obstefric dataset which included surgical abortion

3941 "In addition, important confounders such as age, educational level

registrations
and environmental influences were considered in varying degrees'®. In particular
partner violence and poor pariner relationship were posed as risk factor for UPs
previously®® and in women with psychiatric vulnerability, reproductive coercion
appears fo be common [64,65]. lastly, our meto-analysis was limited to only four
studies with comparison groups and the overall low quality of this body of evidence

limited our capacity to draw definitive conclusions.

Research recommendations

Ideally, assessment of pregnancy infention is performed 1) by means of a validated
tool, and 2) as early in pregnancy as possible. At the same time, prospective settings
are timeconsuming and might overestimate UP rafes since pregnancy infention can
change over time®2. However, prospective designs ensure that psychiafric vulnerability
was present before the onset of the UPs, which could give insight in the causality
between psychiatric vulnerability and UPS and limit recall bias. Regarding psychiatric
vulnerability, we conclude that the onset, duration, and severity of psychiatric
vulnerability are important fo include, to understand the relation between psychiatric
vulnerability and UPs. Llast, we recommend that relevant confounders like race,
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household income, marital sfatus, age, partner relationship, pariner violence and
reproductive coercion are also faken into account when investigating UPs.

Implications

In conclusion, we have found a high prevalence of UPs in women with psychiatric
vulnerability, and an increased risk of UPs in psychiatric vulnerable pregnant women
compared fo pregnant women without psychiatric vulnerability. Given the known
adverse outcomes of UPs for matemnal and offspring health, we underline the
importance of discussing family planning with all women at reproductive age with
psychiatric vulnerability routinely to avoid any harm due to UPs.
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Additional Materials

Additional file 2.1 Search strategy electronic database

Additional file 2.1 displays the search strategy in electronic database PubMed.

The electronic search as it was performed in PubMed:

(Pregnancy,  Unplanned[Mesh] OR  (([unwanted[tiab] OR  unmindfultiab] OR
subconscious[tiab] OR undeliberate[tiab] OR deliberate[tiab] OR inadvertent[tiab] OR
adverteni{tiab] OR planned[tiab] OR unplanned[tiob] OR unintended[tiab] OR
intended[tiab] OR mistimed[tiab] OR mistiming[tiab])] AND (pregnancy[MeSH] OR
pregnan *[tiab]))) AND (Mental Disorders/MeSH] OR Psychiatric Diagnosis[MeSH] OR
Mental HealthMeSH] OR psychiatric[tiab] OR mental health[tiab] OR anxiety[tiab]
OR agoraphobi[tiab] OR  compulsi*[tiab] OR panic[tiob] OR phobi*[tiab] OR
hypochondri*[tiab] OR  bipolar[tiab] OR  bipolarftiab] OR  mood[tiab] OR
cyclothymic[tiab] OR depress*[tiab] OR dysthymi*[tiab] OR dissociati*[tiab] OR
feeding and eafing disorder*[tiab] OR feeding disorder*[tiab] OR eating
disorder*[tiab] OR food infake disorder*[tiob] OR anorexialtiab] OR binge-
eating[tiab] OR bulimia[tiab] OR personality disorder*[tiab] OR antisocial[tiab] OR
anti-socialtiab] OR borderline[tiab] OR dependent personalit*[tiab] OR avoidant
personalit*[tiab] OR histrionic[tiob] OR  parancid[tiab] OR  schizoid[tiab] OR
schizotypal[tiab] OR narcissistic[tiab] OR affective disorder*[tiab] OR psychotfic[tiab]
OR  psychosis[tiab] OR delusional disorder*[tiab] OR  schizophren*[tiab] OR
schizoaffective[tiab] OR schizo-affective[tiab] OR insomni* OR substancerelated
disorder*[tiab] OR alcoholrelated Disorder*[tiab] OR  amphetamine*[tiab] OR
cocaineftiab] OR inhalant abus*[tiab] OR  marijuana  OR  narcoticrelated
disorder*[tiab] OR neonatal abstinence syndrome[tiab] OR substance abuse[tiab] OR
substance withdrawal[tiab] OR tobacco[tiab] OR stress disorder*[tiab] OR trauma
related  disorder*[tiab] OR stressor related disorder*[tiab] OR  adjustment
disorder*[tiab] OR postiraumatic stress[tiab] or posttraumatic stress[tiab] OR ptsd[tiab]
OR attention deficit and disruptive behavior[tiab] OR somatoform disorder*[tiab] OR
body dysmorphi*[tiab] OR conversion disorder*[tiab] OR factitious disorder*[tiab]
OR munchausen[tiab] OR munchhausen[tiab]).
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Abstract

High rates of unintended pregnancies in patients with mental health problems reflect
the unmet need for failored family planning. This study aims to explore aspects of
family planning that are especially challenging for patients experiencing health
problems by obfaining the perspective of (former) patients and those with close
relationships with the (former) patients. In August 2021, members of a Dutch natfional
mental health panel, consisting of (former) patients and close ones, were invited to
respond fo a 34-question online survey that included questions on four domains:
reproductive hisfory, decision making, parenting, and sexuality. This study has
revealed the severe and adverse impact of mental health problems across all of the
four domains of reproductive health and family planning, which the questions
specifically targefed. Based on these results, we recommend discussing family
planning with all patients experiencing or at risk for mental health problems and their
partners. These discussions should address a desire to have children, (involuntary)
childlessness, uncertainties about parenting and sexuality, while remaining considerate
of experienced taboos.

S,
N



Experiences with family planning amongst persons with mental health problems

Introduction

Family planning is an important aspect for most people at some point in their lives'.
The working definition of family planning (‘the ability of individuals and couples to
anticipate and attain their desired number of children and the spacing and timing of
their births’, used by the VWHO Department of Reproductive Health and Research
[2008]), includes prevention of unwanted pregnancies as well as obtaining desired
pregnancies. Researchers have become increasingly inferested in studying the risk
factors for impaired family planning, as unwanted pregnancies have adverse impacts
on maternal and child health?. One of these risk factors is impaired mental health, as
mental health problems can coincide with several aspects of family planning.
Unintended pregnancies are offen associated with misuse or non-use of contraceptive
methods®#. For women with severe mental illnesses such as schizophrenia and
bipolar disorders, efficient use of contraceptive methods might, af fimes, be
challenging. This arises from impaired decision-making and advanced planning skills
during disease episodes*®. Aside from proper confraceptive use, eating disorders or
use of antipsychotic medication disrupted menstruation and could lead to an incorrect
belief with respect to fertility” 8.

Although impaired mentfal health is an  established risk factor for unintended
pregnancies’, the perspective and preferences of persons with mental health problems
on their own family planning are currently lacking. Moreover, most studies have a
profound focus on preventing unwanted pregnancies and only a minor interest in
studying how desired pregnancies can be achieved. As the goal of family planning is
to have reproductive intentions met, involuntary childlessness amongst persons with
mental health problems should be included in the study of family planning. Several
factors related to mental health problems could interfere with achieving desired
pregnancies, such as problems with sexual functioning'®, concems about passing on
heritable psychiatric conditions'!, and fears of ‘not being a good parent''?. Previous
literature has shown that persons with mental illnesses (schizophrenia, autism, eating
disorders, substance abuse, and/or depression) have lower fecundity when
compared to their unaffected siblings'®'*. These population-based studies clearly
suggest that persons with mental health problems might struggle to have their
reproductive infenfions met.

Despite these additional challenges facing mental health patients in relation to family
planning, their perspectives on childlessness have received litile scientific attention. A
few qualitative interview studies have discussed family planning in small samples of
women with severe mental illness'''°. These studies demonstrate a lack of findings
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from large samples of patients sharing experiences with family planning in relation to
various mental health problems, such as depression, anxiely, traumatic experiences, or
personality disorders. Additionally, the view of those with close relationships to the
patient, i.e., spouses or broader pariners, family members, or close friends (from now
on named 'close ones’) on family planning is generally not included in studies.

In this study, we aimed to elucidate the perspective on family planning from patients
with mental health problems and their close ones. We hypothesize that patients and
close ones experience various difficulties regarding family planning and subsequently
have the desire to discuss family planning with mental health professionals.
Understanding the patient’s perspective will help fo tailor family planning counseling to
the needs of patients with mental health problems and their close ones.

Materials and methods

The current study reports the results from a survey that was electronically dispersed in
June 2022 among a panel of (former) patients and close ones (the MIND mental
health care panel) and was available for four weeks. MIND is a Dutch association for
former or current patients with mental health problems and close ones of (former]
patients with mental health problems. MIND represents the whole spectrum of mental
health (www.wijzijnmind.nl (accessed on 1-12-2022)). Members of the MIND panel
are recruited among the public with a request for parficipation “Do you have
experience with menfal health problems yourself or as a close one?”’. There are no
other selection criteria. The panel consists of 4200 (former) patients and close ones.
The members of the panel are invited to complete surveys through an email invitation
approximately 10 times a year.

The current survey was developed in close collaboration with the association of
patient and relative organizations MIND and a patient-investigator, who is part of the
research team (ME). In oddition, an expert panel consisting of members of MIND, in
addition to a pediafrician, an infant mental health specialist, a gynecologist, a child
psychiatrist, an epidemiologist, and two psychiatrists with experience in the field of
mental health and family planning, were consulted. The 34 questions, provided in the
Dutch language, were a combination of open questions with freeform fext fields,
multiple choice questions, and 5-point Likert scales. The esfimated time to populate the
questionnaire was 10-15 min. The first question category regarded patient histories
of mental health problems (both diagnosed and seltreported problems), psychoactive
medication use, pregnancies including elective abortion and unintended pregnancies,
and childlessness. The second question category regarded the perceived relation
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between mental health and family planning, the experience with the conversation
about fomily planning in mental health care, and the perception of stigmas and
taboos regarding mental health problems, as well as sexuality in both mental health
care and the personal environment. Close ones were identified by a first question ‘Do
you fill in this survey as a patient or as a close one (of a person with mental health
problems|2’. For those questionnaires populated by close ones, they received similar
questions as (former] patients that specifically asked about the experiences of their
close ones. For the curent paper, the survey was translated into English in
collaboration with a native speaker.

This study included all panel members who populated the survey and provided
informed consent. Respondents under the age of 18 years were excluded (as derived
from the survey responses). Anonymized data were collected in the software program
Spidox (www.spidox.net (accessed on 1-12-2022)) and shared with the research
feam in a secured Excel file. Subsequently, data were imported into R studio [version
4.2.0) for data cleaning and analysis. We performed descriptive analyses of the
respondents’  demographics and  history of mental health problems. Age was
presented as mean and sfandard deviation (in the case of normal distribution). Other
descriptive characteristics were presented as numbers and proportions of the group
(all, female, men, other gender, or close ones|. living area was assessed with the
question ‘What is your living area? Rural/urban’. Education levels were assessed
according to the International Standard Classification of Education (ISCED) levels O
8. Mental health disorder was assessed with the question "Have you ever received a
psychiafric diognose? Yes/no’. Mental health problems were assessed with the
question "What kind of mental health problems have you encountered in your life?
Open question’. Recovery status was assessed with the question ‘Do you currently
consider yourself recovered? Yes/no/| have leamed to live with it/other’. To present
histories of mental health problems in the results section, we grouped self-reported
mental health problems into larger categories (for example, depression, anxiety, efc.).
Grouping was performed by a medical doctor and a researcher in psychology (NS
and BW). A Cohen's Kappa was used to measure interrater reliability for grouping
between the two researchers'®.

The study group paired questions on similar topics into four domains, reproductive
history, reproductive decision making, parenting, and sexuality. Reproductive history
was reported separately for respondents identifying as women and men. Hisfory of
abortion was presented for respondents identifying as women. The results of multiple-
choice questions were presented in graphs. Opentext answers that elaborated on
multiple choice answers ('if yes, why?') were collected and included in the results’
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section fo illustrate the findings. Respondents’ answers were not cited, nor did we
caleulate the number of reasons provided by the respondents.

Outcomes were presented for two groups separately: a group of respondents who
populated the questionnaire as (former) patients and a group of close ones who
represent the views of a close relation experiencing mental health problems.
Additionally, we stratified responses for (former) patients and close ones with and
without children. Confirmative responses were compared between men versus women
or (former) patients with versus without children by Chi? tests with a p-value considered
significant at <0.05.

Results

The questionnaire was populated by 381 panel members (response rate of 9%). One
respondent was excluded due to age <18 years, and two respondents failed to
provide informed consent. Data from 378 respondents (354 (ex]patients and 24
close ones) were included in the analyses (see Table 3.1 for sample characteristics).
Close ones were family members [(n=18), pariners (n=4), or friends (n=2).
Respondents were mostly women (81.2%); nearly half of them were urban living
(54.5%) and higher educated (50.2%). Fifty-one respondents were men. Most
respondents were diagnosed with =1 mental health problems (95.5%), and (history
of) symptoms of depression (58.7%) were most frequently reported. The interrater
reliability for the classification of selfreported mental health problems was x=0.70

(p<0.001), indicating a good level of agreement between the assessors'” 8.

Domain 1: Reproductive history

The reproductive history of women and men is presented in Figure 3.1.
Supplementary Table S3.1 provides all raw data supporting Figure 3.1. The
proportion of unintended pregnancies in this sample was 21.7%. Uninfended
pregnancies occurred in almost half of all respondents (45.4%) who were ever
pregnant [or the biological father of an unintended pregnancy in the case of men)
(data not presented). Amongst the (former) patients, women had significantly more
pregnancies (47.8% versus 11.8%, p<0.001) and children (46.4% versus 11.8%,
p<0.001) compared to men (see Figure 3.1). Respondents eloborated on the
relationship  between unintended pregnancies and menfal health problems  with
examples: alcoholism led to the contraceptive method being unreliable and attention
deficit affributed to an unintended pregnancy through obliviousness. The proportion of
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elective abortion was 5.4%. A tofal of 10.6% of those who were ever pregnant have

had at least one abortion.

Table 3.1 - Demographics of survey respondents.

Total (Former) Patients Close Ones
n=378 n=354 n=24
Age (mean; (sd)) 47 .5(12.9) 47 .7 (12.7) 48.4 (16.2)
Minimum age 20 20 23
Maximum age 84 84 73
Gender [n = 374)
Man 63 (16.7%) 51 (14.4%) 12 (50.0%)
Woman 307(81.2%  295(83.3% 12 (50.0%)
Other 401.1% 401.1% 0
Living area
Rural 167 (44.2% 160 (45.2%) 7 (29.2%)
Urban 206 (54.5% 189 (53.4% 17 (70.8%)
Missing 5(1.3%) 5(1.4%) 0
Education
ISCED level 6-8 ! 190 (50.3% 178 (50.3%) 12 (50.0%)
ISCED level < 6 184 (48.7% 172 (48.6%) 12 (50.0%)
Missing 4(1.0%) 4(1.1%) 0
Paid job
Yes 142 (37.6%  135(38.1%) 71(29.1%)
No 227 (60.0% 211 (59.6% 16 (66.7%)
Missing 9 (2.4%) 8 (2.3%) 114.2)
Mental health disorder
Yes 361(95.5% 338 (95.5% 23 (95.8%)?
No 16 (4.2%) 15 (4.2%) 114.2%)
Missing 1(0.3%) 1(0.3%) 0
Recovered
Yes 32 (8.5% 29 (8.2%) 3(12.5%
No 158 (41.8% 147 (41.5%) 11 (45.8%)
| learned to live with it 120 (34.1% 123 (34.7%) 6 (25.0%)
Other 58 (15.3%) 54 (15.3%) 4016.7%)
Missing 1(0.3%) 1(0.3%) 0
Medication usage when experienced mental
health problems
Yes 340(89.9% 321 (90.7% 19 (79.2%)
No 38(10.1%) 33 (9.3%) 5(20.8%)
Missing 0 0 0
Top 5 selfreported mental health problems in
history 22
Depression (any type) 222 (58.7%) 216 (61.0%) 6 (25.0%)
Anxiety including OCD 111(29.4%  107(30.2%) 4016.7%)
PTSD, Trauma, and stress-disorder 111 (29.4%) 108 (30.5%) 3(12.5%)
Personality disorder 56 (14.8%) 56 (15.8%) 0
Autism 46 (12.2%) 43 (12.1%) 3(12.5%

ISCED, International Standard Classification of Education; PTSD, posttraumatic stress disorder; OCD,
obsessive-compulsive disorder. ! Finished college or university. 2 More than one possible. Data are
presented as numbers (proportions of group ‘Total’, ‘(Former] patients’ or ‘Close ones'). * Close ones
answered this question for mental health disorders of the (former) patients.
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Figure 3.1 - [Former) patients’ responses o questions about reproductive history according to gender
(questions 1-4).

Domain 2: Reproductive Decision Making

Experiences with the reproductive decision-making of (former) patients and close ones
are presented in Figure 3.2. Supplementary Table S3.2 provides all raw data
supporting Figure 3.2. Reproductive decision-making was influenced by mental health
problems in at least 25.7% of the (former) patients (Figure 3.2b, question 5). Several
factors were mentioned where mental health problems influenced (the desire for)
having one or more children: the belief that pregnancy is only possible after being
recovered from mental health problems, the belief that physical viclence in history
made pregnancy impossible, and difficulty sustaining a partner relationship led to the
belief that pregnancy was impossible.

In addition, the severity of the mental health problems at certain points in time had an
influence on the desire for a child. Having a stable mental health outlook, having
financial stability, and being able to raise children were mentioned as factors that
were a prerequisite for becoming pregnant. The planning of pregnancies was
influenced by mental health problems in many ways. Respondents reported that they
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chose to posipone a possible pregnancy until the point they felt mentally stable
themselves or had a stable relationship with a partner. The fear of becoming mentally
unwell during the postpartum period and fear for the health of the baby caused
respondents to posipone their wish for pregnancy. Decreasing the dosage of
medication or quitling medication was often reported as a prerequisite to becoming
pregnant. Medication use was also reported fo coincide with having a safe
pregnancy. Many close ones also recognized the relationship between mental health
problems and various reproductive decisions, except for the question on experiencing
taboo (Figure 3.2, question 7). While a taboo on discussing mental health problems
was experienced by most (former) patients (62.4%), this was less mentioned by close
ones (25.0%). (Former) patients explained that there was no space to discuss their
problems amidst the other problems in traumatized families and that talking about
mental health problems was not deemed to be ‘appropriate’. (Former] patients
described feeling perceived as ‘crazy’, weak, and felt they should not complain.
Moreover, (former) patients reported feeling ashamed, experiencing denial, and
feeling misunderstood by family, co-workers, or community. Of the (former) patients
and close ones who desired to discuss family planning, only one in five had discussed
it with @ mental health professional.

A subgroup analysis showed that respondents <40 years of age more offen spoke
about family planning than respondents >40 years of age (Figure 3.2b, question 7).
Of the childless respondents (n=207), 48.3% atiributed childlessness to their mental
health state (see Supplementary Table S3.2). After strafification for childlessness,
(former] patients without children confirmed the influence of their mental health
problems on the desire to have children (75.4% versus 27.2%, p<0.001) and the
ability to become pregnant (36.7% versus 17.0%, p<0.001) more often than (former)
patients without children. Almost half of all childless (former] patients never had a
conversation about family planning (45.9%). In freeform text boxes, respondents
further elaborated that childlessness was related to the fear of fransmitting one’s menfal
health disorder or (childhood) trauma to their children, which led them to refrain from
having children. Additionally, respondents described a feeling of responsibility in
preventing a child from any harm (as they had often endured themselves). It was a
conscious decision to be childless for some (couples), while others that had
experienced menfal health problems (or the freatment thereof with psychoactive
medication] affributed this to be the source of ferfility problems that resulled in
childlessness. lastly, respondents experienced discouragement from others to have
children. Respondents reported that they received no tailored help. Relief and grief
about childlessness were both mentioned.
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Figure 3.2 - (a, questions 1-4) and (b, questions 5-8) Panel’s responses to questions about mental health
problems in relation to reproductive decision-making and experiencing taboo.

* Proportion of respondents with children (n=151). ** Proportion of respondents without children (n=227).
*** Proportions of (former) patients with age <40 years (n=107) and age >40 years (n=235).
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Domain 3: Parenting

In total, 151 respondents (4 close ones and 147 (former) patients had children or
reported for a person with children (in the case of close ones)). Figure 3.3 displays
views on the influence of mental health on parenting and early parenthood.
Supplementary Table S3.3 provides all raw data supporting Figure 3.3. Onethird of
3% of (former) patients expressed that their mental health situation was related to all
aspects of parenthood. Approximately half of them felt supported by their partners
during parenthood and when mental health impacted the lives of their children (46.9%
and 49.0%, respectively). Close ones in our sample responded differently: questions
regarding the impact of mental health problems during pregnancy and in the first
years of parenthood, in addition to feeling impaired as a parent, were answered with
'ves' by close ones fo a lesser extent (respectively, 0.0% and 25.0%). Partner support
was present according to 75.0% of close ones in our sample, and support when
mental health problems impaired the lives of children was present according to all
responding close ones 100% of the time. In freeform fext boxes, (former) patients
explained that a history of mental health problems also aided in their parenting. The
ability to understand their child’s needs as they often resembled their own needs, the
ability to reflect on one’s own actions because of trained selfreflection in therapy, and
the ability to ask for help in a timely manner were mentioned as positive aspects of (a
history of] mental health problems.

Domain 4: Sexuality

Figure 3.4 presents results for sexuality and contraceptive use. Supplementary Table
S3.4 provides all raw data supporting Figure 3.4. Most of the (former] patients
experienced a faboo in discussing sexuality (in general), which was not reflected in
the close ones' view. In freeform text boxes, (former) patients explained that
conversation about sexuality was not permitted in previous generations, in addition fo
experiences of abuse (in the nuclear family) and feelings of shame. Respondents also
mentioned that mental health problems caused by (physical) trauma interfered with
sexuality. Moreover, (former) patients explained that not being able to talk about
sexuality worsened sexual problems, and both (former) patients and close ones
agreed on mental health problems negatively influencing sexual enjoyment.
Contraceptive use when at risk for pregnancy (i.e., being sexually active without
infention o become pregnant) was the norm (83.3%) according fo the close ones and
(former] patients (75.3%). Reasons reported by (former) patients and close ones for not
using contraceptive methods were: being in a samesex relationship, having an
involuntary sexual relafionship, being convinced of one's infertility due to long periods
of amenorthea, having an infertile pariner, being convinced by a pariner fo not use
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Figure 3.3 - Panel's responses to questions regarding mental health and parenting (questions 1-5).
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Discussion

Key results

Our results, derived from survey data from a panel of (former) patients with mental
health problems and close ones, reflect the severe and adverse impact of mental
health problems on four domains of reproductive health and family planning:
reproductive  hisfory  (including unintended  pregnancies), reproductive  decision
making, parenting, and sexuality. High proportions of unintended pregnancies
(45.4%), childlessness related to mental health problems (48.3%), experiencing taboo
around sexuality (58.2%), and feeling impaired as a parent due to mental health
problems (59.9%) illustrate common challenges that (former) patients with mental
health problems face. Given these findings, it is striking that only one in five (former)
patients who desired to have a conversation about family planning with a mental
health professional were able to have that discussion.

Interpretation of findings

Amidst the (former) patients, the proportion of unintended pregnancies (21.7%) was
comparable fo the lifetime prevalence of unintended pregnancy in the general Dutch
population (20.0%)'°. However, the proportion of uninfended pregnancies amongst
women who were ever pregnant in our sample was comparable to other samples of
women with anxiety and depression (45.4%)?°. This confirms the high risk of
unintended pregnancies in persons with mental health problems, as previously shown
in a review and meta-analysis”. Moreover, as a proportion of women in our sample is
in the reproductive phase of life, the lifetime prevalence of unintended pregnancies
could increase in our sample.

Contraceptive use through selfreporting was high in our study (75.3% according to
(former) patients and 83.3% according fo close ones). The discrepancy between
confraceptive use and unintended pregnancies is generally explained by the
suboptimal use of confraceptive methods. This is a common pitfall and appears to
exist irrespective of educational level?!. However, based on the results from our
survey, additional reasons have been uncovered, such as intolerance to contraceptive
methods and the perception of being infertile ([due to mental health problems). Previous
studies reported that unintended pregnancies were related to decreased sexual
autonomy, impaired coping mechanisms (infimacy-related, ability to say no, or o ask
for contraception), involvement in violent relationships, lack of knowledge about
unintended pregnancies, or difficult access to, or interaction with, confraceptives'?2.
In line with these findings, respondents of our study illustrated the inability to protect
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against unintended pregnancy with examples of involuntary infercourse, forced non-
use of contraceptive methods, and inferaction of contraceptive methods and other
medication.

Inferestingly, 48.3% of the (former) patients in this panel attributed their childlessness to
their mental health. For 8.2% of childless (former] patients, mental health was not
related fo their childlessness. This is in concordance with a Scandinavian population
register study that found associafions between several major diseases, including
mental disorders and being childless'*. We found that insecurities about being a
good parent could be attributed to (involuntary] childlessness, as explained by
respondents. Close ones in this sample less frequently reported that mental health
problems impaired the mental health patient as a parent or that mental health
problems were related fo pregnancies or early parenthood. This illustrates how the
uncerfainties that people with mental health problems encounter are not always visible
or understood by others. Our data confirm prior research: fear of transmission of
disease increases the fear of becoming a parent?. In addition, an unmet need to
discuss family planning with mental health professionals could feed beliefs about
harmful medication, infertility, and the inability to be a good parent, as described by
the respondents. We did not specifically inquire about unwanted childlessness in this
study, and thus have no knowledge about the proportions of respondents feeling
regretf, grief, or satisfaction with having no children and the relationship with mental
health problems. Future (qualitative) studies could pay attention to childlessness in
relation fo mental health.

(Former] patients in this sample experienced a taboo in talking about family planning
and sexudlity in the context of their mental health problems. These experiences were
hardly recognized by close ones. Furthermore, (former) patients felt supported in their
mental health problems to a lesser extent than close ones indicated. Feeling an
absence of support can negatively impact mental health, as unsupportive responses to
mental health problems make it less likely that patients would seek help, as illustrated

in another sample of patients with mental health problems and their close ones?*. |

n
addition, fear of being stigmatized added to the reluctance of patients to express their
worries and needs to close ones and mental health professionals?2°. This might
explain the reported unmet need for discussing family planning in our study. Previous
research has shown that mental health professionals considered taboo and stigma
barriers to providing care for their patients?®. For patients with a mental health
disorder, complex care needs, care avoidance, and lack of frust in mental health
professionals hindered patients from seeking help. This can be further compounded by

the practical aspects of healthcare, such as lack of time and waiting lists. However,
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family planning could be initiated by both patients and professionals. As previous
studies show that professionals are aware of the challenges for patients in discussing
their family planning, professionals could initiate a conversation. Possibly, this feeling
of reluctance to falk about family planning is less prevalent amongst younger
generations, as shown by our respondents <40 years of age, who more often
discussed family planning than respondents >40 years of age.

Strengths and Limitations

Our study provides selfreported data from a large sample of (former) patients with
mental health problems and a smaller sample of close ones. Although the sample of
close ones is limited, the sample is valuable as close ones are offen not included in
experience surveys in menfal health care. We invited all members of the panel,
imespective of selfreported mental health disorder and/or problems and status of
recovery. This increases the generalizability of findings, as mental health problems are
known fo be difficult to classify, subject to cultural differences, and subject to the
classifier's interprefation?”. Our sample was diverse in selfreporied mental health
problems. Key limitations are the homogeneity of the sample regarding female
gender, educational level, and respondents being middleaged. There may be a
sample bias as panel members might have a more infrinsic motivation to participate in
research than the general population of people with mental health problems.
Furthermore, non-response bias is a common problem in voluntary recruitment in public
health studies and could lead to an underestimation of the severity of the problem, as

2829 |t is possible that (former)

more healthy persons fend to parficipate in surveys
patients and close ones who find it difficult to discuss these topics did not fill out the
questionnaires, pointing fowards an underestimation of perceived taboo in the general
population of people with mental health problems. The response rate of 9% among a
panel of persons who regularly respond to questionnaires about mental health was
lower compared to another survey amongst the panel (21.5% response rate]*°. This
might indicate that wishes for children and family planning are sensitive topics to
address. Additionally, questions regarding motherhood and pregnancy might be less
relatable to people of nonfemale gender, people without a life partner, people with
no history of pregnancies, or people who have never experienced challenges with
reproductive health. With the broad age range of the respondents, recall bias might
influence our results as we inquire about experiences that, in some cases, occurred
years ago. Moreover, experiences from decades ago may not represent the current
situation in mental health care or reproductive care. As younger respondents had a
conversation about family planning more often than older ones, a shift fowards
discussing family planning in mental health care might already be underway.
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Recommendations for future research

The results of this exploratory study point to a compelling need to validate the findings
in other samples of persons with mental health problems, for example, samples from
other geographical regions or inpatients with mental health problems. This would
clarify whether our findings are context-specific or universally applicable to persons
with mental health problems. Another promising line of research would be to explore
the perspective of adolescents and young adults with mental health problems on
family planning, as young persons might encounter struggles with family planning in
the future. Their experiences might better reflect current practices in mental health care.
Although unintended pregnancies are a global public health problem and evidence of
the magnitude of this problem is much needed®!, we also emphasize the need fo
investigate (involunfary) childlessness and fear of impaired motherhood on an
individual level, as we found that individuals with mental health problems struggle with
family planning. Future (qualitative) studies should focus on how, when, and by whom
family planning and parenting should be addressed in people with mental health
problems and their close ones and what information a conversation about family
planning should entail addressing the unmet need.

Conclusions

This study has uncovered the severe and adverse impact of mental health problems on
four domains of reproductive health and family planning: reproductive history
(including unintended pregnancies), reproductive decision-making, parenting, and
sexuality. Apart from focusing on the prevention of unintended pregnancies, family
planning tailored to the needs of those with mental health problems should specifically
address (involuntary) childlessness, insecurities about (possible] motherhood, and the
influence of mental health on sexuality. It should also be considered that patients
experience faboos on discussing sexuality and mental health in general. Ultimately,
only onefifth of the respondents had a conversation about family planning when it
was desired, indicating that patients have an unmet need for talking about their
challenges (with mental health professionals). Aside from scientific merits, we believe
our findings eventually are also important for policymakers. Family planning should be
a fopic of discussion in psychiafric healthcare.
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Supplementary material

Table $3.1 - Data supporting Figure 3.1.

All respondents

N=378
(Former) patients
N=354
Question in survey Stratified by group Response category N % P-value*
(1)1 have been pregnant in my Women (n=295) Yes 141 47 .8 <0.001
life or expected a baby (as a No 154 522
partner) Men (n=51) Yes 6 11.8
No 45 88.2
(2) | have children Women (n=295) Yes 137 464 <0.001
No 158  53.6
Men (n=51) Yes 6 11.8
No 45 88.2
(3) | have experienced an Women (n=295) Yes 64 21.7 0.105**
uninfended pregnancy in my No 221 749
life as women or as partner Not applicable 4 1.4
Missing 6 2.0
Men (n=51) Yes 4 7.8
No 4] 80.4
Not applicable 1 2.0
Missing 5 Q.8
(4) | have had an elective Yes 16 54
abortion in my life Women [n=293) No 279 946

*P-value from Chi? test comparing 'yes' category between women and men.
** Chi? test should be interpreted with caution as numbers in cell are less than 5.
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Table $3.2 - Data supporting Figure 3.2.

All respondents

Respondents with

Respondents without children

N=378 children N=227
N=151
|[Former] patients  Close ones  [Former] Close ones [Former] Close ones
N=354 N=24 patients N=4 patients N=20
N=147 N=207
N % N % N % N % N % N % Pvale*
(1) Mental Yes 196 554 11 458 40 272 0O 0.0 15 754 11 550 <0.001
problems No 104 204 6 250 73 497 3 750 3l 148 3 150
influenced my | am not sure 24 6.8 2 83 12 82 O 00 12 58 2 100
desire to have  Other 27 7.6 5 208 21 143 1 250 ¢ 29 4 200
children Missing 3 0.0 0O 00 1 07 0 00 2 1.0 0 00
(2) Mental Yes 46 313 1 250
problems No 56 38.1 2 500
influenced my | am not sure 10 6.8 1 250
desire to extend Maybe 14 95 0 00
my family after  Not applicable 17 116 0 00
the first child ~ Missing 4
[persons with 27 0 0.0
children)
(3) Mental Yes 101 28.5 7 292 25 170 O 00 76 367 7 350 <0.001
problems No 183 517 6 250 98 667 3 /50 85 411 3 150
influenced my | am not sure 28 7.9 5 208 8 54 1 250 20 97 4 200
ability to Other 35 9.9 5 208 11 75 0O 00 24 116 5 250
become Missing 7 20 : 42 5 34 0 0.0 2 1.0 1 50
pregnant
(4) My Yes 100 483 9@ 450
childlessness is No 17 82 4 200
related to my | am not sure 20 97 0 00
mental problems Other 31 150 0 0.0
Not applicable 0 00 1 50
Missing 39 189 o6 300
(5) Mental Yes Q1 257 4 167 40 272 1 250 51 246 3 150 0.673
problems No 129 36.5 4 167 75 510 2 500 54 261 2 100
influenced my | am not sure 26 7.3 1 42 13 88 O 00 13 63 1 50
family planning  Not applicable 102 28.8 14 583 15 102 1 250 87 420 13 650
Missing 6 1.7 1 42 4 27 0 00 2 1.0 1 5.0
(6) I had a Yes 77 21.8 4 167 20 136 0 00 57 275 4 200 0.003
conversation No 140 39.5 6 250 45 306 1 250 95 459 5 250
about family | am not sure 9 2.5 5 208 3 20 O 00 o6 29 5 250
planning when  Other 18 5.1 2 83 6 41 0 00 12 58 2 100
desired Not applicable 88 249 5 208 58 395 1 250 30 145 4 200
Missing 22 6.2 2 83 15 102 2 500 7 34 0 00
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Table $3.2 —(continued)

All respondents Respondents with Respondents without children
children
N=378 N=151 N=227
|[Former] patients  Close ones  [Former] Close ones [Former] Close ones
N=354 N=24 patients N=4 patients N=20
N=147 N=207
N % N % N % N % N % N % Pvaloe*
(7) I had a N=107 (Former| N=6
conversation patients Close ones
about family Yes 41 38.8 1167
planning when  Age No 49 45.8 2 333
desired <40 | am not sure 2 1.9 2 333
years Other 5 4.7 0 00
Not applicable 8 7.5 1167
Missing 2 1.9 0 00
N=222 (Former) N=13
patients Close ones
Yes 30 13.5 3 231
Age No 78 35.1 3 231
40 | am not sure 7 3.2 2 154
Other 12 54 1 7.7
VoI Not applicable 76 342 3 23.1
Missing 19 8.6 1 7.7
(8) l experienced a  Yes 221 62.4 6 250 94 639 2 500 127 614 4 200 0.700
taboo around No Q4 26.6 15 625 41 279 1 250 53 256 14 700
discussing my mental | am not sure 23 6.5 2 83 8 54 1 250 15 72 1 50
health problems Other 23 3.7 1 42 3 20 O 00 10 48 1 50
Missing 3 0.8 0 00 1 07 0 0.0 2 1.0 0 0.0

*P-value from Chi? test comparing ‘yes' category between (former] patients with children ('yes') and (former) patients without
children.
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Table $3.3 - Data supporting Figure 3.3.

All respondents Respondents with children Respondents without
children
N=378 N=151 N=227
|[Former] patients Close ones [Former| patients Close ones  [Former] ~ Close
n=354 n=24 N=147 N=4 patients  ones
N=207 N=20
N % N % N % N % N % N%

(1) My mental health situation has been  Yes 75 510 0 00
related to my pregnancies or first years of No 51 347 4 100
parenthood | am not sure 11 75 0 0.0
Not applicable 7 48 0 00
Missing 3 20 0 00

(2) My mental health has impacied the  Yes 49 333 1 250
live(s) of my child(ren) No 37 252 1 250
| am not sure 17 116 0 00

Maybe 34 231 2 500
Not applicable 7 48 0 00
Missing 3 20 0 00

(3) | felt supported when my mental health Yes 24 490 1 100.0
impacted the live(s) of my children)* No 25 510 0 00
Missing 0 00 0 0.0

(4) There were times when, during my Yes 88 509 1 250
pregnancy or after my delivery, | thought No 37 252 1 250
my mental health problems impaired me | am not sure 11 7.5 1 250
as a parent Not applicable 10 68 0 00
Missing 1 0.7 1 250

(5) My partner supported me in my Yes 69 469 3 750
parenthood No 42 286 1 250
| am not sure 14 95 0 00
Not applicable 21 143 0 00
Missing 1 07 0 0.0

* Caleulated amongst 49 persons who answered yes on question (2] Figure 3.3.
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Experiences with family planning amongst persons with mental health problems

Table $3.4 - Data supporting Figure 3.4.

All respondents Respondents with Respondents without
children children
N=378 N=151 N=227
|[Former] Close ones [Former] Close ones  [Former] Close
patients n=24 patients N=4 patients ones
n=354 N=147 N=207  N=20
N % N % N % N % N % N % Pvie*
(1) I'experienced a  Yes 206 582 5 20.8 82 558 2 500 124 59.9 3 15.0 0.506
taboo around No 137 387 19 792 60 408 2 500 77 372 17 850
discussing sexuality ~ Missing 11 31 0 00 5 34 0 00 6 29 0 00
(2) There was a Yes 223 63.0 12 50.0
period in which | had No 54 153 0 0.0
mental problems, was| am not sure 22 62 5 208
sexually active and  Not 47 133 7 292
had no intention o applicable
become pregnant  Missing 8 23 0 00
(3) I always used Yes 168 753 10 83.3
contraceptives when No 45 202 1 83
(my partner was) at | am not sure 8 36 1 83
risk or pregnancy**  Missing 2 09 0 00
(4) Mental health Not at all 29 82 4 167 14 95 0 00 15 72 4 200
problems have A little 52 147 1 42 20 136 1 250 32 155 0 0.0
influenced my sexual Sometimes 47 133 6 250 19 129 O 00 28 135 6 300
enjoyment Often Q2 260 6 250 38 259 O 00 54 261 6 300
Very often 122 345 6 250 50 340 2 500 72 34.8 4 20.00.971
Missing 12 34 1 42 6 41 1 250 6 29 0 00

** Calculated amongst 235 persons who answered ‘yes' in question (2) Figure 3.4.
*P-value from Chi? test comparing ‘yes' or 'Very often’ category between (former) patients with children and (former)
patients without children.
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Chapter 4

Abstract

Background

Studies have identified adverse maternal and neonatal outcomes for women with
psychiatric disorders. Additionally, psychiatric disorders may pose an increased risk
for unintended pregnancies (UPs) which in tumn may also impact negatively on
outcomes. The present study aims to compare the incidence of UPs in women with
versus without current/past psychiatric diagnoses and investigates whether psychiatric
history modifies the relation between delivery outcomes in women with and without

UPs.

Methods

A retrospective cohort was compiled of women who gave birth in a large hospital in
Amsterdam, the Netherlands. Women =18 years old with singleton pregnancies and
birth registrations in the electronic patient file during 01-01-2015 to 01-03-2020
were included. Patient characteristics (including pregnancy intention and psychiatric
history), matemal (gestational diabetes, mode of delivery) and neonatal outcomes
(e.g. gestational age (GA), birthweight and Apgar scores| were registered by health
care providers in hospital charts. Incidence of UPs was compared between women
with versus without current/past  psychiatric diagnoses. Matemal and neonafal
outcomes were compared between women with versus without UPs with linear or
logistic regression models adjusted for relevant confounders with an interaction term
for UP with current/ past psychiatric diagnoses.

Results

We included 1219 women with and 1093 women without current/past psychiatric
diagnoses. Current/past psychiatric diagnoses were significantly associated with UPs
after adjustment for confounders (39.0% versus 29.6%, OR 1.56, CI 1.23-2.00,
p<0.001). In subanalyses, women with depressive (OR 1.67, Cl 1.242.26,
p=0.001), personality (OR 2.64, Cl 1.38-5.11, p=0.004) and substancerelated
and oddictive disorders (OR 4.29, Cl 1.90-10.03, p=0.001) had higher odds of
UPs compared to women without current /past psychiatric diagnoses. Amongst
women with UPs, current/past psychiatric diagnoses did not modify maternal or
neonatal outcomes, except for GA at delivery as women with both UPs and
current/past psychiatric diagnosis had a 2.2 1-day higher mean GA at delivery than
women in the reference group [p-value inferaction=0.001).
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Conclusions

Current/past psychiatric diagnoses are associated with a higher odd of UPs. In our
sample, matemal and neonafal outcomes were comparable for women with and
without UPs and these results were similar for women with and without current/past
psychiatric diagnoses, except for GA at delivery. Although our study is limited by
several factors, we found that women with current/past psychiatric diagnoses,
imespective of pregnancy planning sfatus, do not have more adverse maternal or
pregnancy outcomes. Increased efforts are needed to ensure that psychoeducation
and conversations about pregnancy planning and UPs are available for women with
current/past psychiafric diagnoses.

Significant Outcomes

o Current/past psychiafric diognoses are associated with a higher odd of UPs
and demand atfention for pregnancy planning in psychiatric healthcare.

e Clinical maternal and neonatal cutcomes after UPs were comparable between
women with and without current/past psychiatric diagnoses, except from a
higher gestational age at delivery in women with current/past psychiatric

diagnoses (mean difference 1.83 days, p = 0.0006).

Limitations

¢ Pregnancy infention is notoriously difficult to assess and should be assessed
prospectively with a validated instrument. Our refrospective study design did
not allow prospective assessments, since we used reports by health care
providers registered in health records.

* We included women with any current/past psychiatric diagnosis, but did not
adjust for severity of sympfoms, timing, or current presence of the diagnosis.

® As our study presents data from a birth cohort, women with abortions could not
be included. The actual UP rates might thus be underestimated in the current
study.

(e}
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Introduction

The perinatal period is a vulnerable period for women with psychiafric diagnoses and
their offspring. First and foremost, the perinatal period can negatively impact matemnal
mental health. Women with previous psychiafric disorders such as psychotic,
bipolar, and depressive disorders have a considerable risk of relapse in the

245 Moreover, studies also established severe maternal and

peripartum period
neonatal adverse consequences®®. Mothers with psychiatric disorders are at higher
risk of admission to an intensive care unit, unplanned cesarean section, gesfational
diabetes, preeclampsia, induced labor, and have lower rates of breastfeeding®”?.
Neonates more offen have low 5minute Apgar scores, low birthweight or are born
preferm®?19_ Besides, psychiatric disorders may increase the risk for unintended
pregnancies (UPs)'". Similarly, UPs are associated with various adverse outcomes
such as increased risk for depression in mothers'?13, lower rates of breastfeeding'#1°
and preferm birth and low birthweight in neonates'®!”. In a systematic review and
meta-analysis, we demonstrated an increased risk for UPs in women with psychiatric
diagnosis compared to women without psychiatric diagnosis (n=2650, 11 studies)'!.
The overall weighed prevalence of UPs was 65% in women with psychiatric
diagnoses. There are various factors that may affribute to the UP risk in women with
psychiafric disorders such as victimization by sexual violence'® or disruption of
menstrual cycles'??°. Additionally, advanced planning capabilities, required  for
adequate use of confraceptive methods and family planning, might be diminished in

2021 - Although possible adverse consequences of

women with psychiatric disorders
both UPs and psychiatric disorders have been studied separately, the impact of UPs
on maternal and neonatal outcomes in women with psychiatric disorders has not been

studied so far.

The present study elaborates on previous literature by primarily investigating the
incidence of UPs amongst women with various current/past psychiatric diagnoses
versus women without psychiafric diagnoses. The secondary aim is to compare
maternal and neonatal outcomes between women with UPs versus non-UPs who
delivered in the hospital and fo assess the modifying role of current/past psychiatric
diagnoses in the association between pregnancy intention and maternal/neonatal
outcomes. We hypothesize that women with both psychiatric diagnoses and UPs
have the highest risk for adverse outcomes compared to women without psychiatric
diagnoses or with intended pregnancies.
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Materials and methods

Study design and eligibility criteria

A retrospective cohort was compiled of women who gave birth in OLVG hospital,
Amsterdam, the Netherlands. Women =18 vyears old with birth registrations in the
electronic patient file during January 1, 2015 to March 1, 2020 were included.
Women with twin pregnancies were excluded. We excluded all women with missing
data on psychiatric history and/or pregnancy infention. After selection of all eligible
women in the cohort, we included the most recent birth of each individual woman in
the cohort, hence, all women were included only once (Figure 4.1).

Data collection

Data collection was conducted using CTcue, a software program that searches free
fext in pseudonymized electronic hospital charts.  Multiple study investigators
performed manual checks in hospital charts in case of missing data.

Current/past psychiatric diagnosis

The presence of a current/past psychiafric diagnosis, screened at the pregnancy
intake according to the standardized protocol, was defined as one or more of the
following: presence and/or history of a psychiatric diagnosis as reported by the
pregnant woman herself or by one of her carefakers (general practitioner, midwife,
gynecologist, psychiatrist, or psychologist). For the current study, the current/past
psychiatric diagnosis had to be present af the beginning of the pregnancy. Aside from
diagnosis [yes/no), diagnoses were subsequently classified according to the DSM-5
(depressive  disorders,  anxiety  disorders  etc.J?. If  women  used
psychopharmacological drugs, they were included in the “current/past psychiatric
diagnosis” group if they were also diagnosed with a psychiatric illness. However, if
their diagnosis was not clear, women were included in the confrol group.

Unintended pregnancy

Uninfended pregnancy was defined as a pregnancy that was not planned for,
infended, and/or wanted at the time of concepfion as judged by the pregnant
woman herself in retrospect. This information was written down in charts by a midwife
or doctor. This variable was divided into four groups: “planned and wanted”,
"planned and unwanted”, “unplanned and wanted”, or “unplanned and unwanted”.
For the primary outcome we categorized all unplanned pregnancies as “unintended”
pregnancies, both wanted and unwanted. All planned pregnancies were categorized

83



Chapter 4

as ‘"infended” pregnancies [even if a pregnancy was planned but considered
unwanted at the pregnancy intake, as these pregnancies were planned at
conception). In case of an uncertain pregnancy intention after assessment by the
researcher, a second researcher was asked fo independently assess the pregnancy
infention. If consensus could be reached, the pregnancy was included in the cohort. If
uncertainty remained, the pregnancy was excluded from the study.

Obstetric dataset of deliveries
between 01-01-2015 and 01-03-
2020 and age =18 years
n=27.881

|

Individual women Exclusion:
with their most Any previous delivery of the same
recent delivery women n= 2.892
n=24.989 File not accessible as patient
refused fo participate in any chart
l research
n=0
Women with data
on pregnancy > Exclusion:
intention in files Al files without data on
n=14.976 pregnancy intention
n=10.013

N

Visit to perinatal

Visit fo obsfetric

psychiatry > i
outpatient clinic outpatient clinic
n=1.448 n=13.520

! 1

Random selection Random
Selection of all of records to clean selection of
records fo clean fo create reference records nof
n=1.448 group cleaned
n=2.328 n=11.192
n=416 \ n=128 n=315 n=1.048
e n= 904 n= 965 ~a
Exclusion: l l Exclusi
“Missi infention ne 284 xclusion:
iseng pregnoncy mention n - Missing pregnancy intention n=864

- Missing psychiatric hisiory n= 20

- Delivery other than singleton (twin or
wrong registration of delivery) n=90

- Intellectual disability n=22

Study group with
history of or present
psychiatric diagnose
n=1.219

Reference group
without hisfory of or
present psychiatric
diagnose n=1.093

Figure 4.1 - Displays the inclusion process of the refrospective cohort.

Demographic characteristics

- Missing psychiatric history n= 69

- Delivery other than singleton (twin or
wrong regisfration of delivery) n=111
- Intellectual disability n=4

Maternal age at delivery was calculated through delivery date of the neonate and
date of birth of the mother. Ethnical background was determined by country of birth of
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the mother's parents and grouped according to the Dufch obsfefric registration
system?3. Employment status of the mother was defined as having a paid job [yes/no)
at time of conception. We gathered data on smoking and alcohol use during
pregnancy, defined as any use of these substances from the moment of conception
onward. Parity was defined as being primiparous (never delivered) or multiparous
(delivered previously). We collected data on common somatic conditions and other
reasons that require hospital pregnancy care: diabetes mellitus, hypertension, thyroid
conditions, asthmatic conditions, epilepsy, history of cesarean section, bariatric
surgery, obesity, gynecological conditions, and autoimmune diseases. Psychotropic
medication use was defined as use of one or more psychofropic drugs during
pregnancy.

Maternal outcomes

Hypertensive disorders of pregnancy (HDP) and gesfational diabetes (GDM| were
defined in accordance with local guidelines. Deliveries were grouped by sponfaneous
vaginal delivery, assisted vaginal delivery and cesarean section.

Neonatal outcomes

Prematurity was defined as gestational age (GA|) at delivery <37 weeks. Birthweight
percentile was calculated according fo the Hoftiezer curve, which includes sex, GA at
delivery and birthweight?*. Small for gestational age (SGA] was defined as a
birthweight <10th percentile and being large for gestational age (LGA) as a
birthweight >90th percentile. Apgar scores affer 5 min were collected. low Apgar
score was defined as <7 ofter 5 min?>. Admission fo the neonafal ward was
registered for those neonates in need of pediatric care. In standard care, neonates
are admitted to the maternity ward with their mothers in case of absence of pediatric
complications. We defined breastfeeding intention as all women who fully or partially
breastfed their infants at the moment they left the hospital after delivery.

Statistical methods

A power analysis indicated a minimum required sample size of 119 participants in
both groups of the primary analyses (current/past psychiatric diagnoses and UPs)
based on a UP rate of 43%-82% in women with psychiafric diagnosis'!'. All analyses
were conducted in R sfudio version 4.2.22°. For descriptive analyses of normally
distributed variables, means and standard deviations were reported. Continuous
variables that were not normally distributed were described with medion and
interquartile  range. Categorical variables were reported  with  numbers and

(00
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percentages.  Differences in  demographics between women with infended
pregnancies and UPs were described using T-ests or Chi-square tests.

For the primary aim, the number of UPs was compared between women with and
without current/past psychiatric diagnosis using logistic regression analysis. Odds
ratios (ORs)] and 95% confidence intervals (Cls) were estimated. Subsequently, we
performed logistic regression analyses with o dummy variable for having any
current/past psychiafric diagnosis to assess the association of various psychiatric
diagnosis with pregnancy intention. All models were adjusted for parity, employment
status, psychofropic medication use, age, and ethnicity.

For the secondary aim, we compared maternal and neonatal oufcomes between
women with UPs versus non-UPs. Generalized linear models were fitted, depending
on the nature of the oufcome variable: linear regression models for continuous
outcomes and logistic regression models for dichotomous outcomes. All models
included a main effect for UP [yes/no) and were adjusted for parity, employment
status, age, alcohol use, smoking, and psychotropic medication use.

To evaluate a differential effect of psychiafric diagnosis on the association between
UP and maternal and neonatal outcomes, each model was extended with a main
effect current/past psychiatric diagnosis (yes/nol, and an inferaction term for UP with
current/past psychiatric diagnosis. Main effects and inferaction effects were presented
as mean difference (MD) or OR with 95% Cl. Wald p-values were estimated for all
effect sizes, except the inferaction term with psychiatric diagnosis, for which we used
a Likelihood Ratio Test to assess the added value of the interaction term. Pvalues of
<0.05 were considered sfafistically significant.

Ethical considerations

The study protocol was approved by the Medical Research Ethics Committees United
and the Advisory Committee Scientific Research at OLVG. The study was granfed
exempt from the Human Subjects Act, as declared by the Medical Research Ethics
Committees United and exempt from informed consent procedures given the numbers
of inclusion and mostly coded data collection. If patients indicated not o be willing to
participate in any chart research (as noted in their medical chart], their data were not
included in the study.
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Results

General characteristics

In total, 1219 women with and 1093 women without current/past psychiatric
diagnoses were included. Figure 4.1 presents the inclusion process. Table 4.1
displays demographic features for both study groups. Women with current/past
psychiatric diagnoses were on average 0.6 years younger (p=0.015), more often
unemployed (p<0.001) and smoked more often during pregnancy (p<0.001] than
women without current/past psychiafric diagnoses. Alcohol use, parity and the
presence of somatic illnesses were comparable between the two groups. Ethnicity
differed between groups (overall pvalue<0.001) as Caucasian were more sirongly
represented in the current/past psychiatric diagnosis group (48.3% vs. 37.2% in the
reference group) and Turkish were more strongly represented in the reference group
(12.2% vs. 6.3% in the current/past psychiatric diagnosis group).

Association between current/past psychiatric diagnoses and
unintended pregnancies

The incidence of UPs differed between women with (39.0%) versus without
current/past  psychiatric  diagnosis (29.6%) in unadjusted ([OR 1.56, 95% Cl
1.24.1.97, p<0.001) and adjusted models (OR 1.56, 95% Cl 1.23- 2.00,
p<0.001), see Table 4.2. Subgroup analyses showed significantly higher UP rates in
women with depressive disorders (43.2% UPs, adjusted OR 1.67, 95% Cl
1.24.2.26, p=0.001), substance related and addictive disorders (66.7% UPs,
adjusted OR 4.29, 95% CI 1.90-10.03, p=0.001) and personality disorders
(49.1% UPs, adjusted OR 2.64, 95% Cl 1.38-5.11, p=0.004) compared to

women without these disorders.
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Table 4.1 - Demographic features of women with and without a current or past psychiatric diagnosis.

Current and/or  Reference group Total group pvalue
past psychiatric
diagnosis
(n=1219) (n=1093) (n=2312)
Age mean (sd) 33.70 (5.23) 33.14 (5.74) 33.44 (548) 0.015
Ethnic background < 0.001
Asian 34 2.8 31 2.8 65 2.8
Hindustanian 11 0.9 20 1.8 31 1.3
Caucasian 589 48.3 407 37.2 Q96 43.1
Latin American 3 0.3 2 0.2 5 0.2
Northern African 259 21.3 249 22.8 508 22.0
Mixed Q9 8.1 Q8 Q.0 197 8.5
African, not Northern 53 4.1 50 4.9 103 4.5
Turkish 77 6.3 133 12.2 210 Q.1
Missing ethnicity Q4 77 103 Q.4 197 8.5
Employment status < 0.001
Paid job, yes 626 514 612 56.0 1238 53.6
Paid job, no 429 35.2 268 24.5 697 30.2
Paid job, missing 164 13.5 213 19.5 377 16.3
Alcohol use during pregnancy 0.089
Alcohol use, yes 53 4.6 32 2.9 85 3.7
Alcohol use, no 1151 Q4.4 1048 Q5.9 2199 9511
Alcohol use, missing 15 1.2 13 1.2 28 1.2
Smoking during pregnancy < 0.001
Smoking, yes 187 15.3 108 10.0 295 12.8
Smoking, no 1015 83.3 Q73 89.0 1988 86.0
Smoking, missing 17 1.4 12 1.1 29 1.3
Current and/or past psychiatric diagnosis
Neurodevelopmental Disorders 52 4.3 52 2.3
Schizophrenia Spectrum and 48 3.9 48 2.1
other Psychotic Disorders
Bipolar and Related Disorders 41 3.4 41 1.8
Depressive Disorders 704 57.8 704 30.6
Anxiety Disorders 399 32.7 399 17.3
Obsessive-Compulsive and 34 2.8 34 1.5
Related Disorders
Trauma- and Stressor Related 89 7.3 89 3.9

Disorders

(o]
[ee]



Pregnancy intention in relation to maternal and neonatal outcomes in women with vs without psychiatric diagnoses

Table 4.1 —(continued)

Current and/or  Reference group  Total group | pvalue
past psychiatric
diagnosis
(n=1219) (n=1093) n=2312)
Dissociative Disorders 6 0.5 6 0.3
Somatic Symptom and Related 12 1.0 12 0.5
Disorders
Feeding and Eating Disorders 78 6.4 78 3.4
Sleep-Wake Disorders 34 2.8 34 1.5
Sexual Dysfunctions 11 0.9 11 0.5
Disruptive, Impulse-Control, and 3 0.3 3 0.1
Conduct Disorders
SubstanceRelated and Addictive 39 3.2 39 1.7
Disorders
Neurocognitive Disorders 0 0.0 0 0.0
Personality Disorders 108 8.9 108 4.7
Psychotropic medication usage < 0.001
Psychotropic medication usage, 506 41.5 22 2.0 528 22.8
yes

Psychotropic medication usage, 702 57.6 1061 Q7.1 1763  76.3
no

Psychotropic medication usage, 11 0.9 10 0.9 21 0.9
missing

Parity 0.773
Primiparous, yes 614 504 558 511 1172 507
Multiparous, yes 604 49.6 534 48.9 1138 49.2
Parity, missing 1 0.1 1 0.1 2 0.1

Somatic illnesses
Diabetes type l or Il 17 1.4 24 2.2 41 1.8 0.19
Chronic hypertension 14 1.1 12 1.1 26 1.1 1.00
Thyroid conditions 74 59 51 4.7 125 54 0.17
Asthma 55 4.4 56 5.1 111 4.8 0.54
Epilepsy 14 1.1 8 0.7 22 1.0 0.42
Caesarean section in history 61 50 37 3.4 Q8 4.2 0.07
Bariatric surgery 8 0.7 4 0.4 12 0.5 0.50
Obesity (BMI >30) 79 6.5 62 57 141 6.1 0.48
Gynaecological’ 87 7.1 Q1 8.3 178 7.7 0.31
Autoimmune disease? 14 1.1 17 1.6 31 1.3 0.50

Note: Data are presented as n (%), unless indicated otherwise.

Abbreviation: SD, standard deviation.

*pvalue <0.05. **Some women were diagnosed with =1 disorder.

TPolycystic ovary syndrome, subfertility, endometriosis, uterus myomatisis, cervix insufficiency.

Anflammatory bowel disease, coeliakie, theuma, M. Bechterew, auto-immune hepdtitis, artritis, systemische
lupus erythematodes, artritis psoriatica.
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Pregnancy intention in relation to maternal and neonatal outcomes in women with vs without psychiatric diagnoses

Association between unintended pregnancies and adverse maternal
and neonatal outcomes

In Supplementary Table S4.1 we present demographic features of all four study
groups in the secondary analyses (UP yes/no and current/past psychiatric diagnosis
(yes/no). Table 4.3 displays the estimated associations of UPs on maternal and
neonatal outcomes in two models: model 1 including main effects for UPs and
current/past psychiatric diagnosis and model 2 including an inferaction for both
variables. There was no association between UPs and maternal outcomes (gestational
diabetes mellitus, hypertensive disorders of pregnancy, assisted vaginal delivery and
cesarean section). In addition, there was no interaction effect of UPs and current/past
psychiatric diagnoses maternal outcomes. Neonatal outcomes were comparable
between women with UPs and with intended pregnancies. Except from GA at
delivery, current/past psychiatric diagnoses did not modify neonatal outcomes in
women with UPs. After addition of the interaction term (model 2), women with UPs
had a 2.63 days lower mean GA at delivery than women in the reference group
(p=0.096), women with current/ past psychiatric diagnoses had 1.67 days lower
mean GA at delivery than women in the reference group (p=0.204), but women with
both UPs and current/past psychiatric diagnosis had a 2.21 days higher mean GA at
delivery than women in the reference group (p-value interaction = 0.001). All other
neonatal outcomes were comparable for UPs versus infended pregnancies, and there
were no interaction effects.

Post hoc sensitivity analyses

To comprehend the interaction effect of psychiatric diagnosis on the association
between pregnancy intention and GA age at delivery, we performed a post hoc
sensifivity analysis focusing on the two largest groups of DSM classified diagnoses;
women with a current/past depressive disorder (N=704) and women with a
current/past anxiety disorder (n=399). We compared GA at delivery in these two
groups of women versus women without any current/past psychiatric diagnosis [n =
1093). Current/ past depressive disorders modified the association between UPs and
mean GA (pvalue inferaction =0.003). Current/past anxiety disorders did not modify
the association between UPs and GA at delivery (pvalue interaction = 0.068).
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Discussion

Key results

The results from our retrospective cohort study show that current/past psychiatric
diagnoses are significantly associated with UPs after adjustment for relevant
confounders (OR 1.56, Cl 1.23-2.00, p<0.001). In sub analyses, women with
depressive (OR 1.67, Cl 1.24-2.26, p=0.001), personality (OR 2.64, Cl 1.38-
5.11, p=0.004) and substance-related and addictive disorders (OR 4.29, CI 1.90-
10.03, p=0.001] showed a higher incidence of UPs compared to women without
these disorders. In our population, maternal and neonatal outcomes were comparable
between women with and without current/past psychiatric diagnoses in case of UPs,
except from GA at delivery. Women with UPs and current/past psychiatric diagnoses
had higher GA at delivery (mean difference 2.21 days, p=0.001) compared fo the
reference group, whereas women with UPs without current/past psychiatric diagnoses
and women with planned pregnancies and current/past psychiafric diagnoses
showed a lower GA at delivery (resp. =2.63 and —1.67 days|. This effect was mainly
driven by the group of women with a depressive disorder.

Strengths and limitations

We are the first to compare maternal and neonatal outcomes in a large group of
women with and without UPs, also considering the effect of current/past psychiatric
diagnosis. Our study is subject to several important limitations. Our dependability on
uncontrolled naturalistic medical record information has serious implications on the
availability of information on pregnancy intention and the reliability of our findings.
Reporting bias probably played a role through various mechanisms. First, there could
be an overreporting of UPs as UPs may draw more attention than intended
pregnancies and subsequently are more likely to be reported in charts. We excluded
files with missing data on pregnancy intention and/or psychiatric history. A
comprehensive overview of incidences of UPs would require dafa on (elective
abortions] amongst women with and without current/past psychiafric diagnoses.
Unfortunately, these data were not available as our study presents data from a
refrospective cohort of women with ongoing pregnancies. Although missing dafa on
abortions could lead to an overall underestimation of UPs in the current study, there
are no implications on the difference between women with and without current/past
psychiatric diagnoses. Additionally, it is important fo consider the possible response
bias in women when inquiring for pregnancy intention. Pregnancy infention is
noforiously difficult to assess and should be assessed prospectively with a validated
instrument, if possible?”. With our retrospective study design, we were unable fo
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perform this assessment. Instead, we used registrations in medical charts by health
care professionals. Moreover, pregnancy planning could be perceived as a sensitive
fopic that women do not wish to discuss during a pregnancy intake, resulting in
underreporting. Another important source of uncertainty is the severity of psychiatric
symptoms at conception. We included women with a current/past psychiatric
diagnosis but could not adjust for severity, current presence, or duration of the
diagnosis. In fact, as menfal health symptoms are more common than psychiatric
diagnoses amongst women in the fertile stage of life, UPs amongst all women with
mental health symptoms might be even more prevalent. Our study was however
limited in the possibility to assess mental health symptoms, and the presence of
current/past psychiatric diagnoses was found to be a more reliable predictor variable
in our refrospective design. Although the overall sample size of the study was
adequate for the performed main analyses, caution must be applied for subgroup
analyses of individual psychiatric disorders, specifically with small samples of patients
with subsfance use disorders and personality disorders. As women with psychiatric
disorders might underreport the presence thereof, our main predictor (current/past
psychiatric diagnosis) may have created a significant bias as it is partially based on
selfreported history of diagnosis. Nonetheless, our findings are in concordance with
previous sfudies that also found that women with substance use disorders and
personality disorders have an increased odd of UPs?82%. Finally, we used the ethnicity
variable according fo the Dutch obstetfric system as this is recorded in the patient file
by all health professionals. However, since country of birth of the mother's parents
does not always correspond to the ethnical background, this may be only partially
correct and may have influenced our findings with regards of ethnicity.
Notwithstanding these limitations, our findings have value as they are based on a
large dataset that was compiled independently by several researchers which
decreases the possibility of researcher bias. Information bias was diminished by
performing manual checks on chart dafa. The hospital provides with thousands of well
documented patient charts including dafa from pregnant patients with psychiatric
diagnoses, enabling us to collect defailed data on psychiatric history and pregnancy
infention. Although prospective measurement of pregnancy infention is ideal, our work
offers valuable insights in the incidence UPs amongst women with current/past
psychiatric diagnoses.
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Interpretation

Psychiatric diagnoses and UPs

Our findings consolidate previous research that establishes psychiatric disorders as a
predictor of UPs'!. There are several hypotheses that explain why. First, psychiatric
symptoms can influence psychological mechanisms that are key for adequate use of
confraceptive methods, such as planning, overview and impulse control regarding
reproductive decision making®®. Moreover, reduced autonomy, lack of information,
perceived stigma and worries about safety of confraceptive methods complicate
pregnancy planning®!. Studies also showed that siress levels and depressive
symptoms in young women with mental health problems®? and longer disease

33 predict UPs. Allematively, an

duration in patients with severe mental illnesses
overlap between psychiafric disorders and social and psychological predicfors of
ineffective contraceptive use could explain risk for UPs34. Intimate pariner violence,

7 are related to both reproductive

lack of social support®*¢ and low self-esteem?
decision making and psychiatric disorders. In our study, presence of UPs was found in
the overall group of women with a current/past psychiatric diagnosis (32.0% UPs,
p<0.001), and even higher in women with depressive (43.2% UPs, p=0.001),
substance use (66.7% UPs, p=0.001) and personality disorders (49.1% UPs,
p=0.004). As depressive disorders are a common psychiatric disorder, especially for

3839 the risk for UPs in this group is highly relevant.

women of reproductive age,
Previous studies show comparable findings amongst women with personality disorders
and substance use disorders?®??. Contrary fo expectations, we did not report and
increased odds of UPs in women with schizophrenia and eatfing disorders''49.
Analyses in these relatively small samples of women could have been underpowered
to find associations. This could explain relatively low UP rates in women with these
severe mental illness compared fo UP rates in literature*!. Also, our data did not show
increased odds of UPs for women with anxiety disorders, which accords with previous
data from a Japanese birth cohort*?. However, Tenkku et al. found a lower incidence
of UPs in women with anxiety disorders, as opposed to a similar incidence between
women with versus without anxiety disorders in our cohort. As qualitative studies on
the psychological mechanisms behind UPs amongst women with anxiety disorders are
currently lacking, it is challenging to hypothesize why women with anxiety disorders
are less likely to become pregnant unintendedly. One of the possibilities is that
individuals with anxiety disorders in general show harm avoidance and a drive to

maintain confrol, which positively impact pregnancy planning behavior.
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UPs and maternal and neonatal outcomes

We found that on itself, UPs were not related to adverse maternal or neonatal
outcomes. Our findings oppose most previous studies that showed robust associations

between UPs and adverse outcomes in refrospective studies, prospective sfudies***°

617 However, a

and meta-analysis originating from various geographic regions'
recent large Swedish prospective cohort study found no association between UPs and
severe pregnancy outcomes such as hypertensive disorders of pregnancy, gestational
diabetes mellitus, assisted birth or cesarean section*®. Possibly, free health care
seffings with possibilities to choose abortion, like in Sweden and the Netherlands, can
influence the consequences of UPs. Another reason is that more positive feelings
towards the pregnancy could have mediated stress levels during pregnancy and thus
positively impact birth outcomes after UPs such as premature birth and low

1% In our study, likewise, current/ past psychiafric diagnoses did not

birthweigh
predict adverse maternal and neonatal outcomes. Irrespective of pregnancy planning,
antenatal psychiatric disorders such as depressive disorders, anxiety disorders,
schizophrenia spectrum disorders and bipolar disorders have been related to adverse

maternal and neonatal outcomes in previous studies® 4720,

Mediation by current/past psychiatric diagnoses

Our data showed a higher GA in women with UPs and current/past psychiatric
diagnoses (p=0.001). This is probably a chance finding, as no other maternal or
neonatal outcomes differed between the groups in our data, and no previous studies
have shown more positive outcomes in women with both UPs and current/past
psychiatric diagnoses. However, the lack of comparative literature illustrates the need
for further evaluation of matemnal and neonatal outcomes in these women.
Additionally, there was no difference in the clinically relevant outcome preferm birth
(p=0.618). A previous paper showed that adverse outcomes after UPs were similarly
adverse in subsamples of women with prenatal depression!”. Although antenatal
depression severity was not measured in our population, we also found that in our
sensifivity analysis of women with current/past depression versus without, UPs were
not related to adverse matemnal or neonatal outcomes. Due fo the limited available
literature on this association, it is challenging to interpret our findings.

Implications for future research

This research has thrown up several questions in need for further investigation. It would
be interesting to study pregnancy planning amongst women with psychiatric
diagnoses (other than severe mental illnesses) with qualitative research methods, to
gain insight in the psychological mechanisms behind the wish for children and
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pregnancy planning. Both qualitative and quantitative studies could consider the role
of intimate partner violence, social support, and autonomy in studying the impact of
UPs in women with psychiatric diagnoses. To further evaluate neonatal outcomes,
psychological adaptation to an UP during pregnancy and consequent presence or
absence of psychological distress could be included in studies as a moderating
variable. last, our data provide insights in the shortterm outcomes after UPs. Little is
known about longferm outcomes after Ups in women with (severe) psychiatric
disorders, such as mother child interaction and parenting sfress®!>2. To conclude, our
data confirm the hypothesis that current/past psychiatric diagnoses are associated
with UPs. Women with depressive, personality and substance abuse disorders have
increased odds for UPs compared fo women without these diagnoses. These findings
underscore the need for attention for pregnancy planning in psychiatric healthcare,
especially as these psychiatric disorders have a high prevalence in society. We found
no differences in maternal and neonafal outcomes affer UPs versus intended
pregnancies, neither did we find clinically relevant modification of psychiatric
diagnosis on the relation between pregnancy intention and outcomes. Our dafa
affenuate previous findings on adverse neonatal outcomes after UPs in addition to
adverse pregnancy oufcomes for women with psychiafric diagnoses. Although our
study is limited by several factors, shortterm maternal and neonatal outcomes for
women with current/past psychiafric diagnoses in a hospifal population might be
better than expected. Increased efforts are needed to ensure that psychoeducation
and conversations about pregnancy planning and UPs are available for women with
current/past psychiafric diagnoses.
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Supplementary material

Table $4.1 - Demographic features of women with and without psychiatric diagnosis and with and without

uninfended pregnancies.

Current and/or past psychiatric

Reference group

diagnosis [n=1219) (n=1093)
IP up IP up
(n=743) (n=476) (n=769) (n=324)
Age (mean, sd| 3430483 3264564  33.60(546)  32.06(622
Ethnic background n, %
Asian 23(3.1) 1123 22(2.9) 9(2.8)
Hindustani 6(0.8) 5(1.1) 14 (1.8 6(1.9)
Caucasian 436(58.7)  153(32.1) 322(41.9) 85 (26.2)
Latin American 2(0.3) 1(0.2) 21(0.3) 0(0.0)
Northern African 107(14.4) 152 (31.9) 152(19.8) 97 (29.9)
Mixed 47 (6.3) 52(10.9) 59(7.7) 39(12.0)
African, not Northern 24 (3.2) 29 (6.1) 22 (2.9 28 (8.9)
Turkish 43 (5.8) 34 (7.1) 95 (12.4) 38(11.7)
Missing ethnicity 55(7.4) 39(8.2) 81(10.5) 22 (6.8)
Employment status n, %
Paid job, yes 452(60.8)  174(36.6) 266 (60.6) 146 (45.1)
Paid job, no 1902 (25.8) 237 (498 149 (19.4) 119 (36.7)
Paid job, missing 99 (13.3) 65(13.7) 154 (20.0) 59(18.2)
Alcohol use during pregnancy n, %
Alcohol use, yes 19(2.6) 34 (7/1) 22 (2.9) 10(3.1)
Alcohol use, no 7121958 439(92.2) 735 (95.6) 313 (96.6)
Alcohol use, missing 12 (1.6) 3(0.6) 12 (1.6) 1(0.3)
Smoking during pregnancy n, %
Smoking, yes 80(10.8) 107 (22.5) 53(6.9) 55(17.0)
Smoking, no 650(87.5)  365(76.7) 705 (91.7) 268 (82.7)
Smoking, missing 13(1.7) 4(0.8) 11(1.4) 1(0.3)
Psychotropic medication use n, %
Psychofropic medication use, yes 319(42.9) 187 (39.3) 13(1.7) 9(2.8)
Psychofropic medication use, no 418 (56.3) 284 (59.7) 748 (97.3) 313 (96.6)
Psychofropic medication use, missing 61(0.8) 5(1.1) 8(1.0) 2 (0.6)
Parity n, %
Primiparous 425(57.2) 189(39.7) 445 (57.9) 113(34.9)
Multiparous 318(42.8)  286(60.1) 323 (42.0) 211 (65.1)
Parity, missing 0(0.0) 1(0.2) 1(0.1) 0(0.0)
Chronic somatic illnesses n, %
Diabetes type | or Il 11(1.5) 6(1.3) 15(2.0) 9(2.8)
Chronic hypertension 8(1.1) 6(1.3) 51(0.7) 712.2)
Thyroid conditions 56 (7.5) 18(3.8) 33 (4.3) 18 (5.6)
Asthma 32(4.3) 23(4.8) 34 (4.4) 22 (6.8)
Epilepsy 8(1.1) 6(1.3) 6(0.8) 210.6)
Caesarean section in medical 41 (5.5) 20 (4.2) 22 (2.9) 15 (4.6)

history

Data are presented as number (%), unless indicated otherwise. IP, intended pregnancy; UP, unintended

pregnancy; SD, standard deviation.

*pvalue <0.05; ** Some women were diagnosed with >1 disorder.
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Abstract

Background

Lithium is the preferred treatment for pregnant women with bipolar disorders (BD), as it
is most effective in preventing postpartum relapse. Although it has been prescribed
during pregnancy for decades, the safety for neonates and obstetric outcomes are @
fopic of ongoing scientific debate as previous research has vyielded contradicting
outcomes. Our study aims to compare (rejadmission rafes and reasons for admissions
in neonates born to women with bipolar disorders (BD) with and without lithium
exposure.

Methods

A refrospective observational cohort study was conducted in a Dutch secondary
hospital {two locations in Amsterdam]. Women with BD who gave birth after a
singlefon pregnancy between January 2011 and March 2021 and their neonates
were included. Outcomes were obtfained by medical chart review of mothers and
neonates and compared between neonates with and without lithium exposure. The
primary oufcome was admission fo a neonatal ward with monitoring, preferm birth,
small for gestational age (SGA), 5-minute Apgar scores, neonatal asphyxia, and
readmission < 28 days.

Results

We included 93 women with BD, who gave birth to 117 liveborn neonates: 42
(36%) exposed and 75 (64%) nonexposed to lithium. There were no significant
differences in neonatal admission with monitoring (16.7 vs. 20.0%, p=0.844).
Additionally, preferm birth (7.1 vs. 5.3%), SGA (0.0 vs. 8.0%), 5-minute Apgar
scores (means 9.50 vs. 9.51), neonatal asphyxia (4.8 vs. 2.7%) and readmission
(4.8 vs. 5.3%) were comparable. Overall, 18.8% of BD offspring was admitted.
Women with BD had high rafes of caesarean section (29.1%), gestational diabetes
(12.8%) and hypertensive disorders of pregnancy (8.5%).

Conclusions

In a sample of neonates all born to women with BD using various other psychotropic
drugs, exposure fo lithium was not associated with greater risk of neonatal admission
fo a ward with monitoring compared to non-exposure to lithium, questioning the
necessity for special measures affer lithium exposure. However, offspring of women
with BD was admitted regularly and women with BD have high obstetric risk which
require clinical and scientific atfention.
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Background

Lithium is the preferred treatment for pregnant women with bipolar disorders (BD), as it
is most effective in preventing postpartum relapse' 2. Although it has been prescribed
during pregnancy for decades, the safety for neonates and obstetric outcomes are @
fopic of ongoing scientific debate®. Previous research has yielded contradicting
outcomes. Various cohort studies and sysfematic reviews (with mefa-analyses) have
found no increased risk in obsfetric outcomes such as hypertensive disorders of
pregnancy and gestational diabetes in women with BD with versus without lithium
se*®. Yet, some siudies have suggested a small increased risk of spontaneous
abortion, preterm birth, and increased birthweight after maternal lithium use®?. Others
described an association of BD with adverse obstetric and pregnancy outcomes such
as increased risk of caesarean section, small- or large for gestational age neonates

011 Moreover, previous research has reported an associafion

8,13

and preeclampsia’
between lithium and congenital malformations®” 2, lower Apgar scores®'® neonatal
readmission within 28 days postpartum®. Although reasons for admission of lithium-
exposed neonates were not available, the authors suggested that admissions were the
result of increased vigilance towards neonates exposed to lithium, neonatal
withdrawal syndrome and vulnerability of neonates due to impaired maternal mental
health. Most guidelines and hospitals preventatively admit neonates to monitor their
condition postpartum!®!!. However, admission fo a neonafal ward with moniforing
may also have adverse consequences. It can lead to increased feelings of parental
stress, and a negative effect on early motherinfant attachment, which is especially
important for patients who are already vulnerable for mental health disorders'1°.
Preferably, admission to a neonatal ward with monitoring for lithium- exposed
neonates should be evidencebased. As also mental health disorders may impact
obstefric outcomes it is important to differentiate lithium-related adverse outcomes from
adverse outcomes related fo the mental disorder. The aim of the current study is to
validate previous findings on neonatal outcomes after lithium exposure by comparing
(reJadmission rates in neonates bon to women with BD with versus without lithium
exposure. Moreover, we aim fo elucidate the reasons for admissions in neonates bom

to women with BD.

Methods

Participants and eligibility criteria

Methods were reported according to the STROBE checklist (https:// www. equat or-
netwo rk. org/ repor ting- guidelines/ strobe/) for reporting observational cohort

O
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studies. The retrospective cohort consisted of a convenience sample of neonates of
singleton pregnant women, =18 vears, with BD diagnosed by a psychiatrist before
pregnancy, or clear symptoms of BD before pregnancy and confirmed diagnosis (by
a psychiatrist) postpartum. Participants gave birth to a liveborn neonate between
January 2011 and March 2021 at OLVG hospital (a large secondary care hospital
in Amsterdam, the Netherlands), or had their child admitted directly postpartum after
home delivery due to complications or as per profocol. In the Netherlands, obstetric
care is divided between community midwifes (primary care), obstetrician-
gynaecologists (secondary care] and academic referral centres (fertiary care). VWhen
lithium was used at any point throughout the pregnancy, neonates were included in
the lithium exposed group (including women who started lithium after the first trimester
(n=3)), other neonates were included in the non-lithium exposed group. We excluded
women with an uncertain diagnosis of BD, twin pregnancies, or records with missing
information on maternal and neonatal outcomes. All records were hand searched by
one researcher and discussed with a second or third researcher if necessary to prevent
misclassification of outcomes. The Medical Research Involving Human Subjects Act
was not applicable for this study. The study was approved by the Advisory Committee
Scientific Research at OLVG hospital who granted exemption for written  informed
consent because of the large number of records to search.

Study variables and definition of outcomes

We primarily investigated the number of, and reasons for admissions to the neonatal
ward with monitoring (level 2 care). In OLVG hospital, neonates born to women with
BD are observed for minimally 24 h while roomed in with their mothers on the
matemity ward (level 1 care, which has no opportunity for continuous monitoring of
vital parameters) and only admitted to the neonatal ward with monitoring when
indicated by the paediatrician. In other Dutch hospitals, admission to a neonatal ward
with monitoring of vital parameters for af least 24-48 h is generally the norm. Data
on all other adverse outcomes in neonates admitted within 28 days postpartum was
collected  from obstetric and neonatal patient files. Data on  the mothers’
sociodemographic  characteristics, medication use (including lithium dosage of
pregnant women), and neonatal outcomes were extracted from patient files.
Prematurity was defined as delivery before 37 weeks of gestation, large for
gestational age as weight above the 97th percentile, small for gestational age under
the 10th percentile'® and maternal obesity as a body mass index > 30 kg/m?.
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Statistical analysis

Statistical analyses were performed using R Studio version 4.0.4 (www.rstudio.com).
For normally distributed continuous baseline characteristics, means and  standard
deviations were calculated with THests fo assess differences between groups.
Categorical and  dichotomous variables were presented with  numbers  and
percentages per category and Chi2 fests were performed to assess differences. The
primary oufcome (reJadmission to a neonatal ward with monitoring was compared
between groups using a Chi2 fest and additional logistic regression analysis was
performed fo adjust for psychotropic medications other than lithium as a dichotomous
variable. Odds rafio [OR) with a 95% confidence inferval and pvalues were reported.

Results

Out of 32,705 birth registration records, we identified 970 records of women with
the term ‘bipolar disorder” in their electronic files, of which 119 women met inclusion
criferia and were evaluated indepth. Subsequently, 26 women were excluded
because of unclear diagnosis of BD [n=3) and missing data on maternal, delivery
and neonatal outcomes (n=23). A total of 117 liveborn neonates were included,
bomn to 93 women. See Table 5.1 for materal and pregnancy characteristics.

Two women were diagnosed with BD in the postpartum period, 91 women were
diagnosed before or during pregnancy. Some women had several pregnancies. Forty-
two neonates were exposed to lithium during pregnancy and 75 were not. Thirty-nine
lithium-exposed neonates (?3%) were already exposed to lithium from the first trimester
onwards. Of the 42 women in the lithium exposed group, 41 women used lithium
during pregnancy until delivery and continued lithium use in the first 28 days
postpartum. One woman caesed lithium in the first trimester of pregnancy. Type of
lithium was unknown in five women and the other 37 women used a form of lithium

carbonate with dosages between 400 and 2400 mg a day (see Table 5.1).
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Table 5.1 - Descriptive characteristics of study sample.

Total Nonithium  Lithium-exposed  P-value
exposed group group [n=42)
(n=117) (n=75)

Maternal and pregnancy characteristics
Maternal age at delivery, years mean (SD)  34.31 (4.24] 34.79(4.21) 33.45(4.20) 0.102

Muliipara, n (%) 51 (43.6) 28 (37.3) 23(54.5)  0.198
Intoxication™, n (%) 23(19.7) 17 (22.7) 6(14.3)  0.340
Missing 3 Missing 3

Smoking, n (%) 0.698
No 95(81.2) 59 (78.7) 36 (85.7)

Yes, all trimesters 13(11.1) 9(12.0) 4(9.5)
Yes, only in first trimester 8 (6.9 6(8.0) 21(4.8)

Lithium exposure
During pregnancy at any point, n (%) 42 NA
In third trimester, n (%) 41 NA
Dosage, mean mg/day (range) 1051.28 NA

(400-2400)

Psychotropic medication other than lithium, n (%) 66 (56.4) 44 (58.6) 23 (54.8) 0.940
Typical antipsychotics 8 (6.8) 4(5.3) 4(9.5) NA
Atypical anfipsychotics 39 (33.3) 26 (34.7) 13(31.0) 0.838
SNR 6(5.1) 5(6.7) 112.4) NA
SSRI 12(10.3) 6(8.0) 6(14.3)  0.4488
TCA 110.9) 01(0.0) 112.4) NA
TeCA 110.9) 1(1.3) 01(0.0) NA
Benzodiazepines 716.0) 51(6.7) 2(4.8) NA
Atypical anfidepressants 2(1.7) 1(1.3) 1(2.4) NA
Anticonvulsants 15(12.8) 11(14.7) 4(9.5) NA

Type of bipolar disease, n (%) 0.012**
| 46 (39.3) 21(28.0) 25 (59.5)

I 54 (46.2) 39 (52.0) 15 (37.5)
Rapid cycling 4(3.4) 21(2.7) 2(4.8)
Not otherwise specified 2(1.7) 2(2.7) 0(0.0)
Planned pregnancy, n (%) 70 (60.0) 42 (56.0) 28 (66.7) 0.640
Missing 22 Missing 16 Missing 6
Obesity, n (%] 25(21.4) 12 (16.0) 13(31.0)  0.168
Missing 40 Missing 28 Missing 12

Pregnancy outcomes

Gestational diabetes mellitus* **, n (%) 15(12.8) 9(12.0) 6(14.3) 0.947

Hypertensive disorders of pregnancy, n (%) 0.218
No 107(91.5)  71(94.7) 36 (85.7)

Pregnancy induced hypertension 4(3.4) 21(2.7) 2(4.8)
Preeclampsia 61(5.1) 21(2.7) 4(9.5)
Polyhydramnios, n (%) 716.0) 21(2.7) 5(11.9) 0.201
Missing 40 Missing 30 Missing 10

Caesarean section, n (%) 34 (29.1) 18 (24.0) 16 (38.1) 0.162

Of which unplanned n (% of total 22 (64.7) 13(72.2) 9 (56.3) 0.540

caesarean sections per group)

NA, not applicable; GAD, gestational age at delivery; n, number; IQR, interquartile range; SD, standard

deviation.

* *

* Alcohol/smoking/recreational drugs; * *p<0.05; ** *According fo local profocols.
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Psychotropic medication other than lithium was used frequently in both groups (54.8%
in lithiumexposed and 58.6% in nondithium exposed neonates). Nine out of 42
lithium-exposed neonates were also exposed to antipsychotics (21.4%), four to
serofonergic - antidepressants (2.5%) and eight neonates to a combination of
psychofropic medication {19.0%). In the non-ithium exposed neonates, antipsychotics
(as monotherapy) were most frequently reported during pregnancy (25.3%), followed
by serofonergic antidepressants (as monotherapy) in four cases (5.3%) and 13
neonates were exposed to a combination of psychotropic medication (17.3%). Type
of BD differed between groups (with more type-l in the lithiumexposed group), all
other characteristics were comparable between mothers. Admission to a neonafal
ward with monitoring and adverse neonatal outcomes up to 28 days postpartum.
Overall admission rafe fo a neonatal ward with monitoring was 19%, with a median
duration of 3 days, see Table 5.2.

Lithium-exposed neonates had a significantly higher birth weight (p = 0.040) and birth
weight percentile (p=0.021) than non-exposed neonates. There was no significant
difference in admission rafe to a neonafal ward with monitoring between lithium-
exposed and nondithium exposed neonates when estimated using a Chi2 test [OR
0.80, 95% Cl 0.25-2.34, p=0.844), a logistic regression analysis without any
covariates (OR 0.80, 95% Cl 0.28-2.09, p=0.658] and after adjustment for "other
psychotropic medication than lithium’ (OR 0.75, 95% Cl 0.26-1.99, p=0.671]. A
posthoc sensitivity analysis was performed to assess neonatal admission for neonates
exposed fo lithium in the third frimester of pregnancy (n=41) versus neonates not
exposed to lithium in the third trimester of pregnancy (n=76] (OR 0.84, 95% Cl
0.26-2.45, p=0.808 using a Chi2 test].

Figure 5.1 demonstrates reasons for admission fo a neonatal ward with monitoring in
both lithiumexposed and non-ithium exposed neonates, in addition to other
psychotropic medication used in neonates with complications.

One serious adverse outcome possibly related to lithium exposure was observed: a
case of afrium flutter that required adenosine treatment. Three lithium-exposed
neonates had glandular hypospadias, as opposed to four congenital malformations in
the non-ithium exposed neonates (congenital foot deviation, polydactyly, ventricular
septal defect, and central congenital hypothyroidism). Two lithium-exposed neonates
were readmitted to a neonatal ward with monitoring within 28 days postpartum (the
neonate with atrial flutter for relocation from an academic centre and one neonate
with progressive posthemorrhagic hydrocephalus) and four nondithium  exposed
neonates were readmitted [one with congenital hypothyroidism and  adrenal
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insufficiency, two with feeding difficulties, one after relocation because of shoulder
dysfocia with severe asphyxia).

Table 5.2 - Neonatal outcomes according to lithium exposure.

Total Non-lithium Lithium-exposed ~ P-value
exposed group group
[n=117) [n=75) (n=42)
Neonatal outcomes
Sex, female, n (%) 62 (53.0) 44 (58.7) 18 (42.0) 0147
Cestational age, mean (SD) 27623 (11.10)  276.55(11.27) 275.67(10.92) 0.283
Cestational age, weeks + days 39+4 (1+5) 3945 (1+6) 39+4 (1+5) 0.283
(SD)
Preterm birth, n (%) 716.0) 4(5.3) 3(7.1) NA
Birth weight in grams, mean (SD) 3445.16 3375.36 (481.14) 3569.81 0.040*
(492.94) (494.80)

Percentile weight, mean (SD) 51.25(28.58) 46.72 (27.55) 59.33(28.92) 0.021*
Large for gestational age, n (%) 12 (10.3) 6(8.0) 6(14.3) 0.449
Small for gestational age, n (%) 61(5.1) 61(8.0) 01(0.0) NA
Apgar scores

Apgar score 1 min, mean 7.75(2.21) 7.711(2.32) 7.83(2.01) 7.758
(SD)

Apgar score 5 min, mean Q.50 (1.13) Q.51 (1.26) .50 (0.89) 0.973
(SD)
Neonatal asphyxia**, n (%) 4(3.4) 21(2.7) 2(4.8) NA
Admission to neonatal ward with 22(18.8) 15(20.0) 7116.7) 0.844
monitoring, n (%)
Duration admission to care unit 3(5.00) 51(5.00) 21(0.75) NA
in days, median (IQR)
Congenital malformations, n (%) 8 (6.9 4(5.3) 4(9.5) NA
Readmission < 28 days 61(5.1) 4(5.3) 2(4.8) NA
postpartum

*p<0.05; ** According to local protocol.
n, number; SD, standard deviation; IQR, inferquartile range; NA, not applicable.
Chi? tests were not applicable if value in cell <5.
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(e

QPU Total study sample n=117 (100%)

4 :.:- Lithium-exposed neonates
) n=42 (35.9%)

No admission

Admission A
n=35 (83.3%)

% n=7(16.7%)

¢ , Non-|
n=75

els

©_ Admission
5 n=15 (20.0%)

ithium exposed neonates

(64.1%)

©_ No admission
n=60 (80.0)

Reasons for admission  Psychotropic
in lithium-exposed group medication exposure

Reasons for admission in

Psychotropic medication

nonithium exposed group exposure

[n=7) [n=15)

Prematurity

Prematurity and infection  Lithium Prematurity, Quetiapine
hyperbilirubinemia

Prematurity, Lithium, nortriptyline, Prematurity, respiratory Aripiprazole

hyperbilirubinemia, mild  olanzapine
hypotonia, hypothermia

and necrotizing

enterocolitis

Infectious

Infection Lithium
Mild hypotonia and Lithium
antibiotics for suspected

infection

Meningitis and Lithium

hydrocephalus

Respiratory

distress, feeding difficulties,
hypothermia

Prematurity,
hyperbilirubinemia,
exposure fo labetalol
intravenously, premature
caesarean section

Infection
Infection,
distress

intrapartum foetal

Infection

Infection, anaemia
Respiratory disfress,

feeding difficulties
Transient tachypnoea of
neonate

Dysmaturity,
hypoglycaemia, transient
tachypnoea of neonate,
exposure fo alcohol and
cannabis during pregnancy

Labetalol intravenously

during delivery

Lamotrigine

Venlafaxine, quetiapine
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Reasons for admission  Psychotropic Reasons for admission in  Psychotropic medication
in lithium-exposed group medication exposure  non-lithium exposed group exposure

[n=7) [n=15)

Neurological

Severe perinatal asphyxia

after shoulder dystocia

Hypotonia, hypocapnia  Clozapine, general
(unexplained), feeding anaesthesia during delivery
difficulties, respiratory

distress

Hypotonia, dyspnoeaq,

perinafal asphyxia,

hypoglycaemia

Severe neonatal Olanzapine, quetiapine
abstinence syndrome

Other

Atrial flutter Lithium Preventative monitoring for  Quetiapine, oxazepam
psychoactive medication
exposure

Choking accident Lithium

Figure 5.1 - Neonatal outcomes according o lithium exposure during pregnancy.

In the table within Figure 5.1, each half row represents the reason for admission of a single neonate 7 in
the lithium exposed group and 15 in the nonexposed group). In the column tfo the right, we present any
psychotropic medication used by the mother. Furthermore, we categorized all reasons for admission to
larger groups (prematurity, infectious, respiratory, neurological, and other).

Discussion

Main findings

There was no association between lithium exposure and admission fo a neonafal
ward with monitoring during the first 28 days after delivery (p=0.844). One (1%)
serious adverse outcome was possibly related to lithium exposure. One in five
neonates bomn to women with BD, independent of lithium exposure, required
admission to a neonatal ward with monitoring. Remarkably, pregnant women with BD
had high obstefric vulnerability shown by high caesarean section, gestational
diabetes, and hypertensive disorders. Our findings that lithium exposure is not
associated with more frequent admissions to a neonatal ward with monitoring in @
sample of women with BD only is in concordance with findings from a sensitivity
analysis in the study of Munk-Olsen et al. (2018).
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Strengths and limitations

Our focus on neonatal admissions to a ward with monitoring after lithium exposure in
solely women with BD is novel. Many studies have focused primarily on congenifal
malformations or birth outcomes instead of the necessity of monitoring the neonate for
24 h on a neonatal ward, which is an important clinical outcome that affects parents
and neonates. Moreover, inclusion of a control group consisting of neonates born to
women who were diagnosed with BD decreased confounding bias. This is important,
as mental disorders itself, including BD, have shown fo increase the risk of pregnancy,

obstetric and neonatal adverse outcomes® .

However, this study has pofential
limitations. First and foremost, analyses were based on a limited sample of neonates,
leading to a lack of statistical power when discussing neonatal outcomes, and reason
for (reJadmission, with low prevalence. This is also applicable to the primary outcome
neonatal admission affer lithium exposure. Within this sample, lithium-exposed versus
non-exposed neonates differed regarding type of BD, which we were unable to
correct for due to the limited sample size. Moreover, as 93% of neonates were
already exposed fo lithium in the first trimester, we were unable to create different
research groups to investigate possible differences in first, second or third trimester
lithium use. Lithium levels of these women were monitored externally and could not be
accessed. Due to the careful monitoring and information of lithium dosage, it is
probably safe to assume lithium levels were within therapeutic range. However, other
factors such as hydration status could impact lithium levels in neonates. In future studies
it is advised to include lithium levels. Also, we found low numbers of women
diagnosed with BD recorded in our hospital's charts in this sample compared to the
lifetime prevalence of BD'®. Possibly, women with BD were underrepresented or
underdiagnosed in OLVG hospital. This would be worrisome, as women with severe
mental illness deserve and require tailored obstetric care which is available at the
specialised clinic for pregnancy and psychiatric vulnerability in OLVG  hospital.
Another nofeworthy limitation is the common use of psychotropic medication other
than lithium in both groups. Although we have adjusted for other psychotropic use in
our logistic regression to understand the effect of lithium aside from other psychotropic
drugs, overall the other psychotropic medicine (such as antipsychotics (typical and
atypical), various types of antidepressants, benzodiazepines, and anticonvulsants
could have influenced birth outcomes in both groups, and therefore admission fo @
neonatal ward with monitoring®. Given this influence of psychotropic medication, we
have no information on a causal association between lithium exposure and neonatal
admission fo a ward with monitoring. On the other hand, the diversity in medication
use will make our results more generalizable to the clinical population, as many
patients with BD use multiple psychotropic medications. As lithium-exposed neonates
were not standardly monitored, not all anomalies might have been discovered. This
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can be considered a strength rather than a limitation because neonates born after an
uncomplicated pregnancy would also not be monitored. It can therefore be argued
that potentially missed anomalies were clinically insignificant and would have skewed
the results fowards an overestimation of adverse outcomes in lithium-exposed neonates
compared fo the reference group.

Interpretation

Similar admission rates between lithium and non-ithium exposed neonates seem to
confradict previously described increased admissions fo a neonatal ward  with
monitoring affer lithium exposure due to floppy infant syndrome, cardiac arrhythmia,
thyroid disorder, congenital malformations and Ebstein anomaly”. However, our
relatively high overall admission rate to a neonatal ward with monitoring of 19% may
be related to the BD status of the mother more than to lithium exposure to the neonate.
This is argued by comparable admission rafes between lithium-exposed neonates and
neonates born to mothers with BD in previous study samples®. Our findings showed
lower absolute rates of (reJadmission to a neonatal ward with monitoring in both
groups compared tfo the previously described 27.5% in lithiumexposed neonates in
the study of Munk-Olsen et al. (2018). As the reason for (re)admission is not described
in the study of Munk-Olsen, we are unable to interpret this difference in (rejJodmission
rate within the first 28 days of life. In our study, neonates with severe adverse
outcomes were identified immediately postpartum in the delivery rooms or the
matemity ward and not through preventative admission to a neonatal ward with
monitoring. More importantly, none of the lithium-exposed neonates who were not
initially admitted o a neonatal ward with monitoring, suffered any adverse outcomes
within the first 28 days postpartum. For these neonates, roomingrin with the mother on
a maternity ward without moniforing was safe and, according fo earlier research,
beneficial for parental mental health and parentinfant bonding'#1°1720 " As for the
possible lithium-elated admission to the neonatal ward with monitoring, an atrial flutter
was observed in a lithiumexposed neonate at 37 + 3 weeks' gestation. A previous
case was described in 19832, with toxic lithium levels of 1.5 mmol/I, compared to
0.42 mmol/I in our case. Nowadays lithium levels are routinely checked in the last
weeks before delivery, thus toxic lithium levels are rare. Whether this atrial flutter was
a result of lithium toxicity or a congenital condition, is unclear. With no significant risk
of neonatal complications in lithium-exposed newborns, our study, except for their
finding of lower Apgar scores, is in accordance with a recent cohort study®. Obstetric
vulnerability in our sample of women with BD was marked by higher levels of
caesarean section??, gestational diabefes?®, and hypertensive disorders?4. This is in
line with findings of various studies, who previously described high risk obstetric
profiles of women with BD'"2°. Matemal obesity, high prenatal sfress levels, smoking



Neonatal admission after lithium use in pregnant women with bipolar disorders

during pregnancy and comorbid  psychiatric medication use may increase this
vulnerability and alter birth outcomes!'. In our sample, 11.1% of all women with BD
smoked during all frimesters of pregnancy. Although the percentage of women
smoking in the lithium and non-lithium exposed groups were comparable, smoking is @
potential confounder with regards to neonatal morbidity. Preterm birth was not
associated to lithium exposure in our study (p=1.00), in contrast to previous
research®. Although we did not find a difference in large for gesfational age
neonates, we found higher birth weight in lithiumexposed neonates and higher
percentile birth weight compared to non-exposed neonates in line with previous
studies?.

Conclusions

The results of this study show that one in five neonafes was admitted to a neonafal
ward with monitoring. Obstetric risks of mothers with BD were high and overall
neonatal admissions were frequent. However, lithium exposure in itself was not a
reason for admission to a neonatal ward with monitoring. We argue that special
measures with regards to lithium use might be abundant, and advise joint observation
of mothers with BD and their offspring in a nursery (level 1 care) to promote mother-
infant bonding. Future studies should further explore factors related to the mental
disorder in relation to obstetric vulnerability and adverse neonatal outcomes in women

with BD.
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Abstract

Background

Recent studies revealed an elevated likelihood of uninfended pregnancies among
women with psychiatric disorders compared to their counterparts without such
vulnerability. Despite the importance of understanding family planning decision-making
in this group, qualitative inquiries are lacking. This study explored family planning
decisions among women with psychiatric disorders.

Methods

Utilizing @ qualitative approach, three focus group discussions were conducted with
purposive sampling: women with a history of uninfended pregnancies (N=3), women
without children (N=5), and women with a history of infended pregnancies (N=9), all
of whom had selfreported psychiafric disorders. Using thematic framework analysis,
we investigated the themes "Shadow of the past," reflecting past experiences, and
"Shadow of the future," reflecting future imaginaries, building upon the existing
"Narrative Framework."

Results

The Narrative Framework formed the foundation for understanding family planning
among women with psychiafric disorders. The retrospective dimension of focus group
discussions provided opportunities for reflective narratives on sensitive fopics, revealing
emotions of regret, grief and relief. Childhood trauma, adverse events, and
inadequate parenting enriched the "Shadow of the past". The "Shadow of the present"
was identified as a novel theme, addressing awareness of psychiatric disorders and
emotions toward psychiatric stability. Social influences, stigma, and concemns about
fransmitting psychiatric disorders shaped future imaginaries in the shadow of the
future.

Conclusion

This study enlightens how family planning decision-making in women with psychiatric
disorders might be complex, as marked by the enduring impact of past experiences
and societal influences in this sample. These nuanced insights underscore the necessity
for tailored support for women with psychiatric disorders.
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Introduction

Literature suggests that psychiatric disorders and family planning decision-making are
related. Recent studies revealed that women with psychiatric disorders more often
experience uninfended pregnancies compared to counferparts  without such
vulnerability'3. Moreover, childlessness is associated with having chronic illnesses,
among which are psychiatric illnesses*. However, there is limited knowledge about
confributing factors that shape family planning decision-making in women with
psychiatric disorders®”. Family planning decision-making defines the process through
which individuals make choices about whether to have children, when to have them,
and how many children to have®. It involves contemplating economic, social, cultural,

9

and  health-related factors”.  Understanding  family  planning  decision-making is

fundamental for estimating the need for confraception, predicting reproductive

patterns, and developing programs aimed at preventing unintended pregnancies'©.

The use of [emergency) confraceptives'', improved accessibility to abortion services'?,

11314 have reduced uninfended

and increased understanding of risk factors'
pregnancies. However, in 2010-2019, more than half of all pregnancies worldwide

were still unintended'>.

Unintended pregnancies are particularly common among women with psychiatric
disorders, reaching rates of up to 65%'!7. Aside from difficulties with planning,
women with psychiatric disorders face elevated risks of psychiafric problems affer
pregnancy, leading to additional risks for adverse outcomes for both mothers and
children'®2". The preconception phase is crucial for women planning fo conceive by
offering an opportunity to enhance nutrition and lifestyle choices to minimize matemal
and child health risks??. Pregnancy planning is especially important for women with
psychiatric disorders because they may need to make medication adjustments, take
precautionary measures regarding the relapse of psychiafric disorders, and optimize
mother—child attachment'®?!. Indeed, women with unintended pregnancies encounter
significant additional challenges due to the absence of the pregnancy planning
phase, such as limited access to prenatal care, financial strain, and emotional stress'.
Several frameworks exist for describing the factors that shape family planning

2329 However, most frameworks are pastdriven and focus

decision-making
predominantly on cognitive factors®®. We hypothesize that these frameworks are
inadequate for capturing the uncertainty about the future faced by women with
psychiatric disorders. The “Narrative Framework” provides a different perspective on
family planning decision-making, particularly amid the amplified uncertainty and stress
of the COVID-19 pandemic. It integrates past experiences, psychological

predispositions, and socioeconomic facfors, termed the “Shadow of the past,”
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alongside expectations, future imaginaries, and future narratives, termed the “Shadow
of the future.” This framework captures decision-making processes by including these
elements.

The aim of this qualitative study was to delve into the family planning experiences of
women with psychiatric disorders (history of psychiatric disorder and/or current
diagnosis). The “Narrative Framework” will provide a foundation for structuring the
themes involved in the decision-making process®®. The results of this study will
confribute to knowledge about family planning decision-making in women with
psychiatric disorders.

Materials and methods

Study design

A qualitative study of experiences with family planning in women with selfreported
psychiatric disorder(s) was conducted. We adopted a constructionist approach in
which we acknowledged the role of society in shaping perspectives on family
planning decision-making®C. Therefore, focus group discussions were selected as the
method of dafa collection because participants themselves can represent societal
influences on each other's perspectives.

Participant recruitment

Seventeen volunteers of the Dutch mental health umbrella organization MIND with self-
reported psychiatric disorders were included. Participants were recruited from a
sample of survey respondents (#7=378) from MIND®. The survey was conducted to
collect quantitative and qualitative information about family planning. Participants
were given the option fo provide their email address if they wished to participate in a
focus group discussion. Both men and women participated in the survey, but to
address the current research question, only women were eligible (7=17). Prior to
participating in the focus groups, and after explanation of the study, all participants
signed an informed consent form. Focus group discussion 1 (7=3) consisted of women
with a history of (initially) unintended pregnancies. VWomen who experienced an
unintended pregnancy but did not remain pregnant (due to miscarriage or abortion)
also participated in focus group discussion 1. Focus group discussion 2 (n=5)
consisted of women who did not have children and who had not been pregnant prior
fo participation. Focus group discussion 3 (n=9) consisted of women with a history of
intended pregnancies resulting in one or more children. Purposeful sampling created
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homogeneous focus group discussions regarding pregnancy infentions, ultimately
benefiting the willingness of women to engage in discussions®'. Due fo the anonymous
nature of the survey, it was unclear prior to the focus group discussions which
psychiatric disorders the participants had been diagnosed with. Medical records were
inaccessible; participants disclosed their psychiatric diagnoses during the focus group
discussions. Figure 6.1 provides an overview of participant inclusion.

Survey respondents
N=378

Individuals W'\H'\ng to participate
N=117

Participants that met the crieria
and were available on the
scheduled date
N=17

Women who Women who

experienced
[?m,l‘cu ) Women without experienced
ummendyed pregnancy infended
th experiences pregnancies in
pregnancies in the s e pat

past
N=3

N=9

Figure 6.1 - Flowchart of participant inclusion.
Flowchart of participant inclusion. Legend: this figure outlines the participant selection process for the study.

Data collection and storage

Three focus group discussions were held at a central location in the Netherlands
(organization MIND, Amersfoort, The Netherlands) between October and November
2021. The inferview guide was created based on answers to an earlier survey and
consisted of two main research questions, complemented by specific questions per
focus group discussion: 1) How does your (history with) psychiatric disorder influence
your desire for children2 and 2) What is your experience discussing family planning
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with your mental health professional2 The interview guide for each focus group is
provided in Additional file ©.1. The focus group discussions were held in Duich and
lasted between 120 and 155 min (median duration 123 min). A researcher with lived
experience with perinatal mental health problems [ME] led the discussions, [NS] was
present fo observe and fake field nofes. Digital research data, including audio
recordings and ad verbatim transcripts of the focus group discussions, were
pseudonymized and stored in a password-profected file on a secure server of the
hospital (OLVG). Paper consent forms are stored in a locked research cabinet of the
same hospital. This process ensures that the data is securely stored, and that
participants” anonymity is protected throughout the study.

Data analysis

The focus group discussions were audiorecorded and transcribed ad-verbatim. The
franscripts were converted fo ATLAS.ti v@ for dafa analysis. Table 6.1 summarizes the
steps performed during the analysis.

Table 6.1 - Thematic framework analysis process

1 Step 1 Selfacquainting with the data, by reading and rereading of the transcripts [JH, NS,
Inductive SA, YD, ME].

Step 2 linebyline analysis and inductive coding by three researchers independently [NS,
SA, YD]. [NS] and [YD] performed the coding process directly after the focus group
discussions, while [SA] performed the coding process later. Open codes with a low
interpretation degree were applied.

Step 3 Merging of similar codes by one researcher [SA] by which the quantity of the codes
was reduced.

Step 4 Excluding codes with no relation with the family planning decision-making process by
two researchers [JH, SA]. A step known as selective coding.

Deductive ~ Step 5 The selective codes were applied to the “Narrative Framework” ([30]) by two
! researchers independently [SA, JH].

Step &6 A within-person analysis was performed by charting the selective codes for every
parficipant individually in the framework. This was done by two researchers
separately [JH, SA]. Codes that were not applicable to the preexisting themes
(shadow of the past and shadow of the future] were discussed during group meetings
and later identified as new themes (shadow of the present and reflections).

Step 7 A between-person analysis was carried out through axial coding by two researche
individually [JH, SA], producing categories. Categories were discussed in severc
group meetings resulting in a new framework visualizing four overarching themes an
several categories.

This table presents the thematic framework analysis, showing the inductive steps (1-4) and deductive steps
(5-7) taken in the analysis process
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Methodological integrity

The research team, with backgrounds in psychiatry, obsfefrics, neurosciences, and
health behavior, ensured a foundation for conducting a nuanced and indepth
qualitative analysis of family planning  decision-making, thereby incorporating
friangulation. The epistemological approach was clearly stated and closely adhered
to, which helped to align the research question with the applied methods. The
conclusions were grounded in the evidence through the inclusion of quofations.
Providing confextual information, such as the study sefting and participant defails,
enhanced the comprehensibility of the results. Unlike a conventional consensus-
reaching method, different interprefations were infegrated info the findings to enrich
the dafa analysis process. Utilizing methods of researcher reflexivity, such as memos
and field nofes, confributed to a reflexive and transparent analytical process.
Reflexivity was considered throughout the process, acknowledging that [ME]'s
background with lived experience with perinatal mental health problems may have
influenced the discussions and interaction with participants, potentially fostering a
more open and empathetic environment.

Results

Demography

Information about the demographics of the participants (7=17) is reported in
Table 6.2. Ages ranged between 24 and 70 years, with a median age of 57 years.
All'women had a Dutch background. The participants exhibited diverse occupational
backgrounds, with six (35%) declaring themselves unfit for employment for reasons
related to their psychiafric disorder(s). A history of pregnancy and psychiatric
disorder(s] are described in Table 6.3. Mood disorders were the predominant
psychiafric  disorder (#=10), manifesting across all focus group discussions.
Subsequently, trauma-related disorders (#7=8) and anxiety disorders (7=6] were the
most prevalent.
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Table 6.2 - Demographic features of participants.

Demographic Category Focus group discussion
characteristic Women with [initially) Women without Women with
unintended children intended motherhood
pregnancies [n=3) [n=5) (n=9)
Age 20-30 0 2 0
31-40 0 0 2
41-50 0 1 1
51-60 0 2 2
61-70 2 0 3
Unknown® 1 0 1
Occupation Employed 0 2 2
Unemployed 0 1 0
Declared unfit for 0 2 4
employment
Unknown® 3 0 3

°Information may not be available for all participants, as noted by the ‘unknown’ lines.
This table presents the demographic characteristics of participants (7= 17), including participants per age
category and employment status in each focus group discussion

Table 6.3 - History of pregnancy and psychiatric disorder(s) of participants.

Demographic Category Focus group discussion
characteristic Women with Women Women with
(initially) unintended without intended
pregnancies children motherhood
(n=3) [n=5) (n=9)
History of Primipara 1 0 5
pregnancy Multipara 2 0 4
Abortion or miscarriage 2 0 1
Parent Yes 2 0] 9
No 1 5 0
(History of) Anxiety disorders 1 0 5
psychiatric disorder Mood disorders 2 4 4
per cafegory ° Psychotic disorders 0 0 1
Personality disorders 1 0 1
Neurodevelopmental 1 5 3
disorders
Trauma related 3 2 3
disorders

“Multiple psychiatric disorders per person are possible, all participants described = 1 disorder
This table presents the demographic characteristics of participants (n=17), including obstetric (pregnancies
and parenthood) and psychiatric disorder history in each focus group discussion

Framework

Our findings are presented within the confext of an adapted version of the “Narrative
Framework”. While the original framework highlights “Shadow of the past” and
"Shadow of the future” as primary themes, our findings expanded this framework by
incorporating two additional themes, namely “Reflections on the decision” and
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"Shadow of the present’, which were specifically failored to our study population. This
adaptation is illustrated in Figure 6.2. Each theme includes categories supported by
quotations franslated into English. Addifional file 6.2 provides the original Dutch quotations.
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Shadow of the future
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Figure 6.2 - Framework of family planning decisionmaking in women with psychiatric disorders.

Framework of fomily planning decision-making in women with psychiatric disorders. legend: this figure shows the
framework of family planning decisionmaking with part (a) illustrating the Narrative Framework and part (b)
illusirating the odapted version failored to women with psychiatric disorders. For each theme categories are listed
on the right side of figure b. This figure is reproduced with permission from “Guetio R, Bazzani G, Vignoli D
[2022) Narratives of the future and ferility decision-making in uncertain fimes. An application fo the COVID-19
pandemic. Vienna Yearb Popul Res 20:223-260. hiips://www.jstor.org/stable/27222579."
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Reflections on the decision

The retrospective nature of the focus group discussions allowed 17 women to delve

info reflective narratives conceming  sensitive topics regarding their psychiatric

disorder(s) and family planning decision-making. The importance of these reflections,

amplified by their emotionally charged nature, justifies the creation of a dedicated

theme to them, as they were not yet addressed by the Narrative Framework?.

Table 6.4 provides several quotations belonging fo this theme.

Table 6.4 - Quotations belonging to the theme reflections on the decision.

Regret,
and relief

grief

57 vyears, two daughters: “From the age of forty-eight, | became conscious of the fact
that | have been psychiatrically vulnerable since my youth. It has cast a significant
shadow over the pregnancies and childbirths.”

61 vyears, one daughter: “Because in 2012 my daughter, who is now 30, suffered
from severe depression and she has sfill not recovered from it. And if I had known that
in advance, | also have depression, | am also in depression now. Then she would never
have been bom... If | had known that she would develop such a severe depression
(other participant: that you passed on). Yeah, | probably passed that on. And | find that
very ferrible.”

53 years, no children: "At a certain point | noticed that | had Tourette's, and there are
all kinds of complaints associated with it. And then | was very happy because of
heredity that | didn't do it [have a child]. It remains painful sometimes, it always remains
a sore spot somewhere. Yes, very happy, and very sorry, if's just a shame sometfimes.”
70 years, two sons, experienced an unintended pregnancy: “When | look back on my
life, I am now seventy, those were my golden years [with the children]. It was very busy
and | had to take a lot of care, having four hands at the same time, but | did it.”

59 vyears, no children: "Give me the box of tissues [crying and laughing]. My
psychiafrist always says to me, because we have talked about it [not having children],
you have taken very good care of your children. You have kept them well.”

This table shows quotations belonging to the theme Reflections on the decision, grouped by the category:
Regret, grief, and relief

Regret, griet, and relief

Reflections on family planning decisions revealed a mix of emotions experienced by

the participants. Participants without children often felt grief, yet some also found relief

in their decision. This illustrates the complexity of emotions within individuals. The

impact of participants' psychiatric disorder(s) on family planning was central in all

focus group discussions. For some women, challenges in parenting due to personal

circumstances brought feelings of grief and regret. However, positive reflections on

motherhood also emerged, particularly from mothers who found  fulfillment in

motherhood despite initially unintended pregnancies.
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Shadow of the past

Originally, the shadow of the past reflected the impact of life experiences,
psychological predispositions, and socioeconomic factors on an individual's decision
about having children?. In our sample, this theme was enriched by the interplay
between personal experiences in the women's upbringing, the perceived parenting
skills of their parents, and how those women respond fo these experiences.
Quotations are provided in Table 6.5.

Table 6.5 - Quotations belonging to the theme shadow of the past.

Childhood 62 years, no children, experienced an unintended pregnancy: “Even though | never
trauma and really felt at home in my parental home, | still wanted something of a family.”

adverse life 53 years, no children: "I come from a German family, which also caused war trauma.
events And then | think, what are you passing on, apart from the technical story of passing on.

"

That is my justification [for not having a child]

Inadequate 32 years, one son: "Yes, | had that too. That you did have an [bad] example. | was
parenting like, | don't want to do it like my parents ... | want to do it differently.”
59 years, no children: "My father had a mood disorder, manic depressive [disorder].
... My mother has ADD, or ADHD, so | see it from both sides. | see my mother running
back and forth hysterically, and I know my father has had huge lows. And then | look
back and I'm glad that | didn't have any children.”

ADD attention deficit disorder, ADHD attention deficit hyperactivity disorder
This table shows quotations belonging to the theme shadow of the past, grouped by the categories:
childhood trauma and aodverse life events, and inadequate parenting

(Childhood| trauma and adverse life events

The participants of all focus group discussions spontaneously shared  (childhood)
frauma and adverse life events when asked about their family planning decision-
making, revealing their perceived connection between these experiences and their
family planning considerations. They believed that their upbringing impacted  their
decisions. Llived experience with trauma affected perspectives on family planning
differently: some women were motivated fo move past their childhood trauma by
building a (better] family for themselves by having a child, while other women
refrained from having children because of their adverse life events.

Inadequate parenting

This category showed how reflections on their own upbringing, specifically on their
parents' parenting skills or the lack thereof, can influence women's perspectives on
having children. The decision o have children became a personal and reflective
process shaped by the desire to replicate positive aspects of one's upbringing or
breaking away from negative patterns and challenges.
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Shadow of the present

In the Narrative Framework?, (socioeconomic) status and personal perceptions
bridged the gap between the shadow of the past and the shadow of the future. While
socioeconomic factors such as financial considerations or the availability of a
(suitable] partner contfributed to the decision-making process of the participants,
personal perceptions of their psychiatric disorder(s) were pertinent. This led fo the
extension of the framework with a novel theme: the shadow of the present. This theme
incorporates categories relevant to our sample, including awareness of psychiatric
disorder(s) and psychiatric stability, which were previously unaddressed in empirical
models of family planning (Table 6.6).

Table 6.6 - Quotations belonging to the theme shadow of the present.

Awareness 70 vears, two sons, experienced an unintended pregnancy: I had children at a fime
of psychiatric  when | wasn't very aware of my psychiatric disorders. But | always knew that | was
disorder(s) different.”
47 vyears, two sons: ‘| had myself diagnosed [with autism], and that immediately
explained a whole lof, why things were always so challenging, including motherhood,
which was a bit more difficult for me than for most parents of my children's friends.”

Emotions 61 vyears, one daughter: I developed a psychosis at the age of eighteen and vyet |
toward dared to get pregnant around the age of thirty. | thought, | can handle this.”

psychiatric 40 years, no children: “I've always known no children for me because then the whole
stability mess [depression] would repeat itself, I'm not going to do that.”

Perceptions 70 years, two sons, experienced an unintended pregnancy: “The fact that [name son]
on desire for  was born, was in my case, a conscious choice. (Interviewer: but did you have doubts
children about the decision?). | had some doubts; | did not actually know what | wanted

[laughing]. | did not even know what | wanted to do with my life.”

62 years, no children, experienced an unintended pregnancy: "Maybe that's why |
can't come fo tferms with it [unintended pregnancy] emotionally. It's a lot. Just
traumatized.”

Status 40 years, no children: “I have had a very stable partner for about four years now, and
now | sometimes think a bit [of wanting a child], but I am forty, so...”

This table shows quotations belonging to the theme shadow of the present, grouped by the categories:
awareness of psychiatric disorder(s), emotions toward psychiatric stability, perceptions on the desire for
children, and status

Awareness of psychiatric disorder(s)

Awareness of psychiafric disorder(s| at the time of the decision was a recurrent theme
among partficipants with children. Some participants mentioned the impact of not
being aware of their psychiatric disorder at the time of the decision, indicating that
they would have made different choices if they had been aware of the diagnosis
earlier. For some of the participants, the diagnosis was liberating, explaining the
challenges of motherhood.
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Emotions toward psychiatric stability

Psychiatric stability at the time of decision-making was mentioned as one of the factors
influencing choices. For some individuals, the stability of symptoms presented an
opportunity fo pursue parenthood, while for others, psychiatric stability did not hold
the same level of deliberative weight. Diverse affitudes toward this issue highlight how
some participants experienced resilience by learning from previous experiences, while
others did not.

Perceptions of desire for children

A spectrum of diverse viewpoints on the desire for children was described as a
complex array of thoughts, emotions, and perspectives that concurrently coexist,
confributing fo a fluctuating experience over time and giving rise to feelings of
ambivalence and uncertainty. As one parficipant expressed “childbearing desire is not
100% yes or 100% no,” highlighting nuanced attitudes toward motherhood and
childlessness.  While ‘perceptions’ were originally emphasized as  personal
interprefations of past and curent experiences?® our participants argued  that
viewpoints on the desire for children change over time.

Status

Opportunities and constraints for childbearing plans resemble the (socioeconomic)
status element of the Narrative Framework?®. This category includes several factors
mentioned as reasons whether to have a child, including maternal age, financial
stability or having a (stable] partner.

Shadow of the future

The shadow of the future emphasizes the importance of expectations and personal
narratives in uncertain situations?®. Our study shows how social influences, stigma
around mental health, and uncerfainty about passing on a condition can influence
future imaginaries (Table 6.7).

Social influences

During the focus group discussions, the social system’s impact was heavily discussed.
Many expressed frustrations with the lack of support from their social environment for
their desire for children, leading to uncertainty about their decision. While personal
visions of the future can be influenced by society, personal visions may also differ,
thereby placing social influences in the shadow of the future®. Participants’
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experiences with stigma due to their psychiatric disorder(s| offen leaned toward
deciding against having children.

Table 6.7 - Quotations belonging to the theme shadow of the future, grouped by the categories: social
influences, transmission of psychiatric disorder(s), and the prospect of motherhood.

Social 24 years, no children: "Yes, | don't have that much support from the family. So, then |
influences think, why [would | have child].”
53 years, no children: "My best friend took over my favorite name for a daughter, that
has happened twice now. “you're not having children anyway” I just think that's so
inconsiderate. And I'm glad that | only now know that | have autism, because people
have a prejudice, like | couldn't do that [be a mother]. While that doesn't have much to
do with it. | know plenty of people with autism who can take excellent care of their
children.”
age unknown, one son: “And what | found very difficult, was that people automatically
assumed that | did not want to keep the child. | found that difficult. While for me that is
not a question at all.”

Transmission 29 years, no children: “I wouldn't want to bring a child into the world who might inherit

of psychiatric  some of my psychiatric complaints.”

disorder(s) 53 years, no children: "It is a line that had fo be stopped (Interviewer: Yes, the past,
whether that continues, and whether you still want to create something new for yourself,
righte) ... Yes, | now have more self-confidence and knowledge about that, that it is
possible (other participant: to break the cycle of intergenerational transmission).”

Prospect of 59 vears, no children: "I don't think | could have raised them [children] well in the years
motherthood ~ before.”
29 years, no children: “Can | be a good parent2 | wonder if | could give a lot of love.
... I don't think that | could really be a good mother. So ves, also a bit out of protection,
I think.”
53 years, no children: "No one is 100% successful in raising children. There are also
people without any history [of psychiatric disorder] where things go terribly wrong. And
of course, you never know what will come your way.”
32 years, one son: "Thanks fo the knowledge | now have, | can say clearly that | have
a heavy genetic burden. And that is of course also something that | am now more
aware of, and “what if my child gets that” goes through my mind. On the other hand, |
can say that | have it myself and | now know very well how to deal with i, so |
probably recognize it sooner (other participants: yes, yes, yes) and | can also provide
better support if so. That makes that | don't doubt myself as a mother.”

This table shows quotations belonging to the theme shadow of the future, grouped by the categories: social
influences, transmission of psychiatric disorder(s), and the prospect of motherhood

Transmission of psychiatric disorder(s/

The transgenerational transmission of psychiatric disorder(s) to children was a key
theme among participants, as discussed in all focus group discussions. Many
participants were conscious of the risk of passing their condition fo their offspring,
which influenced their decisions against having children or causing regret if
fransmission occurred. Awareness of the challenges varied, with some participants
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doubting the possibility of breaking the transmission cycle, while others remained
hopeful.

Prospect of motherhood

Insecurities about motherhood were deliberated. Participants felt incapable of raising
a child for varying reasons, such as difficulty combining motherhood and having
psychiatric symptoms. Other participants could rationalize this by referring to ‘other
mothers’ without psychiatric disorder(s)] who make parenting mistakes. Another
participant sfated that although her illness was heritable, it also aided her in
supporting her child.

Discussion

Key findings

This study has provided insights into family planning decision-making among women
with psychiatric disorders by extending the Narrative Framework?® with two themes.
First, we dedicated a theme to reflections on decision-making, which encompasses
emotions of grief, relief and regret. Second, we infroduced the shadow of the present,
which emphasized the impact of psychiafric disorders on  decision-making by
considering awareness of psychiatric disorders and psychiatric stability. Furthermore,
the shadows of the past and future were broadened by integrating categories tailored
to women with psychiafric disorders, including frauma, adverse life events, and social
influences.

Interpretation in relation to literature

The refrospective nature of the focus group discussions allowed us to reflect on the
participants’ family planning decisions, where the emotions of regret, grief and relief
emerged. Regret over the delay in childbearing decisions has been described before
in couples seeking fertility freatments®. Like our participants, voluntary childless women
reported relief, feeling financially unburdened compared to their parenting peers, and
enjoying various forms of freedom. However, they also faced stigmatization, and
some expressed that their decision was influenced by their concern about potentially
fransmitting diseases fo their children®. We hypothesize that cognitive dissonance,
influenced by the type of psychiatric disorder, may contribute fo regret in individuals
as they grapple with conflicting thoughts and emotions®*.

w
(G,
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Our study enhanced the shadow of the past with insights from 17 women with
psychiatric disorder(s|, shedding light on the impact of (childhood) trauma and
adverse experiences on family planning decision-making. Previous research has
shown an increased risk of unintended pregnancy in mothers with adverse childhood
experiences®. Furthermore, women with unintended pregnancies reported more
psychosocial problems®. Together with our findings, these findings imply that past
experiences (related to psychiatric disorders) play a significant role in shaping family
planning decisions and oufcomes.

In the shadow of the present, we expanded upon the existing themes of
(socioeconomic) status and perceptions?®. Various enablers and constraints in the
decision-making  process  surfaced, aligning  with  descriptions in  other

22232528 gnd are therefore not unique to our population. The personal

frameworks
perceptions of our participants were porfrayed as a complex array of emotions and
thoughts, confributing to a fluctuating experience of family planning marked by
ambivalence and uncertainty. Ambivalence toward motherhood in women with severe
mental illness has been previously documented®”. However, our study focused
primarily on ambivalence in decision-making. Surprisingly, participants did not bring
up the issue of psychoactive medication usage in relation to family planning. Although
most psychofropic medication can be confinued during pregnancy, some
psychoactive medications can be teratogenic and should be used with caution®®3°.
Also, previous studies showed that (pregnant) women with psychiatric disorders
contemplate their medication usage®. Overall, our findings suggest that family
planning decision-making is more complex in women with psychiatric disorders than
in those without psychiatric disorders, consistent with prior research®'. A potential
explanation lies in additional factors influencing the decision, such as awareness of

the psychiatric disorder and psychiafric stability at the time of the decision.

The notion that social influences, including stigma, shape the shadow of the future
through uncertainty is not limited to women with psychiatric disorders. A study on
disabled women's childbirth experiences revealed diverse reactions from their
surroundings, leading fo heightened fears and a sense of diminished control over their
childbirth experiences®?. Despite the difference in study populations, similar findings
indicate a convergence in the experiences of women. While uncerfainty about the
future during the COVID-19 pandemic has been noted among the general
population®?2°, we specifically examined uncertainty regarding stigma surrounding
psychiatric disorders and their potential transmission. Participants' narratives may be
influenced by maladaptive prospection seen in persons with psychiatric disorders such
as depression and anxiety, which distorts future expectations®®. Additionally, the
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potential of transmitting psychiafric disorders to their children might have intensified
feelings of uncertainty about the future and thus made the decision-making process
more challenging. This phenomenon is not novel and has been documented in various
other hereditary diseases**>. The actual extent of inheritance in psychiatric disorders
significantly influences this dynamic. For instance, the estimated heritability for
psychotic and neurodevelopmental disorders ranges from 74-85%, whereas for mood
and anxiety disorders, it ranges between 37-58%. The high heritability rate of these
disorders aligns with the uncertainty as described in the narratives.

Strengths and limitations

This study provides a nuanced exploration of family planning decision-making in 17
women with psychiatric disorders. The transdiagnostic approach sheds light on
overarching issues that were experienced. The use of focus group discussions
captured sociefal dynamics and fostered an inferactive environment for reflective

4748 Thematic framework analysis offered a structured examination of

perspectives
identified themes?. However, limitations include the small group of women with
unintended pregnancies (7=3) and the retrospective nature of reflections, potentially
introducing recall bias***°. Moreover, it is important to acknowledge the wide age
range of participants, as this may affect the consistency of the data. VWe addressed
the potential recall bias by incorporating the reflective nature of our framework and
acknowledging ifs influence on the findings. The iterative process did not include
respondent validation of the findings. To mitigate potential misinterprefations, we

involved a researcher with lived experience with perinatal mental health problems.

Furthermore, the utilization of focus groups may restrict the depth of individual
analyses. Although all our participants had been known with a psychiatric disorder
according to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), we
hypothesize that within the diverse array of disorders represented, each psychiatric
disorder may have impacted family planning decisions in distinct ways. Additionally,
the focus groups did not allow for an indepth examination of the individual
socioeconomic status of the women and how this influenced their reproductive desires.
Given the established importance of socioeconomic status in the confext of uninfended
pregnancies', it is crucial to consider this factor in individual sessions. Opting for
individual inferviews could provide a more comprehensive exploration.

Suggestions for future research

Future research could benefit from longitudinal and prospective study designs,
allowing examination of family planning decision-making in women with psychiatric
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disorders considering the fluctuating aspect of family planning. Distinguishing between
various psychiatric disorders and their unique impact on decision-making could
provide a more nuanced understanding, possibly through individual in-depth
inferviews. As women with unintended pregnancies and psychiatric disorders may
experience more challenges with family planning decisionmaking, it would be
interesting fo include these women in future research.

Conclusions

Our study sheds light on family planning decisions among women with psychiatric
disorders. Like women without psychiatric disorders, past experiences, socioeconomic
status, and perceptions on the desire for children shape decision-making. We found
that fraumatic events have a lasting impact on family planning choices. Stigma,
uncertainty about parenting skills, and concerns about transmitting  psychiatric
disorder(s) contribute to ambivalence about having children. Feelings of regret, grief
and relief regarding these decisions reflect the influence of psychiatric disorders. Our
results emphasize that women with psychiatric disorders deserve support failored to
their needs, e.g. the possibility to discuss family planning at perinatal mental health
facilities.  Moreover, healthcare professionals  could  consider  offering  ongoing
emotional support beyond the reproductive phase fo those reflecting on their family
planning decisions.
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Additional file 6.1: Interview guides

This file provides the interview guides for the three focus group discussions.

Focus group 1: Women
with unintended
pregnancies.

Focus group 2: Women
without children.

Focus group 3: Women
with intended
pregnancies.

Infroduction

Can you infroduce
yourselfe Why are you
parficipating in this focus
group?

Can you infroduce
yourselfe Why are you
parficipating in this focus
group?

Can you infroduce
yourselfe Why are you
parficipating in this focus
group?

Relation (How) have your symptoms  [How) have your (How) have your
between confributed to an symptoms contributed to symptoms confributed to
symptoms and  unintended pregnancy? the fact that you did not an infended pregnancy?
the topic (planning, physical have children? (planning, physical
aspects, sexual aspects) Was this decision your aspects, sexual aspects)
own?

Challenges Which factors have made  Which factors have Which factors have made
the process of fertility, made the process of the process of fertility,
childlessness, and family fertility, childlessness, childlessness, and family
planning challenging? and family planning planning challenging®

challenging?

Support Did you wish for support in - Did you wish for support  Did you wish for support
this, how, and from in this, how, and from in this, how, and from
whom? whom? whom?

Group specific ~ Which coping mechanisms Do you experience Which coping

questions have/had helped you societal stigma regarding  mechanisms have/had
(especially during childlessness and mental  helped you (during
pregnancy)? Do you have  health issues? If yes, how  pregnancy and after your
suggestions how fo tum an  do you deal with those?2 ~ baby was born|2
uninfended pregnancy info
an intended pregnancy?

Needs What support do women What support do women  How can women with
with an unintended need in the decision fo mental health issues and @
pregnancy need? What is  not have children? What  desire to have been
the role of the psychiatrist, s the role of the supported? What is the
nurse, general practitioner,  psychiatrist, nurse, role of the psychiatrist,
or environmente general practitioner, or nurse, general

environmente practitioner, or
environmente

Control Do you experience that Do you experience that Do you experience that

you have control over your
desire for children and
desire for a pregnancy?

you have control over
your desire for children
and desire for a
pregnancy?

you have control over
your desire for children
and desire for a
pregnancy?

Conversation
with mental
health

professionals

Do you have a
recommendation for
healthcare providers on
how to (optimally) conduct
the conversation about
family planning®

Do you have a
recommendation for
healthcare providers on
how to (optimally)
conduct the conversation
about family planning?

Do you have a
recommendation for
healthcare providers on
how to (optimally) conduct
the conversation about
family planning®
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Additional file 6.2: Dutch quotations

This file provides the original quotations for each theme per category in Dutch
language.

Shadow of the past
(Childhood)] trauma & adverse life events

Woman, 70 vyears, two sons, experienced an unintended pregnancy: “lk heb de
eerste ander halfjoar met mijn ouders in Indonesié gezeten, daar werden heel veel
mensen vermoord en daar it je als baby tussen en dat neem je uiteindelijk mee.”
Woman, 32 years, one son: “ Ja dat had ik ook wel. Dat je wel een voorbeeld had.
lk had wel zoiefs van ik wil het niet zo doen als mijn ouders. ... Ja je wil het toch
anders doen.”

Woman, 62 years, no children, experienced an unintended pregnancy: “Ook al, ook
al, het was meer voor mij, ik heb me eigenlijk nooit thuis gevoeld in mijn ouderlijke
huis, en ik wilde toch iets van gezin en (.. ) (ja, hmhm).”

Woman, 53 years, no children: “En ook van al die diagnoses dacht ik nou, ja, ik
geloof toch wel, en ik kom ook uit een familie, nou niet NSB maar een Duitse een ehh
een Duitse familie, gof ook oorlogstrauma. En dan denk ik van ja, wat ben je
allemaal aan het doorgeven (ja), nog los van hef fechnische verhaal van het
doorgeven. Dan is dat mijn verantwoording.”

FParental naivety and inadequate parenting

Woman, 59 years, no children: “... Mijn vader hij had een stemmingsstoomis,
manisch depressief. Uhm mijn broer heeft dat ook (hmm). Dat zie ik nu in hem terug.
Miin moeder heeft ADD, of ADHD (ja), dus ik zie het van van twee kanten ehh (ja). k
zie mijn moeder hysferisch heen en weer rennen. En ik weet dat mijn vader enorme
diepe dalen had (ja). En dan zie ik ben achteraf blij dat ik toch ehh (ja) geen ehh. ..
kinderen heb gekregen. (o, ja)”

Woman, 40 years, no children: “Mijn ouders bijvoorbeeld die hadden een hele
sterke kinderwens. Allebei. ... Maar die hele, makkelijke houding! Zo, ja dan heb ik
nu even geen zin, of o jammer, leuk klein kinderen! En, gewoon helemaal zonder na
te denken, lijki wel, wat je dan voor een werk te doen hebt (ja).”

Woman, 62 vears, experienced an unintended pregnancy: “... want mijn moeder
kreeg kinderen omdat het zo hoorde. En, ik denk niet dat ze ooit een benul heeft
gehad van wat ervoor nodig is om kinderen goed op te voeden. Ik denk dat ze dat
nog niet weet.”
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Shadow of the present

Continvum of perceptions

Woman, 70 years, two sons, experienced an unintended pregnancy: “Nee dat was
wel, in mijn geval, een bewuste keuze he. Dat mijn eerste zoon kwam. Dus dat
uhm... [M: Maar twijfels over de eigen keuze?) De twijfel was een beetie, ja ik wist
eigenlijk niet wat ik wilde haha. Ik wist iberhaupt niet wat ik met mijn leven wilde.”

Woman, 40 years, no children: “En uhm, maar nu heb ik sinds een jaar of vier een
hele stabiele partner (hmm), en nu zit ik toch ook weleens af en foe een beetje te
denken, maar ja ik ben veertig dus dus”

Woman, 59 vears, one daughter: “Ja ehh... Kinderwens. Ik wilde nooit kinderen ik
vond ze nooit leuk. En ehh ehh... Maar dat veranderde eigenlijk toen mijn zus in
1989 ehm, ehh, een dochtertie kreeg en dat vond ik wel heel erg leuk daar was ik
heel nauw bij betrokken.”

Woman, 59 vears, no children: “Doe mij dan maar die doos tissues (huilt) (gelach).
Mijn psychiafer zegt altijd tegen me, want we hebben het er dus ook over gehad, ja
maar je moet het zo zien, je hebt heel goed voor je kinderen gezorgd (hmm, ja). Je
hebt, ze goed bewaard. En ze, ja.. (ja, ja)

Woman, 62 vyears, experienced an uninfended pregnancy: “Misschien dat ik er
doarom emotioneel nief bij kom (uninfended pregnancy). Het is wel heel veel (ja).
Gewoon gefraumatiseerd.”

Lack of awareness of mental issues

Woman, 70 years, two sons, experienced an unintended pregnancy: “Eeuhm, ik heb
kinderen gekregen op een moment dat ik me nog nief zo heel erg bewust was van
mijn psychische aandoeningen. Eeuhm, maar ik wist altijd wel dat ik anders was.”

Woman, 47 vears, two sons: ... toen heb ik mezelf loten diagnosticeren (met
autisme), toen werd nog duidelijker, en dat verklaarde ook meteen een hele boel ehh,
... doarom dat het ook altijd zo moeizaam ging, ook het moederschap wat mij toch
wat lastiger af ging, dan het gros van de ouders van vriendjes.”
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Fear and courage

Woman, 61 vears, one daughter: “Ja ehh... Ik kreeg op mijn achttiende een
psychose en foch durfde ik het aan om rond mijn dertigste zwanger te raken. Ik
dacht, ik kan dit wel bolwerken.”

Woman, 40 years, no children: “Uhm, en ik heb altijid geweten voor mij geen
kinderen want dan herhaalt de hele bende (recidiverende depressies) zich, ehh dat
ga ik niet doen.”

Shadow of the future

Social influences

Woman, 24 vyears, no children: “Ja ook mijn familie, die eh, ik heb ook niet zo veel
steun vanuit de familie dus (ja). Dus dan denk ik ja, ja, waarom.”

Woman, 53 years, no children: “Ja, mijn beste vriendin ook (enorm lastig vinden) die
heeft mijn favoriete naam voor een dochter overgenomen (zo), dat is nu twee keer
gebeurd. Ja jij krijgt toch geen kinderen. Ja weet je, ik vind dat gewoon zo onatfent
(ja). En ik ben blij dat ik nu pas weet dat ik autisme heb, ehm, omdat mensen dan iefs
hebben van, ehm, doar heb je ook al het vooroordeel voor, van ik zou dat niet
kunnen (hmm). Terwijl, en dat heeft er eigenlijk niet zoveel mee te maken (hmm). Ik
ken genoeg mensen met autisme die uitstekend voor hun kinderen kunnen zorgen.”

Woman, age unknown, one son: “En wat ik heel, heel, het was best wel lastig dat,
maar ook weer niet heel erg, maar wel een beelje, dat, dat mensen automatisch
zeiden van, ervan uitgingen dat je het kind niet wilde houden. Dat vond ik wel lastig.
Terwijl ik zoiets had, voor mij is dat helemaal geen vraag. En dan was het van of het
allemaal wel verantwoord was terwijl ik zoiets had, dat was voor mij helemaal geen
punt.”

Woman, 32 years, one son: “Ja ja ik wilde heel graag een kindje (hmm). Ehm en dat
was al een tiidje. Ik wist dus nog niet dat ik OCD had, en ehm, ik had wel in de loop
van mijn leven verschillende keren therapie gekregen en diagnoses ... Ja bij mij is het
hele diepe dalen maar ook wel periodes dat het wat beter ging. En omdat ik best wel
diagnoses op mijn bordje had liggen dacht ik ja, en het ging al een tiidje sfabiel
dacht ik ja ik wil heel graag een kindje dus ik dacht we goan er gewoon voor (ja,
ol

N
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Transmission of mental issues

Woman, 29 years, no children: “Ik wil het niet doorgeven. Ik kom uit een gezin met
oorlogstrauma’s (hmm).”

Woman, 29 years, no children: “Ja ik zou niet zo'n kind op de wereld willen zetten
wat mogelijk een beetie van mij qua psychische klachten meekrijgt.”

Woman, 59 years, no children: “lk heb zoveel mensen gezien die het anders wilden
doen en en die dan foch weer hetzelfde deden. Dat ik dacht van cooohh. Nou en
dat is uit onderzoek ook wel bekend, van er is wel iets nodig he? (door elkaar
gepraat) Om dat om dat infergenerationeel te doorbreken (ja, ja) (ook hechten moet
ie leren) Ja. Nee maar bizar, dan zijn er zoveel mensen die het anders willen doen.
En dan kan je er ik weet niet wat aan aan familiegesprekken, ehm en en therapieén,
en en en of hoe ga je mef je kind om. En dan, hé. Je draait je om, en ze gaan
precies dezelfde kant op dat ik dacht oh jongens.”

Woman, 53 years, no children: “het is wel een lijn die gestopt moest worden (M: Ja,
het verleden, of dat doorspeelt, en of je dan toch iets nieuws voor jezelf wil creéren,
toch?).... Ja daar heb ik nu wel meer zelfvertrouwen en kennis over., dat dat gewoon

"

kan.

Prospect of motherhood

Woman, 59 years, no children: “Maar ik denk niet dat ik ze ehm ... Ja, goed had
kunnen grootbrengen zal ik maar zeggen |ja), in de jaren daarvoor.”

Woman, 29 years, no children: “en ook ja, kan ik een goede ouder zijn2. Dat vraag
ik me ook af, zou ik veel liefde kunnen geven. ... Ja, ik denk niet ehh, dat kinderen
echt een goede moeder zou kunnen zijn. Dus ja ook een beetje uit bescherming denk

ik.”

Woman, 53 vyears, no children: “Dat je daar een besluit in kan nemen en dat je met
hulp, en... Bij niemand gaat het honderd procent goed. Om mensen zonder enige
voorgeschiedenis, ehm, die ehh, ja waar het vreselijk mis gaat. En je weet natuurlijk
nooit wat er op je pad komt (ja).”

Woman, 32 years, one son: "Door de kennis die ik nu heb kan ik wel hard zeggen,

ik ben zwaar genefisch belast (ja). En dat is natuurlijk ook iefs waar ik me nu meer
bewust van ben waar inderdaad ook wel door mijn hoofd gaat van wat als mijn
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kindje dat krijgt. Aan de andere kant kan ik daar dan wel weer tegenover zetten van
ik heb het zelf ook en ik weet nu heel goed hoe ik ermee om kan gaan dus ik herken
het waarschijnlijk eerder (ja, jo ja) en ik kan er ook beter in ondersteunen als het zo is
(ja). Dat maakt dan ook wel weer dat ik denk ja... (ja). Dat ik dan niet twijfel aan
mezelf als moeder ofzo.”

Reflections

Influence of mental issues

Woman, 57 vears, two daughters: “Als ik het heb over mijn psychische
kwetsbaarheid, die heb ik jarenlang weggestopt. En vanaf mijn achtenveertigste ben
ik eigenlijk bewust van dat ik vanaf mijn jeugd al psychisch kwetsbaar ben. En heeft
het een hele kleur over de zwangerschappen en de bevallingen gelegd, ja.”

Woman, 57 vyears, two daughters: “lk heb ook mijn hand opgestoken. En dat niets
meer zeer doet dan nu dat mijn kleindochter ook... En toch vind ik heel vaak ook dat
het door me heen gaat, had ik dit moeten doen (hmm). Had ik dit geweten.”

Regret, grief, and relief
Woman, 61 years, one daughter: “Want ik 2012 kreeg mijn dochter, die nu 30 is

een ernstige depressie en daar is ze nog steeds niet uit. En als ik dat van tevoren had
geweten, ik heb ook depressie, zit ook nu in een depressie. Dan had ik, dan was zij
nooit geboren geweest... Als ik had geweten dat ze zo'n emstige depressie zou
krijgen (dat je dat hebt doorgegeven). Ja ik heb dat waarschijnlijk doorgegeven. En

dat vind ik heel verschrikkelijk.”

Woman, 69 vyears, one daughter: “Had ik dat iemand moeten aandoen?2 Als ik had
geweten wat die vaccinaties kunnen veroorzaken en beenmerg en dat zoveel kan
(nee, nee, ja). En dan is dan als ik dan in Rome loop met mijn dochter en er komt een
mevrouw naar mij toe in zo'n congres over vaccinaties en autisme. En dan denk ik,
oké wat is waar. |k weet ook nu niet wie de waarheid spreekt. Maar ons
moedergevoel is altid waar. Dus voel je niet schuldig. |k zeg het ook gewoon
weleens tegen mijn dochter ik had je dit willen besparen, maar.”

Woman, 53 years, no children: “Ja en toen wist ik daarna, op een gegeven moment
kreeg ik in de gaten dat ik Tourette had, en daar hangt weer, daar hangen van
allerlei klachten onder. En toen was ik wel heel erg blij in verband met de erfelijkheid
dat ik het niet gedaan heb. He het blijft soms toch ook weer, ja het blijft altijd ergens
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nog een zere plek (ja ja ja). (Heel duidelijk) Ja, heel blij, en heel erg, ehh ja het blift
gewoon jammer soms. (Ja ja)”

Experiences with motherhood

Woman, 47 years, two sons: “Ja gewoon daar zelf compleet overprikkeld doordat hij
niet voorspelbaar (ja, ja). Want ja hij kreeg zijn voeding en dan nog huilen (ja). Dat
ik dacht van maar... ja wat dan noge En gewoon de paniek de onrust de stress. Ik
liep dan alliid nog in die tijld met vier hoofden in de rondte. Dat jij dat vroeg,
achteraf gezien, gewoon teveel (ja, ja).”

Woman, 70 vyears, two sons, experienced an unintended pregnancy: “Mijn kinderen
die hebben allebei daar viteraard gevolgen aan ondervonden voor de jeugd die ze
hadden. Ook al heb ik nog zo mijn best gedaan. En eentje lijdt helaas ook aan
depressies. Dat had ik hem niet gegund, maar dat zegt nog niefs over mijn
functioneren frouwens. VWant dat is wel doorgegeven.”

Woman, 32 years, one son: “... ik zou graag een tweede kindje willen, het gaat
met mij in principe goed. Maar ik durf niet te zeggen van stel ik word weer zwanger,
ik heb het gevoel dat dat die verantwoordelijkheid me weer zo ja om de nek viiegt
(ia). Dat ik denk ja maar ik durf het niet wat als het nou misgaat. En toen had ik, ja
naast GGD alleen mezelf erbij maar nu heb ik ook mijn kindje van vijf zorgen. En zijn
met zijn drieén heel gelukkig en durf ik om die reden zeg maar niet meer zwanger te
raken ja. En dat moet ergens heel veel verdriet, maar aan de andere kant ik heb zo
diep gezeten en ik ben nu echt gelukkig. Ehm. .. (dat het ook goed is zeg maar?) Ja ik
denk we zijn gelukkig met zijn drieén, het is goed zo."

Woman, 57 vears, two daughters: “... toen overleed moeder, want toen had ik
zoiets van ja als wij snel overliiden, dan ehm dan staat ons kind alleen in deze
situatie dus ik wil heel graag dat ze nog een zusje krijgt, of een broertje.”

Woman, 32 vyears, one son: “Terwijl ik dan ook aan de ene kant denk van het heeft
mij wel zoveel gebracht. Hef heeft me zoveel geleerd over mezelf, met mijn kindje
(ja)’

Woman, 70 years, two sons, experienced an unintended pregnancy: “...Als ik nu op
mijn leven, ik ben nu zeventig, als ik nu op mijn leven terugkijk, dan waren dat mijn
gouden jaren (ja). Het was hartstikke druk en ik moest heel erg zorgen, vier handen
tegelijk hebben maar ik heb het wel gedaan.”
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Abstract

Background

Recent studies revealed an elevated likelihood of uninfended pregnancies among
women with psychiatric disorders compared to their counterparts without such
vulnerability. Despite the importance of understanding family planning decision-making
in this group, qualitative inquiries are lacking. This study explored family planning
decisions among women with psychiatric disorders.

Methods

Utilizing @ qualitative approach, three focus group discussions were conducted with
purposive sampling: women with a history of uninfended pregnancies (N=3), women
without children (N=5), and women with a history of infended pregnancies (N=9), all
of whom had selfreported psychiafric disorders. Using thematic framework analysis,
we investigated the themes "Shadow of the past," reflecting past experiences, and
"Shadow of the future," reflecting future imaginaries, building upon the existing
"Narrative Framework."

Results

The Narrative Framework formed the foundation for understanding family planning
among women with psychiafric disorders. The retrospective dimension of focus group
discussions provided opportunities for reflective narratives on sensitive fopics, revealing
emotions of regret, grief and relief. Childhood trauma, adverse events, and
inadequate parenting enriched the "Shadow of the past". The "Shadow of the present"
was identified as a novel theme, addressing awareness of psychiatric disorders and
emotions toward psychiatric stability. Social influences, stigma, and concemns about
fransmitting psychiatric disorders shaped future imaginaries in the shadow of the
future.

Conclusion

This study enlightens how family planning decision-making in women with psychiatric
disorders might be complex, as marked by the enduring impact of past experiences
and societal influences in this sample. These nuanced insights underscore the necessity
for tailored support for women with psychiatric disorders.
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Background

Unintended pregnancies (UPs] (pregnancies that are mistimed and/or unwanted)
account for up to 50% of all pregnancies worldwide'. UPs have a tremendous impact
on pregnant women®, their newboms and society, as they influence the risk of mental
health disorders such as perinatal depression, impair parent—child inferactions, and

25 This impact is especially relevant to patients with

increase parenting  stress
psychiatric vulnerability [present or past psychiatric disorders), as they have an
increased risk for UPs and an increased risk for adverse pregnancy and birth

outcomes irrespective of pregnancy planning  sfatus®!!.

Hypotheses on  how
psychiatric vulnerability contributes to challenges with family planning include
difficulties adhering to  contraceptives, oversight, planning and  reproductive
autonomy'21¢. These hypotheses are mainly based on quantifative studies, which do
not explore the individual experiences of pregnant women and expectant parents. To
date, some qualitative studies have explored the experiences of UPs of women without
psychiatric vulnerability. These studies describe pregnancy infentions as complex
processes influenced by extrinsic factors, such as social, financial and relationship
status, and intrinsic factors, such as the emotional and mental health status of the
pregnant woman'/+'8. The impact of UPs on the lives of the interviewed women varied
greatly and included experiences of guilt, selFblame, stress, worry, interpersonal

1920 It has not yet been explored whether similar

conflict and  sociefal stigma
processes apply to women with psychiatric vulnerability. Previous research on family
planning perceptions of nonpregnant women with psychiafric vulnerability revealed
specific concerns such as the transmission of psychiatric vulnerability, parenting skills
and bonding capacities with children?'2¢. Based on these qualitative findings, we
hypothesize that in pregnant women with psychiatric vulnerability, factors related to

mental health may specifically impact the experience of UPs.

This study aims to explore how women with psychiatric vulnerability experience
unintended and ongoing [i.e., nonaborted) pregnancy journeys. We also include the
partner’s perspecfive on women’s pregnancy journeys, as the pariner’s perspective is
offen overlooked in studies on UPs, and litfle is known about their experiences?’. To
support women with psychiatric vulnerability and UPs emotionally and practically, it is
crucial to understand the challenges these women encounter and the needs that are
derived from those challenges. Understanding women's selfexpressed needs is key in
developing family planning programs tailored fo the needs of women with psychiatric
vulnerability.

@ In this article, the word ‘'women’ represents persons who are assigned female sex at birth and identify

as women.
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Methods

Research design overview

A prospective qudlitative research methodology was adopted o gain a deep
understanding of women's lived experiences over time. We conducted semi structured
interviews during pregnancy and after delivery that used a narrative approach. The
analysis was grounded in the phenomenological tradition, and we adhered to the
principles of inferprefative phenomenological analysis (IPA)2827. The IPA fits the aims
of the current study, as it sefs priority to the individual experience, has a mission in
providing a detailed and nuanced analysis of people’s experiences, is appropriate for

12830 and focuses on a specific context®'. Additionally, IPA appears

studying life even
suitable for amplifying the concerns of underrepresented groups, such as women with
psychiafric  vulnerability whose experiences are currently understudied®?. The
Qualitative Design Reporting Standards of the American Psychological Association

were followed to ensure transparent reporting®?.

Researcher description

The position of the researchers holds specific relevance in any study conducting IPA,
as it adheres to the double hermeneutic position: the researchers affribute meaning to
how the participants affribute meaning to their own experience®*. Credibility was

° involving multiple researchers with

enhanced through investigator triangulation®
diverse backgrounds. NS is a medical doctor with experience in the field of obstetrics
and perinatal psychiatry; HS is a midwife with special knowledge of and inferest in
international public health; ES is o medical doctor with experience in psychiatry and
obstetric care for marginalized groups of pregnant women; ME is a postdoc
researcher who has lived experience in perinatal psychiatry and is an employee of
organization  MIND (the Dutch mental health patient and family umbrella
organization); NJ is a posidoc researcher with methodological expertise; MP is a
senior researcher and perinafologist; OH is a senior researcher, psychiatrist with
expertise in hospital psychiatry and has lived experience with UPs and psychiatric

vulnerability; and BB is a senior researcher and psychiatrist with perinatal expertise.

Participant selection and recruitment

Recruitment took place between March 2022 and February 2023 among all patients
who visited the perinatal outpatient clinic of OLVG because of psychiatric
vulnerability. We included pregnant women who perceived their pregnancies as
unintended, were willing to discuss their pregnancy joumeys, were aged 18 or older

(G,
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and seemed proficient in Dutch or English. We excluded women who were
diagnosed with infellectual disabilities, as defined by the Diagnostic and Statistical
Manual of Mental Disorders (DSM-5), or who had a florid psychofic sfate, as
diagnosed by a consulting psychiatrist at the clinic. Pariners of pregnant women were
invited for the study, irrespective of their mental health status. Eligible women were
informed about the research during routine clinic visits between nine and 34 weeks of
gestation and were invited by a researcher via email or telephone. The consulting
psychiatrist did not parficipate in the interviews. When pregnant women agreed to
participate, patient information files and informed consent files were sent via email.
The pregnant woman was asked if there was a partner involved and if this partner
wanted to be interviewed foo, separately or together. Participants were also invited to
bring a support person fo the interviews, as the inferview fopic might be perceived as
sensible. Participants and partners were invited for two consecutive interviews—one
during pregnancy and one within three fo six months postpartum—to capture their
experiences with parent-infant bonding. Participants could also bring their newborn to
the interview. Participants received reimbursement for their time and fravel expenses.
Purposeful sampling enabled the inclusion of participants with UPs, a willingness to
discuss the topic and varying psychiatric vulnerability. In accordance with the IPA
principle of including a maximum of 10-15 participants, we halted data collection for
11 participants??.

Data collection

The interview guide (see Appendix 7.1) was developed based on qualitative data
collected from focus groups with the MIND mental health panel*¢. Throughout the
study, the interview guide was modified to accommodate any new themes that
emerged during the inferviews. Employing a semi structured interview format allowed
participants the flexibility to share information beyond what was specifically asked
about, providing an advanfage in capturing unanticipated insights®”. All inferviews
were conducted by two researchers: one as an interviewer and one as an observer
rotating roles). The interviews were conducted either via videoconference using Zoom
or at OLVG hospital, depending on the participant's preference, and were audio
recorded. During the interviews, the researchers made notes and captured nuances
such as body language and facial expressions to supplement the audio recordings for
a more comprehensive analysis. Participants were invited to read their summaries and
comment on the inferpretation of their narrative.

G,
(G,
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Data analysis

The recorded interviews were transcribed verbatim. We generated summaries and
shared them with participants for credibility checks. Data analysis was conducted by
two researchers (NS, ES) and a patient investigator (ME), who offered diverse
perspectives to enrich trustworthiness. The IPA was conducted using ATLASHi VQ.1.
We adhered to the steps described by Charlick and colleagues and applied a
completely inductive approach to the dafa analysis: reading and rereading transcripts
(NS, ES, ME), initial nofing of franscripts, by making descriptive and conceptual
comments, including emotional expressions (memos are consulted in this step) (NS,
ES), developing emergent themes (NS, ES), searching for connecfions across
emergent themes (NS, ES), moving fo the next case (NS, ES), and looking for patterns
across cases (NS, ES)?®. In this latter step, an analytical framework was built,
including participants' narratives as columns and emergent themes as rows. Thus, it
was possible to focus on the individual narratives before making interpretations at the
group level. The last step included taking interpretations to deeper levels from multiple
perspectives by discussing remarkable findings in a group meeting (all authors).

Results

Demographics

Eleven participants were included and interviewed during pregnancy: nine pregnant
women and two male partners (one interviewed together with his partner and one
interviewed separately from his pariner). Of the eleven participants, six also
participated in the postpartum interview (five women and one male partner
interviewed together with his partner). The loss to follow-up of five interviewees was
due to not having mind space fo participate (n=1) or not responding to the invitation
(n=3), and one woman explained that she had lost her pregnancy (n=1). None of the
participants requested alterations to their narrative in the summary. Table 7.1 shows
the demographic and psychosocial characteristics of the participants. Five women
were born in the Netherlands, four in other countries (North America, Europe and
South America) and two pariners in the Netherlands.
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From the IPA, four main themes were identified (see Figure 7.1). The order of the
themes displays the chronological narrative approach of the two consecutive
interviews during and after pregnancy. ‘Ascribing meaning to the unintended
pregnancy’ describes the discovery of the pregnancy, the decision-making process
and how the pregnancy became a reality. The ‘Impact on mental health’” theme
displays how psychiafric symptoms evolved and changed because of the UP and how
a desire for a safety net with pillars of support appeared. The ‘Coping’ theme follows
with a description of the coping mechanisms that were adopted. The lost theme,
‘Parenthood’, links the imaginations and expectations during pregnancy with the
postpartum experiences. The subthemes offer further depth and interprefation of the
data. The following paragraphs illustrate the findings with quotes from the participants
and, when applicable, from the partners of participant 1 and participant 2.

— — — —
ti toms: mi . L L
ancep on by [ Symploms: mixed — One step af a time —  Redlity kicking in
misconception and more
- - - -
EE— SEE— EE— E—
Not sure of my I Breaking old Transition fo
o Perceiving stigma —
infentions patterns motherhood
- - - -
— — — —
A line as thick as In need of a safety Seeking pillars of
- — — I Personal growth
could be net support
- - - -
— —
My decision fo From a father's
make perspective
~——— ~——

Figure 7.1 - Organization of themes and subthemes.

Ascribing meaning to an unintended pregnancy

The first theme delves into how participants aftributed meaning to their UP. This
process included perceptions about the risk of a pregnancy, the presence or absence
of pregnancy intentions prior to the UP, the discovery of the pregnancy and the
decision-making process thereof.
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Conception by misconception

Several participants actively fried to avoid pregnancy and took precautionary
measures by using confraception, while others who did not want to become pregnant
did not use contraceptives or alternative methods.

For example, participant 7 used a copper intrauterine device for contraception to
prevent pregnancy. Despite the use of this longacting confraceptive, she became
pregnant. Parficipant 8 used a birth control app that tracked her cycle using body
temperature and predicted fertile days. She was under the assumption that this would
help her avoid pregnancy.

"I was not on any hormonal hpe of birth control. After my second baby | was for some
time on the pill. But | didn't like being on hormonal birth control, so | decided o try a,
it's like a natural, it's, | think it'’s called [name aqpplication]. Which is like subscription-
based hormone free fracking app where you track your basal body temperature every
mormning. Uhm, so I've been doing that in order fo avoid fertile days. And I've been
doing that successtully for a few months. But then my period was supposed fo come
and then a week went by and there was no period. And then [ thought, uhm, maybe
time o check? [speaks with sarcasm]. And uh, sure enough it was positive. So that's
how [ found out." [Participant 8)

Participant 2 commented that she considered herself to be less fertile due to her
previous eating disorder. This misconception about her own fertility made her feel less
at risk of becoming pregnant and resulted in her not using contraceptives.

1...] with that eating disorder, | didn't know because | got my period so late, whether
/ was even fertile. " (Participant 2)

No other participant indicated that her psychiafric vulnerability was (indirectly) related
to the UP. Some participants assumed that they were using a form of contraceptive at
the time of conception, such as participant 1, who explained that despite the use of
condoms, she became pregnant. Her astonishment affer she became pregnant
illustrated how she was not aware of her risk of becoming pregnant.

It's not like we had unsafe sex, we just used condoms in the meantime, but st
somehow, | got pregnant. We were on vacation in [country], and | was supposed fo
have my period that week, and | was a bit bloated, and then | thought: well, how is
that possible?” Participant 1)
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Participant 5 explained how she assumed that due to her age, she would have
difficulty conceiving. This led her o not use contraceptives and increased her risk of
pregnancy.

I was thinking because | also have a lot of friends and cousins, they are Irying fo
have babies, like they are around 37, 38, and they cannot have, right. And then |
was like, okay, now I'm 39, | will not have a baby. And then | stop being caretul,
that's what happened. " (Participant 5)

Not sure of my infentions

The pregnancy infentions of several participants were ambivalent. This was illustrated
by contradictory behavior toward preventing a pregnancy. Participant 2 and  her
partner both illustrated the ambivalence that she felt toward motherhood. She used
folic acid but af the same time tried to prevent pregnancy.

"Yes, but when | think about it, it felt very surreal at the time as well, also because you
think; I'm getting off that birth control, and we have those conversations, but it actually
feels like it's not necessary because you think it’s not going to happen or something."
(Participant 2)

Then, her pariner added:

‘But | did laugh, you know, because we've offen fold people that it wasn't entirely
planned. And then you said you were already faking folic acid, and people were
really looking at us like: how can those two things coexist?” (Partner participant 2)

Participant 2 further commented that her pregnancy also caused relief. Now that she
had conceived, she was positively fertile. Thus, the pregnancy had significance, as it
prevented her from having to deal with the uncertainty of not conceiving in the future
and/or dealing with the disappointment of not conceiving at the desired fime.

I'm also glad that it happened suddenly, indeed, because if | start thinking about
actively stopping, you know, or actively hying, that also brings a lot of fear and
tension. Because then you'll be disappointed every time. And each time you'll think,
Oh, it's not happening. " (Parficipant 2)

Although her pregnancy caused anxiety, she would have felt disappointed if she

could not become pregnant right away. She explained that her fear of becoming a
mother confributed to her ambivalence toward this decision.
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Moreover, participant 2 described becoming pregnant as a passive act, as
something that ‘happened’ (participant 2). More participants described the pregnancy
as something happening to them, instead of an act in which they were involved.

1 was happy at the beginning, or so, because um, wel| Ive been doubting
motherhood my whole life. [...] So, | was happy because I thought: it's happening o
me. And there's no befter opportunity, because then | don't have fo decide myself and
then it's just very good. " Participant 3)

Out of fear of consciously considering motherhood, participants 3 and 7 were happy
that the surprise of the UP itself had prevented them from making the decision and
planning to have a child. It may be inferpreted that making the decision to become a
mother was something participant 3 did not want to do herself. From her narrative, it
becomes clear that she feared being a mother. This might explain why she was
relieved that she did not have to make the decision to have children herself.

"Yes, real panic. | dreamed, had nightmares about that list of things to get. and, and
about breastfeeding not working out, and also about yeah, not being fun at all,
maybe as a mother or something. Those kinds of fears. " (Participant 3)

Participant 7 echoed this experience by commenting that she did not want to make
the decision fo become a mother unless she was absolutely sure she would be a good
mother. The UP had cleared the road for her on that account, as now she did not
have fo take on the responsibility of deciding.

! think otherwise, maybe | would have thought that | always thought | have fo be very
sure that Il be a good mother. And as long as I'm not very sure about that, | don't
want it. And now. [it's alreadly here...]" (Partficipant 7).

For two women, the pregnancy was not only mistimed but also unwanted. These
women did not wish fo become pregnant sooner or at any time. For participant 8, the
pregnancy felt like a personal punishment from God for not being careful enough. She
described that she felt o need to take responsibility for it herself and bear the
consequences by herself.

! had o just go through with it and that's you know, my cross fo bear and it's my fault
because | wasn't caretul enough. And veah, that just you know, God punishing me."
(Participant 8)
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Her repeated use of the first person, ‘I, may be interprefed as her feeling lonely in the
decision-making process and her fully taking responsibility for the situation herself.

For participant 5, pregnancy was mostly perceived as a threat that caused her
anxiety. She foresaw a future in which she would become a mother through adoption,
as she feared newborns. She had never considered carmying a pregnancy herself.
When asked how she had experienced her pregnancy thus far, she expressed her
fear of the changing life plan and prospects of pregnancy.

'Not good, ehh, because | was not planning to have a baby. | never wanted. And
so, | was not feeling okay at all. Because I you know, when you don't plan
something, you have a plan. And then suddenly everything changed. So, it's a bit
shocking. And the fact that |, | never wanted a kid, it's kind of really a bit. yeah, it
drove me a bit anxious and, like, the not knowing what to do and what | want [...]. It
has not been easy. It's kind of hard for me." Participant 5)

The words she used to verbalize her account of the situation seemed to undervalue the
severity of her mental health symptoms, which became apparent during the interview.

A line as thick as could be

UPs evoked varying reactions from the participants at the time they were discovered;
none of them were initially positive. The words the participants chose when
verbalizing their discovery illustrated how they assigned meaning fo them and
expressed their shock and surprise.

Participant 5 realized she forgot to mention her pregnancy in the inferviews'
introduction, exemplifying the denial of her pregnancy.

Interviewer: "Fhm Wé’// C7/7C7/ O/ course, we are inferviewin ou as Wé’// bé’CC]USé’ ouU
4 4
are p/’é’g/?d/?/‘. !

Participant 5: "Yeah, yeah, ah yes, I'm pregnant. [laughing] Oh, my gosh.

The laughing may have implied that she was ashamed and in shock by how she
forgot to mention the pregnancy in her introduction. In contrast to her verbal denial of
pregnancy, she shared her bodily experiences. She explained that she could not
sleep anymore, implying that there were things changing due to her pregnancy, but
the pregnancy was not yet conscious.
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1...] The only thing is that I'm not sleeping anymore. I'm having toubles, sleeping. But
| don't have anything [pregnancy sympioms] right. | just feel, | still didn't digest the
idea that I'm pregnant. | think when [ falk, I'm like, okay, if you see in the introduction,
| even forgot about it right? Its kind of for me, its. Yeah. Its, ehh, it has been hard fo
admit that I'm pregnant. That's the fruth. " [Participant 5)

Participants used various words fo verbalize the shock they were in affer discovering
the UP, which marked their experience.

"And the line was like as thick as it could be, it was like ‘you are pregnant’ | was just

like 'God dammit"" Participant 4)

Her expression gave a negative tone fo the discovery. Participant 6 started speaking
quickly and repeating her words when sharing the discovery of the pregnancy. Her
words mark astonishment but also acceptance.

"So ehm, so with my boyfriend, we actually met only like six weeks before we leamed
that we are pregnant. So that was like, we were like, oh my God. That's, that's way,
that's way too soon, right? And it’s like, and we, we didn't plan for it. We didn't
expect it. It happened. IFs, it happens. " Participant 6)

My decision to make

The decision fo continue or ferminate the pregnancy was dependent on infrinsic and
exirinsic factors. The most important intrinsic factor was the presence or absence of a
(latent) desire for children and of a future family. The following participants responded
that they would want to have children in the future: "We knew we wanted fo have
children” (participant 4) and "We alays wanted to, we knew we wanted children.”
(participant 2), "And | was also very clear since the very beginning that |, | do want fo
have kids." participant 6). Aside from a desire for a family, women's age and fear of

not conceiving in the future played a part in accepting UP.

1 tuned 39 this year, | was 38, of course. | also thought: yeah, whatever comes now
is wanfed."(Participant 3)

Second, participants valued bringing a child into the world after having met cerfain
conditions, such as having a paid job, housing and adult age.

Just getting everything a bit sorfed indeed, and basically, you know, we both have
good jobs, and we can financially raise a child just fine, we have the space for it. so

163



Chaopter 7

yeah, if we both complefely stand behind it then there's actually nothing that. yeah,
shouldn t go well now. " (Participant 1)

Seven expectant mothers considered being in a stable relationship to be an important
reason for pregnancy; the possibility of becoming a single mother was seen as very
negative. The role of a supporting partner was specifically discussed by participants
as an exfrinsic factor that influenced the decision-making process.

1...] 1 would never want to do this alone. like it | was unexpectedly pregnant and /
wasn't in a relationshijp. Yeah. with someone who | would feel confident having a
child with, like | would have had an abortion, no question." (Participant 4)

The decision to mainfain or abort the pregnancy was mostly made with the pariner.
This was illustrated by participant 7, who repeatedly used the ‘we' form when
discussing the decision.

"And then, um, yeah, then we had decided fo keep it. Um, and we both stood
behind that decision as well." Participant 7)

This view was shared by participant 6. By her recurrent use of the ‘we' form, she
illustrates how the process of becoming pregnant was a process for which she took
responsibility together with her pariner.

7...] So, its 100% on us. Its like [...] we are adults, we are smart. We know what
could have happened, right? So, its like, so in this sense, it was no one's fault or like
ehh, no one did anything by puipose or whatever. If's just, yeah, we just, we were
Just not caretul enough. " (Participant 6)

This was aft odds with the experience of participant 8, who felt pressured in her
decision to maintain pregnancy. Her partner’s wish was to maintain pregnancy as the
dominant argument in her decision-making process.

"My decision to keep it wasn't really my own. It was more, | think, fear, that if it ever
did come out that would be something unforgivable fo my husband.” (Participant 8)

However, in a different manner, participant 7 joins in the impact of the partner’s

perspective. She would not want to force the pregnancy on her partner and could
only pursue the pregnancy with his consent.
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‘But if he [pariner] was very negative about it, then | would have found the choice
harder because then 1d think, okay, but then I'm bringing a child info the world that
he never sort of asked for. So, I found that to be a big facior, how he felt about it."
(Participant /)

Participant @ also doubted that she should continue her pregnancy, as the biological
father was not involved. Affer careful consideration together with her general
practitioner, she undersfood that her cognitive approach fo decision making was not
helping her. She shared that, resulting from her youth trauma, she had difficulty
verbalizing her feelings and emotions. Thus, when she found herself buying a toy, it
was clear for her she wanfed to become a mother. This experience was a furning
point for her. When talking about it, she cried, indicating the significance of this
turning point. In addition, in the last phrase, she verbalized how this turning point
developed her from an individual with a dilemma to a team (she and her baby) with @
new purpose:

'In the meantime, of course, there's a lot going on inside you. You start weighing all
sorts of considerations and, um, yeah, then | bought a litle cuddly foy. So that was
actvally the sign for me that | couldn't.. [emotionall. [...] And affer all sorts of
questions and answers, it was just clear: this is how it's going to be and, um. And
we're just going fo do it fogether. She and | together. Yes."(Participant Q)

Participant 1 and her pariner shared similar thoughts on the difficulty of decision
making. They pointed out how the woman is the one making the decision as she
carries the pregnancy. This was a challenge for participant 1, as she wanted to
maintain pregnancy.

"That my partner was really like, 'oh shit, but we're not ready for this." Um, which
made him more inclined towards abortion in the beginning, and | had a lot of
difficulty with that because | thought: yes, you can't make that choice for me, and
what if we can't come fo an agreement on this fogether Because, well, yeah, it's in
my body, | immediately felt like | have to protect this, and of course, he doesn't have
that feeling. " (Participant 1)

For her pariner, it was a challenge because he had doubts about continuing the
pregnancy, but he agreed that she was in charge of the decision.

"Yes, initially she was of course a bit sad that | sort of hinted in my response that |
wasn t actually ready yet. or something like that. While of course, the choice actually
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always lies with the woman initially, right. when a woman is pregnant. So, um, yeah,
that was a bit difficult, but well." Partiner participant 1)

Impact on mental health

For all women, UPs impacted their mental health during pregnancy. Moreover, UPs
interfered with preexisting mental health symptoms or caused new-onset symptoms.
The subthemes below describe what symptoms occurred, how they impacted women's
journeys and how they fueled a desire for professional help.

Symptoms. mixed and more

A range of mental health symptoms, categorized info three groups, illustrated women's
pregnancy journeys. The first group of symptoms was marked by childhood memories
and fear of motherhood, as participants had negative parenting experiences during
their own upbringing. For participant 2, her symptoms of posttraumatic stress disorder
resurfaced during pregnancy. Her childhood flashbacks caused a burden during the
first trimester of pregnancy.

"And that actually made me very bleak, and yeah, | felt really bleak all the fime.
Because | also kept having those flashbacks all the time. [...] and that, | think, made it
so heavy. " (Participant 2)

Participant @ had vivid dreams about her upbringing. She herself commented that the
resurfacing of her youth trauma subconsciously occurred, as occurred in her dreams.
She mentioned before that she has difficulty verbalizing her feelings due to her
childhood fraumatic experiences, but in her dreams, they reappear.

I think that happens a bit subconsciously. Because | dream a lot about that

[upbringing]." (Participant Q)

The second group of symptoms is related to the unexpectedness of the pregnancy,
which had a profound impact on participants’” mental health, especially during the first
and second frimesters of the pregnancy. For participant 8, mixed emotions marked her
pregnancy journey. She also expressed anger toward her partner and toward herself
for lefting this pregnancy happen. This anger was fueled by the fact that she had @
previous UP. The words used by the participants mark these emotions.
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"And at this point I'm blaming myself a lot more. You know like anybody can make a
mistake once, but wice? Now | blame myself a lot. And | blame, you know, my
husband. " (Participant 8)

Participant 3 described the emotions related to the UP as ‘grief coming over me'. This
experience was linked to moumning her past life as an individual.

"The fear is fotally focused on my own life. So, I really had to, really mourn, I thought.
/ really felt grief coming over me. " [Partficipant 3)

Participant 4 also mentioned grief, which she related to the loss of autonomy over her
body, as her body was in service of the baby.

1 still don't like being pregnant, | don't like it. | feel like my body is like, like | keep
calling myself like ‘the vessel’. | feel like my body is taking over not just physically but
hormonally speaking and mentally. [...] Like | miss feeling like me. " Participant 4)

For some pregnant women, these emotions resulted in a prolonged state of anxiety or
depression.

1 just kind of feel resigned and defeated like... It's over, | give up. You know, stop
having dreams. Because something will come along o dash it, so."Participant 8)

Two participants described how the uncertainty of the situation led them to despair.
They both felt so desperate that suicidal thoughts arose. Participant 1 felt like she was
going crazy because pregnancy was something she absolutely did not want.

"I went to my doctor and then | said: | don't want fo have a baby. | am going fo get
crazy. I'm going to kill myself because | don't want this. This cannot be happening.”
(Participant 5)

Participant 3 shared this view. She (at first) wanted to get rid of the pregnancy; she
felt a strong urge to terminate the pregnancy.

It was just a low point. | just wanted fo get rid of it [pregnancy]. Besides being
svicidal, | also just thought get it out. | don't want this anymore. " (Participant 3)
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Finally, the third group of symptoms is inherent to the pregnancy itself, as pregnancy
changed women's preexisting psychiatric symptoms and caused new symptoms, such
as nausea, mood swings and irritability:

"And uh, that mainly has to do with the increase in uh, compulsive Iraits in my
personality. So uh, that became bothersome at a certain point, and uvh, probably also
a combination of hormonal factors along with, uh, a cerfain psychiatric sensitivity,
call it that now. Uh, that kind of triggered each other a bit more and that came fo the
forefront again. " (Participant )

For participant 1, symptoms that she previously experienced due fo her bipolar
disorder resurfaced.

"That I'm just very easily irritated now and more emotional.” (Participant 1)

Her partner, in his own interview, agreed with participant 1 by indicating how he felt
about the pregnancy impacting her mood.

'Um, she can occasionally react very sensitively and emotionally, and | think you see
that during her pregnancy, inflvenced by hormones, a bit more strongly. But | don't
really feel like there's also a psychiatric aspect that's very difficult fo deal with."
(Partner participant 1)

A conversation between participant 2 and her pariner (who were interviewed
together] echoed this experience, where pregnant women and their partner had
similar thoughts on the hormonal impact during pregnancy.

Pariner: "That was really infense. It's tough that I... How?@ How can you tum this info a
fight againé"

Participant 2: "Well, | didn't like it either because | was really caught off guard by
that Yeah, and that was all too much.”

Although the emotional lives of women with UPs were marked by mixed and often
negative emotions, UPs had several positive effects on them. For participant 4, the UP
meant that she had successfully conceived, which caused her relief.

‘But | mean, | was ralking like 1'm healthy enough o get pregnant, and | can'’t
believe like, in the back of my mind before | was like ‘you know, 1] be sad if | can't
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have a child naturally’. | won't be devastated, but like | would feel sad. And | was
worried like maybe I'm infertile or something. And like no you are not, so there was
like a small silver lining there. " (Participant 4)

Perceiving stigma

Most participants had doubts about sharing that the pregnancy was unintended with
their social circle due to fear of negatfive reactions and stigma. Parficipant 7
commented on how her mother fried to influence her decision-making regarding
pregnancy.

"And then | called my mother io fell her. And then my mother did everything o y fo
convince me that | should have an abortion, while | had already made the decision
not fo do it and had stated that as well." (Participant 7)

Participant 8 shares this view. She did not share her sfory with her mother out of fear
that she would judge her.

1 didn't tell my mom for a long time because she was very against the second
unplanned pregnancy as well. [...] It was, it was you know a lot of pressure on one
side fo keep it and be positive about it. And on the ofher side it was pure negative
[...J, you've ruined your life’, like, there’s no way out of this. So, not really support
on either side.” Participant 8)

Aside from not feeling any support, these reactions from significant others created
hardship for the participants.

Stigma was also related to mental health problems, infroducing a double stigma: one
of the UP and one of the mental health situations. This is illustrated by participant 3,
who explains that she did not want to be open about her suicidal thoughts out of fear
that child services would take her child away. She illustrated the fear of being
perceived as a bad mother, which even made her suspicious.

"At the beginning | was also afraid. There was a constant focus on suicidal, svicidal’
/ thought; oh yes, if | now state very stongly that I'm suicidal, then my child will be
taken away from me later, or something, it creates a kind of suspicion.” (Participant 3)

Participant 1 further elaborated on the stigma that she endured due to her mental

health diagnosis. She feels that if something happens, others will affribute that to
hearing a mental health diagnosis.
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s still something that isn't discussed indeed, and I'm just afraid, [...], if they know
that there's something, and something happens at some point, that it will immediately
be attributed to that [diagnosis of bipolar disorder]. [...] Yeah, so that I'm not even
going fo touch that with a fenfoot pole. " (Participant 1)

Finally, some participants expressed the need for society fo change its perspective on
pregnancies and accommodate emotions other than happiness and content, as a
pregnancy can be experienced very differently depending on the pregnant person.
Participant 3 experienced that positive reactions are the norm fo any pregnancy,
despite the actual feelings of the expectant parent(s).

"Because then, yeah, | get a lot from many people: oh, congratulations! Oh, it's so
fantastic! And then | reply: well, that doesn't apply to everyone. [...] So, | do y fo be
more open about it, that not everyone is on cloud nine."(Parficipant 3)

Participant 5 agreed and showed how she felt supported by mental health
professionals [MHPs) who shared with her the stories of other women with psychiatric
vulnerability during pregnancy. The normalization of negative (or neutral) reactions to
a pregnancy made her feel better about the situation.

! think | created in my mind that every woman who gets pregnant is happy. And then
the obstetric caregiver told me: well, it's not like this. [...] There are a lot of women
that suffer, that they have bad feelings, bad thoughts. And then | was like, okay, so at
least | know that | am normal, let's say, right." (Participant 5)

In need of a safety net

All participants were actively seeking mental health care and other forms of support
with preventive measures to avoid worsening of symptoms during pregnancy and affer
childbirth. There were different motivations to seek help: preventing relapse or
fransgenerational fransmission, improving the baby’s wellbeing, and preventing the
worsening of psychiatric symptoms.

Participant 1 found it particularly relevant to prevent postpartum relapse of her bipolar
disorder in depression.

‘Because | do feel that I've done everything at least fo prevent any depressions or
issves." Participant 1)
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Participant 7 stressed the importance of prevention; she fried to prevent difficulties with
postpartum mother—child bonding by seeking help beforehand. Her transcript was
marked by her wish fo not perpetuate infergenerational patterns or fraumas.

"And seeking help or Irying beforehand fo do it as well as possible and seeking help
in that process. | believe you have that responsibility as a parent. " [Partficipant 7)

Both participants 1 and 7 showed responsibility and an urge for prevention, not only
freatment. Partficipant @ prioritized her child’s wellbeing by addressing it as ‘the most
important thing" (participant @). These words illustrated the significance of her child for
her during pregnancy.

"The most important thing for me was fo get to the perinatal psychiatry outpatient clinic
because there's also a pediatrician involved, [...] the most important thing is that the
unborn child isn't harmed." (Participant @)

Participant 3 echoed the view that taking care of your mental health situation is more
crucial when a child is involved and has fueled her wish for help.

71...] But it becomes dangerous when there's something, of course, growing inside
you, something beyond yourself- So, | did actally, [..] immediately called again on
Monday moming saying: | need help, otherwise it won't go well.” (Participant 3)

Participant 5 asked for freatment when she realized that her symptoms worsened.

"I went to my doctor and then | said: | don't want fo have a baby. | am going fo get
crazy. I'm going fo kill myself because | don't want this. This cannot be happening.
So, I was completely out of my mind and then | said: please, can you please help me
with some... ehm, | need that mental health support.” (Participant 5)

Although the participants expressed their own motivation fo seek help, there were
concems regarding the availability of mental health care for women with perinatal
mental health problems.

Participant 2 expressed that she lacked information about the effect of pregnancy on
her psychiatric vulnerability and where she could find treatment and support, even
though she had previously received psychiatric care.
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"At least an information day or something. So that you know if you're struggling with
things, you can go here or there. Even if it's at the perinaftal psychiatry oujoatient clinic
or something. Just fo have more information.” (Participant 2)

She also shared that it would be even more valuable if the MHP before pregnancy
had knowledge about the peripartum challenges instead of having to find a new MHP
in the peripartum period.

"But | think if there would be more information [...] whether a psychologist or so could
offer something like that, if you're already seeing a psychologist, that might be an
even befter step. " (Parficipant 2)

Participant 3 hoped that healthcare professionals would, in general, pay more
aftention to mental health symptoms to ensure early treatment. She saw this opportunity
for midwives.

"So, in addition fo the physical questions, maybe you could ask more, like: oh yeah,
and where are your concemsé Do you have a lot of worries? How is it going inside
your brainé Yeah, do you wake up feeling okay in the moming?” Participant 3)

Coping

After the discovery, the third theme exemplifies how women coped with UP and
cooccurring mental health symptoms during pregnancy.

One step at a time

Women adopted different coping mechanisms to address the unexpectedness of the
UP. Participant 5 illustrated how she concentrated on each day, without locking at the
future. This prevented her from feeling overwhelmed. At the start of the interview, she
denied her pregnancy. This coping mechanism of not thinking about the future could
indicate another form of denial of the current stressful situation that is the result of UPs.

"I never wanted a kid, it's kind of really a bit, yeah, it drove me a bit anxious and,
like, the not knowing what to do and what | want and ehm, but then. Well. I'm trying
fo, to concentrate on each day. " (Participant 5)

For participant 8, comparable coping strategies seemed helpful. She describes how
distraction is the way for her fo feel better.
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"I don't always want o sit there just like talk about my feelings because my feelings
are very negative. So fo feel positive, | need fo look outward of myself. So that's why
talking doesn 't really help but uhm coping | think is befter if | get to uhm kind of do
things that | still enjoy and love doing. And stop thinking about all the bad."
(Participant 8)

Additionally, participant & described it as just focusing on the positive”. She
commented on another helpful aspect of any pregnancy: its duration. The passage of
time helped her in accepting the pregnancy and adjusting fo the new reality.

"I was super, super weak, he [her partner] was depressed and it was like, complefely,
you know, ups and downs all the time. So that was not very pleasant, fo be honest.
But that passed for both of us. And more or less since the second frimester starfed, it's
like | started 1o feel better. He also started fo feel better emotionally. And right now,
we are looking forward to everything. " (Participant 6)

Breaking old patterns

Pregnancies made participants reflect on their own childhood and their parents’
parenting skills. As all participants and one partner spontaneously mentioned an
unsafe upbringing, they were motivated to meet their babies with unconditional love,
safety and healthy parenting skills and to break the chain of intergenerational frauma.
Participant 1 comments on doing so differently.

"We both have this feeling that we just don't want fo do it the way our own parents
did, actually.” (Participant 1)

For participant 2, the most difficult part was that she never experienced unconditional
safety. She was aware of that and would love to provide it for her child. It frightened
her that she has not had an example of this.

I don't know how it feels fo have, sort of unconditional safety, um, because /'ve never
experienced that, and | know; Il never feel that. Um, and in that aspect, that’s
something | would really want, so I'm working very hard on that. At the same fime, it's
very frightening that you don't know how that feels. So, planning to give something
you don 't know. " Participant 2)

Although women had often previously sought or received professional help for
psychiatric symptoms, the current pregnancy acted as the instigator of help-seeking
behavior. Participant 3 illustrates that for herself, she would be less motivated to seek
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help because she has been dealing with her own mental health issues for her entire
life. For her child, however, this perspective changes.

".. Like | said earlier: | don't feel like | would be doing it for myself. it'’s really for, for
my child. Yes, definitely. Because for myself | think, oh well, I'll survive, Ive known
that for 38 years, you know. Um, yeah, for your child, you just don't want that affer
childbirth, yeah, that seems tuly terrible, the bonding and if that doesn 't happen, um,
yeah, that." (Parficipant 3)

Seeking pillars of support

As illustrated in Theme 2, participants realized that they needed professional help for
the mental health impact of UPs and that as a coping mechanism, they actively sought
pillars of support. MHPs formed one pillar of support, which positively impacted the
pregnancy process. Parficipants 3 and 4 both described how the help of an MHP is
of additional value during their pregnancy, in addition to the help from family, friends
and midwives.

I feel heard, which is really great. Besides having your family, it's just really nice fo
have professional pecple who, um, think along with you and are willing fo do
everything they can fo help you, and that's special. | feel very supported in that
especially from the midwife who fook action so quickly. My doctor was also very
prompt.” (Parficipant 3)

‘So, | feel very like, helped by them [MHPs]. And then if | have stuff that has come up,
with mental health. Like | know the midwife maybe isn't the right person fo help me,
but | feel like | could contact them [...]. Like, they would know how to point me in the
right dlirection. " (Participant 4)

Women also received support from other pillars of support such as friends [participant
4] or family (participant 7).

"We have like one couple of friends who has kids and then there's a couple that lives
down the street that we've kind of made friends with who have kids. So, it's nice just
having people who also have children.” (Participant 4)

1...] well, my father found it very nice, he was very enthusiastic when | called that |,
uh, so that's nice. All my girlfriend’s were, uh, uh, quite supportive and they all found
it. well, | also had a friend, you know, who was there when | did my pregnancy fest.”
(Participant /)
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Participant 1 shared how her pariner's mother had a role in the decision-making
process regarding the pregnancy. Her support helped her pariner accept UP.

"And at one point, | said to him: well, call your mother because | know he always
listens fo her, that he, well, can just have a good conversation with her. And affer that
phone call, he suddenly completely changed his mind, [...] then suddenly he was like,
wel|, ‘then well just do this’, and um, then | also thought: ‘huh, so yeah, that was a bit
strange’, but it did help in that sense indeed fo really talk to people about it [...]."
(Participant 1)

Parenthood

The fourth theme illustrates how parenting began during pregnancy, as women had
bonding experiences with their unbom child. The theme further describes how
participants experienced the first weeks to months of parenthood compared to their
expeclations during pregnancy. looking back on their pregnancy joumeys,
participants experienced growth on an infrapersonal level, as well as interpersonal
with their partners.

Reallity kicking in

The bodily sensations that were related to pregnancy had different meanings, as
derived from the franscripts. Participants felt as if the babies were ‘real” when they
experienced their movements. Feeling the baby also enhanced the growth of the bond
between the mother and the baby. Additionally, fetal movements reassured the
expectant mothers of the baby’s health.

"And when | started feeling it more, then it becomes... real, you know. This is real,
there is really something in your belly. And as you're geffing closer o the end, | do
feel it more fo a greater extent. Uh, throughout the whole day, it's more, well, more
realistic or something like that." (Participant 2)

"Because | actvally found it mostly abstract. Only now, I'm starting fo, | think that's why
I'm calmer. He kicks all the time, so he's always busy. " (Participant 3)

For participant 6, fetal movements had metaphorical significance. For her, the
movements of her baby created imaginations of her future.
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"Yeah, I'm also like laughing a bit like that because she's moving really a lot. So, I'm
laughing a bit that she will be either a dancer or a kickboxer in the future.”
(Participant )

The reality of having a baby was also instilled by ultrasounds, which play an
important  role in  visualizing the baby. This happened both literally and
metaphorically. Participant 1 explained how she imagined her baby physically look
like his father on ultrasound. Interestingly, she also comments on his character. As the
baby is in a breech position, doing things differently from others. In this way,
ultrasounds enhance fantasizing about the baby.

"Yeah, they really saw those long legs in one of the first ultrasounds, | thought: oh,
that's really my boyfriend, and in the 3D ulrasound, you can really see his face in
there, so, yeah, I'm curious. So far, he's doing everything in his own way, the fact that
he's even being born is, of course, not initially a choice from uvs. And, yeah, | just think
he's very stubborn, he was in breech position, so, yeah."(Participant 1)

Another meaning of fetal movements was the creation of a bond between expectant
mothers and babies. Participant 4 described how she feels love toward her baby as
she makes contact with her belly.

"And | feel fendemess towards him, | feel a lot of love towards him. like last night,
normally he is very active at night, he wasn't active last night, and | was like | can't
fall asleep until | felt him move. Because 1, | was like | need to make sure he's still
alive." |Participant 4)

Contrary to the positive feelings and ideations that resulted from fetal movements or
visualizations of the baby on ultrasounds, fears regarding the pregnancy were also
metaphorically described. The inferview guide specifically addressed any ideations or
fears regarding the unborn child. Women gave substance fo these fears by
fantasizing about the baby.

'/ think once | know that, that | can begin to kind of. again like personify or humanize
it a little bit more. Because at this point it's just a thing, like this unmortise thing that is
in me and wreaking havoc on my sanity. " (Parficipant 8)

"I am really scared. About newborn babies. VWhen | think about it, |, well it’s... | don't

know. | have a bad feeling about it. But | love a child. So, it's, it's inferesting because
! love child, but | love, |, when | see the child is like affer, affer they start walking. So, |
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love them, but before that, I'm really scared. | never. Fhh, yeah. Usually, | don't like
even fo touch them."Participant 5)

Transition to motherhood

As new parents, participants were surprised by the way in which bonding, love and
profecting the baby could occur, even though not all participants had a healthy and
safe parental example themselves. From the moment of birth, participants felt a shift in
priorities. Love for the baby also prioritized their wellbeing over other aspects of life.
Participant 2 illustrated this as being less willing to head back to work after her
matemity leave.

1 really feel such a bonding. [...] Then there's really this kind of profective feeling that
you couldn't even imagine during pregnancy. Because | really couldn't imagine that
it's really there now. Mmm, that's very special to experience and very different from
what | thought." (Participant 2)

Participant & expressed her love for her baby through communication during the
inferview, which was marked by her talking to her baby, addressing her with positive
nicknames and making nonverbal contact.

Ttalks to baby] Oh, yeah. Fure joy [name baby] Fure joy. Yeah. Al right. Al right
Baa! Baa! Baal Baal Are you happy, baby? Now, Are you happy, baby? Now?é
Yes."(Participant 6)

Participant 1 showed how she prioritized her baby by using superlatives.

"Yeah, he's truly the most important thing in my life, and Id do anything for him. The
most important thing for me is that everything goes well with him and that he becomes
happy. " Participant 1)

Prioritizing the baby's wellbeing also had its downside. For participant 7, her focus
on preventing frauma fo her baby put considerable pressure on her. She experienced
the responsibility of parenting as a challenge.

Participant 7: 7 find the responsibility sometimes a bit overwhelming, you know.
Suddenly, with everything, you think, ‘Okay, but what if | mess this yp?' And | know it

doesn 't happen because of one thing, but sometimes | do think that.”

Interviewer: "And what kind of things are those@”
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Participant 7: "Well. first they said you should look at him all the time when you
breastfeed him, and | just can't do that. [...] | do find it occasionally quite difficult
when [ think, ‘Oh, but what if he looks at me and | don 't look backe Will it rvin him@"

Personal growth

Llooking back on their experiences as being pregnant unintendedly, personal growth
was noted in terms of declining mental health symptoms, finding a purpose in life,
experiencing love in new ways and finding befter ways to communicate within
(partner) relationships. Partficipant 2 explained that she felt an urge to continue with
her life for her child, even though negative emotions were still part of her daily life.

Also, that even if | am anxious or something, | still have o carry on. [...] That | have
fo be there for her or something. " (Participant 2)

looking back on her pregnancy experiences encompasses her fear at the very
beginning of the pregnancy journey.

"Yes, so about getting unintentionally pregnant indeed. And then | found it very scary
and thought it's not the right moment. But now [ really feel like | would never have
wanted it any other way. | actually could have had children earlier because my body
Just knew it so naturally. We both feel like it has tuly enriched us. " (Participant 2)

Participant 4 expressed surprise with the way things turned out by saying "it's funny’
She never expected this unplanned pregnancy to turn info this amount of love for her
child. By calling it ‘magic’, she marks the significance of this experience.

"I mean, its, it's funny like, yeah, he was unplanned, but, like, I'm so happy that he's
here. [...] part of my heart is, like, now exists here and. and like, | love him so much.
Like | never knew | could love this much and, like, feel this like, joy. | never felt
anything like this before. Like, | really feel like I've, like, unlocked a new world of, like,
internal joy and love and, like, magic that | never thought was possible."
(Participant 4)

Participant 7 found a positive aspect of the growth of her relationship with her partner.
Her child makes her feel a need to repair after conflict, whereas in the past, she
wanted fo leave in conflict.
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1 think my relationshijo with [pariner] has improved in that aspect. But more so, | think
I've become better at it. In the sense that in the past, | had more of the feeling that |
could always leave. " Participant 7)

For participant 1, the UP motivated her to set boundaries. Before her pregnancy, this
was challenging for her. During pregnancy, her mofivation was fueled by the
profective feelings of the unborn child.

"I'm especially concemed that | don't want my child to deal with those kinds of things,
with that irrationality and that he'll have to endure such things in his life. That's why /
don't have any contact with my sister anymore, I've completely cut her off- | just don't
want those kindss of people in his life."(Participant 1)

From a father’s perspective

The following perspectives were derived from the two partners who participated in the
interviews.

Participant 2 and her partner emphasized the positive impact of pregnancy on her
mental health by providing purpose to her life.

Participant 2: "Yes, oh yeah, that's something foo. Yeah, thats... Maybe a very good
reason. | also notice that | feel much befter than even before the pregnancy because
now | can't just lie in bed forever or something like that. [...] and | can still be scared,
but for a shorfer period or something. Mmm. So, | also feel much less lonely or
something.

Partner: That's funny. We've talked about whether we should stil], because | didhn't
want a pet at that point. Or whether we should get a cat or something because that
can actvally have quite a positive influence. [...] But we always knew that. That
something like that [a baby]. Because even when we looked affer a dog for a week
or so and you were just really, even though that wasn 't actually such a good time for
you, you felt uh much better when you were faking care of something.”

The perspective of the pariner of participant 1 on her pregnancy journey emphasizes
that UP can lead to personal growth for women with psychiatric vulnerability.

look, it's very good that there's obviously monitoring and follow-vp for patients like

[name participant 1], but | really think she's making a fremendous effort and that she's
perfectly stable, and that she's just, you know, 1. in the beginning of that pregnancy, |
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did have a bit of a oh, crap' feeling. Like, it might just be all exacerbation or
recurrence of something, you know, |, and she hasn't had any of that at all. [...] What
I'm actvally tying to say is that it's good that those people [with psychiatic
vuinerability] are being followed, you know, and monitored and that there is follow-
up. But | think credlit should also really go fo those people who seem fo be functioning
better because of such a pregnancy. So, I'm happy about that and also proud.”
(Partner of participant 1)

Discussion

Main findings

This study aimed to understand how women with psychiatric vulnerability experience
UPs. Four major themes were derived from narratives from nine pregnant women and
two partners. The 'Ascribing meaning fo an unintended pregnancy’ theme described
how UPs could occur in the confext of women's situations and how a future desire for
a family, partner support and having met cerfain life conditions shaped women's
pregnancy infentions prior to pregnancy, which were often ambiguous. Fear of
fransgenerational transmission of frauma and psychiatric symptomatology impacted
women's desire for a future family and instilled fear of inadequacy in parenting. The
'Impact on mental health” theme illustrated how UPs caused mental health symptoms
related to childhood memories, the unexpectedness of the pregnancy and the
pregnancy itself. Moreover, women had difficulty announcing their UP due to fear of
negative reactions. Prolonged mental health symptoms during pregnancy, in addition
fo a fear of transmitting childhood traumatic experiences and being an inadequate
parent, caused despair. It also caused defermination and motivation to seek pillars of
support (MHPs, family, friends) during pregnancy. In the ‘Coping’ theme, coping
mechanisms such as focusing on the positive or on the future, seeking distraction and
allowing support were discussed. The ‘Parenthood’ theme linked imaginations and
expectations during pregnancy with posipartum experiences. Fefal movements and
imaginations of the baby exemplified women'’s feelings toward their unborn child.
These feelings were markers of prenatal bonding. In six postpartum narratives,
awareness of psychiafric vulnerabilifies gave rise fo behavioral changes, such as
creating safety nets (through access to/awareness of support opfions), sefting
boundaries and prioritizing their babies. The narratives illustrated how parent—child
bonding could successfully develop affer UPs in women with psychiatric vulnerability.
For some women, mental health symptoms improved as the UP provided a new
purpose in life. This perspective was underscored by two partners. Although UPs are
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perceived as challenging pregnancies, we hypothesize that they can also provide a
window of opportunity for personal growth in this subgroup of pregnant women.

Strengths and limitations

The main strength of this study is that to date, no other study has explored the unique
experiences of UPs in women with psychiatric vulnerability using prospective
qualitative data. The interview guide was developed following a panel discussion
with experts with lived experience with UPs and psychiatric vulnerability, adding
suitability and appropriateness. The small sample size is regarded as a strength, as it
serves the IPA in prioritizing individual experiences?®. Although the included women
were homogenous in the presence of a psychiatric disorder, enhancing similarity, we
included women with various psychiafric disorders, which provided a deeper
understanding from a transdiagnostic  viewpoint®®. We invited involved pariners
because partner experiences are understudied in the context of UPs, especially among
women with  psychiatric  vulnerability. - Ad-verbatim transcribed  interviews were
analyzed for both semantic content and form: emotional responses, metaphors and
nonverbal communication were used to aftribute meaning fo the transcripts. We further
adhered to the phenomenological standpoint by including bodily experiences in the
inferprefation of findings such as feeling kicks of the baby®*. By adhering to the seven-
step analytical plan of Charlick et al., we increased procedural precision?®. The
analysis was performed by two independent researchers (NS, ES), and all
discrepancies in interprefation were thoroughly discussed. Finally, the analysis was
evaluated by the whole research team, including two experts with lived experience,
who added credibility and increased the triangulation of perspectives in data
interpretation. Having scheduled interviews both before and affer childbirth with the
same participants added further deeper understanding of changes over time in the
experiences of the parficipants. VWe reached congruence with the research question,
as the IPA enabled a thorough, narrative description of patients’ lived experiences

with UPs.

This study has several limitations. A disadvantage of this IPA study is that the results
reflect the perceptions of individuals who resemble the purposively collected sample.
Thus, our findings cannot be extrapolated to all expectant parents with mental health
problems and UPs. In our sample, all women and men were employed, indicating a
medium to high socioeconomic status, which might have influenced the possibility of
accepting a pregnancy for financial reasons. All but one of the women were pregnant
with their first child. This may indicate selection bias, as women with (multiple) children
may not have time or space to participate in an interview. One of the inclusion criteria
was that participants speak Dutch or English fluently, leaving out people who might
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have different needs and experiences due to, for example, languoge or cultural
barriers or discrimination in healthcare. This reflects the investigators’ demographics,
as the study group consisted of native Dutch women proficient in Dutch and English
(only). This may have caused a threshold for women from other origins or
demographic groups fo join the study. The oufpatient clinic is an advisory clinic,
which indicates that all participants voluntarily consulted on their mental health,
implying at least a certain degree of mental health awareness. Although we included
participants from various countries of origin, there were no participants who moved to
the Netherlands as refugees, limiting the transferability of our results to a larger
audience. In addition fo limitations resulting from the sampling strategy, there are
certain challenges with the use of inferviews. There is a possibility of response bias
(socially acceptable responses), but we consider this bias limited because the
participants' responses were diverse and captured a range of emotions and reactions.
Several issues are related to the data collection. Diversity in the timing of the inferview
(weeks of gesfation] might have increased recall bias. Pregnancy intentions are
difficult to recollect after a pregnancy is accepted, especially as mothers” bonding can
increase during pregnancy and change recollections®”. Postpartum inferviews were
held with only six participants. Participants who did not join might have experienced
pregnancy loss, complicated pregnancies or postpartum mental health problems. The
postpartum perspectives may thus be marked by those with positive pregnancy and
birth experiences. Finally, as all pregnant women and partners discovered UP in the
first frimester of pregnancy, there was a possibility for legal abortion. This is relevant,
as the women in our study opted to pursue their pregnancies and may have felt more
positive about the pregnancy than women with UPs who did not have the option to
abort.

Interpretation of findings

The results from our study show women’s conflicting feelings toward UPs. A previous
study demonstrated how incongruence between pregnancy desires and planning can
cause internal or external conflicts, such as desiring a pregnancy but also
experiencing financial worries'”. In our sample, fear of motherhood but at the same
time desire to create a family might explain the incongruence between pregnancy
desires and pregnancy planning. Some women actively aimed to avoid pregnancy
(through condom usage, longacting hormonal contraceptive usage or periods of
abstinence), while other women did not want to become pregnant but did not actively
avoid pregnancy. Previous qualitative work has indicated that in addition to
ambivalence, some women do not formulate any pregnancy infentions®®. In our work,
pregnancy infentions were indeed not always formulated by women prior to the UP,
which may have influenced contraceptive adherence. Additionally, pregnancy
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ambivalence is an independent risk factor for UPs'”. Some participants in our study
believed that they were sub fertile or infertile, as was found in the study by Borrero
and colleagues®®. Perceived in/subfertility and lack of pregnancy intentions could
also explain the use of less reliable contraceptive methods. Previous data from this
study group support the hypothesis that formulated pregnancy intentions may increase
confraceptive adherence. Among persons with mental health problems who were
sexually active but did not infend to become pregnant, 83.3% always used
contraceptives®®. In confrast fo the previous literature, our data do not support the
hypothesis that mental health symptoms such as lack of overview, depressed mood or
hypersexuality make women susceptible to UPs. This is probably due to the limited
sample size of the IPA, in addition to the absence of several important severe
psychiatric disorders, such as florid psychotic or manic episodes.

Previous literature consistently shows that UPs evoke profound emotional responses'®

2041 This accords with the emotional burden illusirated in our sample of pregnant
women with psychiatric vulnerability and their partners. These responses, summarized
by some women as ‘grief coming over me’, resemble the five stages of grief that can
be identified in persons who are mouming: denial, anger, bargaining, sadness, and

42 Parents without psychiafric vulnerability also reported a profound

acceptance
emotional impact resulting from UPs, including mental health conditions, postpartum
depression, suicide attempts or hospitalization!. Thus, we hypothesize that the impact
of UPs on mental health is not specifically related 1o having psychiatric vulnerability.
However, the notion of dreams about childhood, flashbacks to their childhood trauma
and fear of fransgenerational fransmission of frauma and psychiatric symptomatology
in our sample has not been previously described in relation to UPs. It is widely known
that maternal representations, often present even before pregnancy, are derived from
women’s own upbringing and parental experiences*®. Maternal representations of
pregnancies and babies as scary, monstrous or negative, as in our sample, could be
related to these past experiences. In tum, maternal representations about the baby
might impact future motherinfant attachment*4. As it is possible to improve attachment
problems between mothers and their offspring*®, it is valuable to understand women's
maternal representations and their origin. This might be even more relevant for women
with childhood traumatic experiences. Ultrasounds and feeling the baby kick were
important  milestones in  pregnancy acceptance as well as potential bonding
experiences for pregnant women and their partners. These milestones consolidated the
pregnancy and provided reassurance about the health of the baby. In interviews with
women without psychiatric vulnerability, similar positive effects of ultrasounds were
found in the first trimester®®. These experiences could be points of reference in
supporting women with UPs. Most participants in our sample had an intrinsic desire to
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become mothers or fathers in the future, which was the main reason for continuing the
pregnancy. Indeed, pregnancy acceptance is related fo wanting to become a parent
in the future and fo having positive circumsfances such as housing, a pariner
relationship and/or o support system, adult age and employment*!#”. Previous
qualitative research shows how parents are motivated by UPs to make lifestyle

changes, as UPs give a renewed sense of purpose*!.

The most compelling finding in our study is that in women with psychiatric
vulnerability, UPs can install o window of opportunity for personal growth by
changing behaviors or receiving freatment as participants realize how their psychiatric
vulnerability and/or adverse childhood experiences might impact future parenting. In
a different domain, women tend to change their behavior toward romantic pariners,
family and employers by sefting boundaries and overcoming conflict. Extending our
results to larger seftings is undesirable given the qualitative nature of our work;
however, it should be noted that relationships can change after UPs, as presented by
a quantfitative study in which couples in UPs reported improved relationship functioning
affer birth compared with before birth*®. Additionally, previous qualitative work has
demonstrated how women who become mothers incorporate their children into
themselves and info their selFboundaries*”. Although intrinsic mofivation to change
fransgenerational patterns was abundantly clear, external factors such as perceived
stigma challenged how participants could cope with their (negative) feelings toward
pregnancy. In an Iranian interview study on women with UPs conducted in a different
social and cultural setting, feelings of shame, guilt and selfblame were also reported,
suggesting that sociefal stigma may impact pregnancy joumeys in various social
seffings'?. Although pregnant women in our study experienced support from their
partners, MHPs, friends and/or family, two women feared becoming a single mother.
They emphasized that continuing the pregnancy was dependent on pariner support,
which is in accordance with the findings of a recent study that highlighted the
importance of partner support for pregnant women's psychological wellbeing™.
However, this finding may also reflect a lack of support and accommodation provided
by confemporary society for single parents. Previous studies have reported conflicting
evidence on how pregnant women and their partners may or may not run parallel in
their feelings about continuing or terminating their pregnancy?’°!. One sftudy found
great heferogeneity in how their role in the decision-making process was perceived“?.
In our study, the future fathers’ feelings toward the pregnancy ultimately aligned with
those of the women. Additionally, they perceived the pregnancy as positive for the
mental health and personal development of their pariner.
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Implications for future research

To date, many studies have focused on the adverse outcomes of pregnancies in
women with psychiatric vulnerabilities, and potentially positive effects may have been

=3 Future studies may investigate the positive effects of UPs and

overlooked”!!
possibilities for relational growth, personal growth and improvement of mental health.
Moreover, further qualitative research might explore the perceptions of women with
mental health problems regarding pregnancy planning and UPs in different subgroups
(such as single parents and women who consider abortions) and geographical
regions. The current clinical inferventions available for this subgroup of women with
psychiatric  vulnerability in relation to UPs are limited. However, a deeper
understanding of women's needs could help policy makers develop tailored
inferventions fo improve pregnancy decision making and, if desired, pregnancy
acceptance and maternakinfant bonding®®°4°°. For example, our findings suggest
that ultrasounds may help these women increase awareness of being pregnant and
increase bonding with the child during pregnancy. A scoping review on the transition
to motherhood previously issued a warning that it would be a waste not to utilize the
potential for growth during the fransition to motherhood, a period in which existential
questions are raised for expectant mothers>®. Indeed, welcomed pregnancies could
provide a window of opportunity to obtain appropriate psychiatric healthcare, tackle
fransgenerational patterns and assist in decreasing the impact of hereditary psychiatric
disorders and frauma by improving the preconception and anfenatal health of
mothers. This will help to build healthy future generations.

Conclusions

This research reveals novel perspectives on how women with psychiatric vulnerability
experience uninfended ongoing pregnancies. Through a phenomenological lens, we
delineated how UPs impacted pregnancy journeys in our sample and triggered
reflections on childhood experiences. UP journeys differed among women with
psychiatric vulnerability, and the decision to carry the pregnancy was made in a
personal way. Despite the perception of UPs as challenging pregnancies, as also
seen in other samples, for women with psychiatric vulnerability, UPs may help o
creafe a momentum fo engage in mental health treatment and might offer the potential
for personal growth. The naratives from our work provide further understanding of
women's experiences among MHPs and may help them to comprehensively support
expectant parents with psychiafric vulnerabilities. Finally, society challenges pregnant
women with psychiatric vulnerability and UPs by imposing stigma and expectations.
MHPs could help decrease the pressure and stigma that impacts UPs by openly and
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promptly discussing UPs without making judgments about their patients and listening to
their needs.
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Chapter 8

Abstract

Background
Reproductive health and mental health are intertwined, but studies investigating family
planning needs and desire for children in mental healthcare are scarce.

Methods

We studied the experiences of (former) patients, those with close relationships with the
(former] patients (close ones) and mental health professionals (MHP) on discussing
family planning and desire for children in mental healthcare. We combined
quantifative (wo nationwide surveys) and qualitative data (four focus groups) in @
mixed-methods approach with sequential analytical design.

Results

Combined data from focus groups (n=19 participants) and two surveys (n=139 MHPs
and n=294 (former) patients and close ones) showed that a considerable group of
MHPs (64.0%), patients (40.9%) and close ones (50.0%) found that family planning
should be discussed by a psychiatrist. However, several obstacles impeded a
conversation, such as fear of judgment, lack of time and knowledge and limited
opportunity for in-depth exploration of life themes in therapeutic relationships.

Conclusions

To increase the autonomy of patients in discussing family planning, we suggest MHPs
explore the desire to discuss family planning with all patients in the reproductive phase
of life, prior to discussing contraceptive care. MHPs should receive education about
psychiatric vulnerability in relation to family planning and desire for children, and
patients and close ones should be empowered fo initiate a conversation themselves.
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Introduction

The unmet need of family planning (defined by the World Health Organization as the
ability of individuals and couples to anticipate and attain their desired number of
children and the spacing and timing of their births) is a global issue with major public
health impact'?. In the current study, the term ‘family planning’ includes both
prevention of unwanted pregnancies and achievement of wanted pregnancies and
can therefore include contraception but does not necessarily. The World Health
Organization has recently called on countries to implement family planning strategies
nationally. The Sustainable Development Goals demand countries by 2030 fo ‘ensure
universal access to sexual and reproductive healthcare services, including family
planning, information and education, and the integration of reproductive health into
national strategies and programmes’®. Access to information about reproductive health
might be specifically interesting to persons with mental health issues. Literature shows a
high rate of cooccurrence between depression, anxiety and reproductive system
disorders such as polycystic ovary syndrome and chronic pelvic pain®. Mental health
issues interfere with reproductive health by posing risk for sexual violence®, sexually

7, and unintended pregnancies®?. Unintended pregnancies in

fransmitted diseases
particular, comprising half of all pregnancies worldwide?, have tremendous sociefal
impact through adverse matemnal and offspring outcomes!®!2. Recent data shows that
only a minority of patients with mental health problems had a conversation about the
desire to have children. This is worrisome, as mental health does not only cooccur
with reproductive problems but is also subject to change in various reproductive
phases, such as the menstrual period'®, pregnancy and postpartum'# !> and the

perimenopause'©”.

However, studies that investigate family planning needs in mental healthcare are
scarce. In 2009, Becker and Krumm already noficed several shorfcomings in this
field. Studies lacked a patients” perspective and data regarding attitudes of mental
health professionals  (MHPs).  Currently, there are sfill limited papers that have
addressed these issues, specifically in countries other than the United States.

Qualitative studies on women with borderline personality and bipolar disorders
showed that family planning and desire for children were important topics of
conversation in treatment, particularly the offspring’s health in relation fo psychotropic

19 As these topics are

medication usage and heritability of bipolar disorder'®
generally the expertise of MHPs, we hypothesize that MHPs should have a significant
role in discussing family planning and desire for children. Several papers discussed

that MHPs encounter obstacles, such as moral concerns regarding autonomy?® and

193



Chapter 8

lack of expertise when discussing family planning. Possibly, patients and close ones
(those with close relationships with the patients) experience obsfacles too. VWe argue
that the perspective and needs of patients, close ones and MHPs should be included
when studying family planning issues. This aligns with the confemporary mental
healthcare perspective with emphasis on shared decision-making?!.

In this study, we investigated the need and experiences of patients, close ones and
MHPs  regarding discussing family planning in mental healthcare during  the
reproductive phase of life. We also inquired what, when and how MHPs should
discuss family planning with patients. Knowledge about the content of a conversation
about family planning and desire for children and the role of MHPs could nurture the
necessity fo implement family planning counseling in mental healthcare practices.

Materials and methods

Research design

We applied a mixed methods design, which enabled integration of qualitative and
quantitative data??. This aligns with the post-positivistic approach that equally respects
the value of subjective and objective data. The postpositivistic scientific paradigm
originafes from a realist ontology in which knowledge is a single, objective reality?®.
However, in this study, we acknowledge that scientific observations (lived experiences
with family planning in mental healthcare) are not neufral, but subject to human
interprefation. According to the postpositivistic paradigm, we aim fo establish
possible, not definite truths?4. To gain a comprehensive understanding of healthcare
needs regarding family planning of persons with mental health issues, close ones and
MHPs, we collected experiences through a survey that was conducted prior to the
current study?® and through focus groups (as part of the current study). Subsequently,
we identified a knowledge gap based on these experiences and explored it in new
surveys in two different nationwide samples: one of MHPs and one of (former) patients
and close ones. In a sequential analytical design, the qualitative findings from the
focus groups and open questions in the surveys complemented the quantitative survey
findings. Figure 8.1 displays the study design and dafa intersection.
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Mental health panel
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Participants earlier survey*
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Figure 8.1 - Display of data collection and integration.

Participants

Focus group participants were recruited from a sample of survey respondents
(n=378)% from a panel of the Dutch mental health umbrella organization MIND with
approximately 4200 members (www.wijzijnmind.nl). Registration was open to all
who wanted fo participate as a person with lived experience (from now on called
"patient”’) or as a person with a close relationship with a patient (“close one”). All 378
participants were invited to leave their email address to receive an invitation for a
focus group, 117 participants left their email addresses. Al patients were
consequently invited fo parficipate in one of four designated focus groups: women
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with unintended pregnancies, men, women without children and women with
infended pregnancies. Ninefeen patients responded positively and were assigned to
a designated focus group according to whether they had children or not. We
included adult patients with lived experience (close ones were not included in the
focus groups). This enabled a purposeful sample of motivated participants per group.
The desired group size was 2-10 participants as interaction between participants is
required in a focus group?. Eventually, a maximum of nine participants agreed to
take place in each group. For the survey that investigated the MHPs' perspective
(survey 1], we recruited MHPs at the annual conference of the Dutch Psychiatry
Association. The panel survey was distributed in September 2022 amongst the same
patient and close ones’ panel from MIND, from which the focus group parficipants
were recruited?”. Participants were excluded if age <18 years.

Data collection

Four facetoface focus groups were held in October and November 2021. The
inferview guides of each focus group consisted of two main research questions with
several sub questions for all focus groups (including one group-specific question that
did not relate to conversations about family planning). The main questions were (1)
how does your (history of] mental health influences your desire for (more) children2
and (2] what is your experience with discussing family planning or desire for children
with your MHP2 See Table S4 for the interview guides of all four focus groups. For the
current paper, we analyzed dafa available from the second research question. A
researcher with lived experience of perinatal mental health problems (ME) led the
focus groups. Another researcher (NS] was present to observe and take field notes.
The MHP survey was dispersed on May 11th, 12th, and 13th 2022 in Maastricht,
the Netherlands. It consisted of 15 questions in Dutch language, with a mix of multiple
choice and open questions (see Supplementary file 8.1). In total 2128 MHPs (mostly
psychiafrists and residents in psychiatry) attended the conference and were
approached in person to participate [online or on paper). The online survey was
available up until 14 days after the conference. The panel survey was dispersed in
September 2022 and available for 14 days. Panel members were invited through a
preexistent mailing list owned by a MIND employee. The survey consisted of 32
questions in Dutch language (see Supplementary file 8.2). Informed consent was
obtained from participants of the focus groups (including a signed confidentiality
statement for information shared in the discussions] and both surveys. Focus group
participants received a reimbursement for their time investment (40 euros) and travel
expenses [maximum of 50 euros). The study was declared as not part of the Human
Acts law and locally approved by the review commitiee of OLVG hospital and
MIND.
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Data analysis

We analyzed the qualifative dafa using thematic analysis?®. The focus groups were
audiotecorded and franscribed adwverbatim. The franscripts were converted  to

ATLAS. ti V@ for data analysis.

The analysis included a process of familiarizing with the data (by reading and
rereading franscripts], coding and interprefation. Transcripts were openly and
interprefatively coded by five researchers with varying backgrounds  (healthcare
sciences, midwifery sciences, psychiairy and lived experience). Aspects that
participants considered relevant in discussions about family planning and desire for
children were identified in group meetings. With these aspects, we built a framework
that underpinned the questions of both surveys.

Data of both surveys were collected with the software program  Spidox
(www.spidox.nef] and shared anonymously with the research team. We subsequently
imported the data in R studio (version 4.2.0) for data cleaning and analyses.
Descriptive data were presented with means (standard deviations) for continuous
outcomes and numbers [proportions) for categorical outcomes. Responses fo five key
survey questions were disaggregated for patients <45 years and patients >45 years
to illustrate if responses differ for those for whom reproduction is a current issue.
Psychiatric history was only refrieved for the patient group. Open text answers that
elaborated on multiple choice answers ('if yes, why?’) were collected and included in
the results” section to explain and illustrate the numbers. Quotes from the focus groups
illustrated quantitative findings in the results section.

Validity, reliability, and methodological Integrity

Researchers adhered to the APA guidelines to promote transparent reporting?”. An
inferview guide was made for the focus groups, including sensitizing concepts. Field
notes supported reflexivity. Investigator triangulation improved credibility?8, as multiple
researchers with varying backgrounds analyzed data. Transparency about the
sampling  strategy  supported  fransferability.  Purposeful  sampling  increased
homogeneity of focus group participants and benefited the participants” knowledge
and willingness to discuss fopics?”. Data triangulation facilitated that the focus group
data underpinned the survey questions. The surveys were conducted fo fest hypotheses
derived from the focus group conversations. Additionally, the focus group data
illustrated and explained the survey's findings.
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Results

From the explorative survey conducted before the current study?®, we identified a
knowledge gap. Mental health problems impacted domains of reproductive health
and fertility desires (reproductive history, decision making, parenting and sexuality)
amongst the respondents, but insight in if, why, how and by whom discussions about
family planning and desire for children should be held was lacking. As a next step in
this mixed methods design, focus groups were held to initiate this exploration. From
the thematic analysis from four focus groups, we derived the six most important
aspects related to a conversation about family planning and desire for children: (1)
experiences of patients and close ones, (2) obstacles and catalysts, (3] timing, (4)
need and responsibility, (5] personalized confent and (6) competencies of MHPs.
Questions for the surveys for MHPs and patients were based on these six aspects of a
conversation about family planning/desire for children with the purpose to test the
perspectives from the focus group participants in a larger sample (see Supplementary
Files 8.1 and 8.2 for all specific items). Paragraphs 3.1 -3.6 infegrate the qualitative
findings from the focus group data with quantitative survey outcomes. As some survey
questions included open questions, the answers to these questions were used fo
explain the reasons behind the numbers. Table 8.1 demonstrates demographic
features of focus group participants, Table 8.2 presents features of MHPs (n = 139,
(former] patients (n=268) and close ones (n=26) who participated in the surveys.
Table S9.1 demonstrates professional characteristics of MHPs. Table $8.2 shows all
quantifative survey data. Amongst patients, 36.6% expressed a need fo discuss family
planning with an MHP. A considerable group of MHPs (64.0%), patients (40.9%)
and close ones (50.0%) found that family planning should be discussed by a
psychiatrist. Table S8.3 shows disaggregated survey responses for patients <45
years (n=125) and patients >45 years (n=141). There were differences between age
groups. Younger patients more offen (48.8%) reported a need fo discuss family
planning (48.8% vs. 24.8%) and contraceptive care (12.8% vs. 5.7%) with a health
professional. There was no difference between younger and older patienfs with
regards to having regular discussions in mental healthcare about the desire to have
children or that a psychiatrist should discuss family planning and the wish to have
children with every patient in the reproductive age.
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Table 8.1 - Demographic features of focus group participants (n=19).

Demographic characteristic ~ Focus group

1 [n=3) 2 [n=5) 3(n=2) 4 [n=9)

Age 20-30 0 2 0 0
31-40 0 0 1 2
41-50 0 1 0 1
51-60 0 2 0 2
61-70 2 0 1 3
Missing 1 0 0 1
Gender Women 3 5 0 %
Men 0] 0] 2 0]
History of pregnancy Yes 3 0] 0] 9
No 0 5 2 0
Parent Yes 2 0] 0] 9
No 1 5 2 0
Occupation Employed 0 2 2 2
Unemployed 0 1 0 0
Declared unfit for 0 2 0 4
employment
Missing 3 0 0 3
(History of) psychiatric Anxiety disorders 1 0 0 5
vulnerability, per category' Mood disorders 2 4 2 4
Psychotic disorders 0 0 1 1
Eating disorders 0 0 0 0
Personality disorders 1 0 0 1
Autism 0] 3 1 2
Atfention disorders 1 2 0 1
Trauma related disorders 3 2 0 3

Table 8.1 provides numbers of participants who assign themselves to the given category. Information may
not be available for all 19 participants, as noted by the ‘missing’ lines. 'Multiple disorders per person are
possible, all participants described =1 disorder.

1. Experiences of patients and close ones with discussing family
planning or desire for children

less than one in five patients (18.7%) and less than one in eight close ones (11.6%)
had a positive experience with discussing desire for children with an MHP (see Table
S8.2). Reasons for a positive experience, as derived from open questions from the
patient survey, were: (1) the MHP actively thought along with the patient, (2] there
was space for an open conversation, (3) the MHP expressed faith in the patient, (4)
there was a frustful relationship, (5) the patient felt taken seriously by the MHP, (6) the
MHP listened and the patient felt heard and (7] the MHP showed understanding for
the patient’s situation and thoughts on the topic. Reasons for a negative experience
(11.6% of patients and 7.7% % of close ones) were MHPs making assumptions,
MHPs ignoring the topic, lack of indepth conversation, MHPs not listening to the
patient or changing the topic, and patients not feeling understood or taken seriously

(see Table $8.2).
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2. Obstacles and catalysts

Obstacles and catalysts in discussing family planning were noted frequently (31.7%)

(Table 8.3).

The obsfacles addressed by the survey respondents aligned with experiences in the
focus groups. Fear of being viewed as a bad mother was an important reason for
reluctance toward discussing family planning with an MHP:

Table 8.2 - Demographic features of survey participants: mental health professionals, patients, and close
ones.

Demographic Category MHPs Patients Close ones
characteristic n=139 n=268 n=26
Age (range) 44 4 (26-74) 46.2 (21-81) NA
Gender, n (%) Women Q5 (68.3) 226 (84.3) 22 (84.6)
Men 44(31.7) 37(13.8) 4(15.4)
Other gender 01(0) 5(1.9) 010)
Top 5 self- Mood disorders NA 166 (61.9) NA
reported mental  PTSD, Trauma and Stress disorders 100 (37.3)
health issues [in  Anxiety disorders including OCD 721(26.9)
history)", n (%] Personality disorders 53(19.8)
Autism 45(16.8)

Demographic characteristics of participants of the two surveys are presented. The age of close ones is not
reported. History of mental health problems was only collected from patients.

MHPs, mental health professional; NA, not available; PTSD, posttraumatic stress disorder; OCD, obsessive
compulsive disorder.

'Some participants reported [a history of) more than one mental health issue. The prevalence of all mental
health issues is displayed here.

"I think in that time | would have said | cannot make it [being a mother], even if |
would have made it. Just because you are so insecure about yoursell, because you
always feel like you are doing it wrong. As being single, but also as being a mom.”’
(Woman, age unknown).

Patients and close ones experienced that psychiatric treatment focuses on problem
solving, efficiency and stabilizing patients. Contrarily, patients and close ones wished
to explore relevant life themes, such as desire for children. There appeared to be a
lack of time and capacity in mental healthcare to enable this, as explained by focus
group participants:

“Yes, | see an ideal world with a more ‘active’ MIHP that looks beyond. Nowadays,

when you quality for a treatment, your problems are quite severe. And then it is mostly
about symptom relief and as soon as your symptoms have reduced enough then your
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freatment is finished. This way you do not have time for [discussing] other things with

an MHP.” [Weoman, 40).
And:

“Then, at least, they help you fo get rid of your problems, but with that you have not
learned how fo live and inquiring desire for children and providing information is part

of that " (Woman, 53).

The MHP survey showed that cbstacles experienced by MHPs were lack of time, lack
of expertise and simply forgefting this topic. MHPs feared that discussing family
planning would negatively impact the therapeutic relationship. According to patients
and close ones, who shared their preferred aftitude of an MHP in a survey question
(see Supplementary file 8.2), MHPs should be openminded, neutral, advising,
accepting, understanding, engoged, curious, honest, realistic, equal, informative,
listening, critical, cooperative, positive, supporfive and/or attentive when discussing
family planning and desire for children.

3. Timing matters in a conversation about family planning and
desire for children

According to MHPs, MHPs initiated a conversation about family planning with some
(55.4%) or many patients (26.6%) (see Table 8.2). According to patients and close
ones, 23.1% had been invited by an MHP to talk about family planning at some
point, and 30.6% had taken initiative to start a conversation about family planning
themselves. Focus group participants clarified that the ability to initiate a conversation
about family planning and desire for children depended on the severity of the mental
health situation and sfage of recovery. From their perspective, it was challenging to
address this topic during a period of feeling mentally unwell:

"But because | was really very depressed and suicidal, | was in fact glad they were
able to keep me alive. ...So | was not used fo be demanding at all too reflect on my
needs ...But that was not stimulated.” (VWoman, 62 years).

And:
“In psychiatric healthcare they say ‘the sooner you ask for help the better’. And then |

think, okay, apparently you, and those are people who work in psychiatic
healthcare, have no idea how mentally healthy and strong you must be o get help at
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77

all. And not think: ‘well never mind, | don't even dare fo, | am not going anymore.”

(Woman, 40 years).

Table 8.3 - Obstacles and catalysts appointed by patients and close ones.

Obstacles

Patients Close ones

Fear of judgement and condemnation by the MHP,  Topic too sensitive

fear of being seen as a bad parent/unable to raise a

child or being rejected in therapy

Feeling vulnerable talking about a fopic so sensitive, No space/room for conversation offered by MHP
which could lead to avoidance

The topic of desire for children was associated with  Feelings of shame

taboo and stigmatization

Feelings of shame fo discuss desire for children as the
conversation inevitably addresses vulnerabilities of the

patient

There was no room for discussion of this topic in

freatment

Catalysts

Patients Close ones

Initiative comes from MHP Desire for children as a routine topic of discussion

Desire for children as a routine topic of discussion Knowledge about desire for children in relation to
psychiatric vulnerability is necessary

Conversation should be open with a safe space to  Professional and empathic atfitude

speak freely

Knowledge transfer about desire for children in
relation to psychiatric vulnerability
Normalisation of the topic and acceptance
irespective of which reaction patient gives

MHP, mental health professional.

In case of prescriptions of medication, a desire for children was often not considered:
30.2% of the patients never talked about family planning when medication for
psychiatric symptoms was prescribed (see Table S2). Focus groups illustrated that for
patients, timing of the conversation about family planning and desire for children was
important. For insfance, patients felt it should be addressed briefly at every intake, it
should be discussed more indepth if relevant (when there was an actual desire for
pregnancy), and a trustful relationship between the MHP and patient should first be
established. Some patients argued that they should feel mentally stable (enough), and
not in crisis. MHPs reported that discussing family planning depended on the age and
life phase of the patient. It should only be discussed if relevant (patient was sexually
active, had a life pariner, it was relevant for the treatment). Different from the patient
perspective, MHPs felt a need to address when they had concerns about the ability of
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the patient to carry a pregnancy and become a parent. In other situations, MHPs
valued the autonomy of patients in discussing family planning, or not.

When asked about the preferred timing, a focus group participant explained that by
asking it regularly, patients’ autonomy regarding when to have this conversation
increases:

“Sure, you should ask for it. many people should. This way you can join in at all kindls
of moments in your life or not. | mean, now they do this with the question: Do you ever

’

think about endling your lifeé That is now a standard procedure in an infake.’

(Woman, 40 years).

In focus group conversations, participants explained that they had been occupied with
merely surviving for so long, or with fighting symptoms, that they would only be ready
fo have the conversation after reaching a place of stability. Others were very decisive
about not desiring children. They were not inferested in having the conversation:

“No, it is not lacking, because for me it was a preffy done deal so... | had a very
clear point of view [regarding desire for children], so there wasn't a lot of doubt or
need fo talk o someone about this. | had it all figured out myself.” (Man, 37 years).

4. Need and responsibility

Mental health problems influenced the desire for children in most patients (67.5%).
However, family planning and desire for children were also not regarded as topics
most patients and close ones needed to discuss: 36.6% of the patients felt a need to
discuss family planning with an MHP, and 44.8% did not (others opted not
applicable).

A total of 40.9% of all patients agreed that psychiafrists should have a conversation
about family planning with their patients in the reproductive phase of life, versus
64.0% of the MHPs. Table 8.4 presents reasons fo agree or disagree with this
statement according to MHPs, patients and close ones.

In the focus groups, knowledge about fransgenerational transmission of psychiatric

vulnerability and family frauma were reasons a psychiatrist should ask about desire for
children:
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“But | would, for all those reasons just mentioned, want it [desire for children] to be
asked. Because there are too few people aware of how things are passed on tans-
generationally. And then yes, a piece, a piece of knowledge in this area is very

valvable.” (VWoman, 70 years).

Moreover, patients in focus groups expressed a need to talk about more than
psychiatric symptoms in treatment. They expressed the need for a holistic approach:

"I am okay now, but I think what you also mean is that someone thinks along with
you. And sees you as a human begin and thinks what could happen o you in the
tuture. | have been very lucky in psychiatiic healthcare regarding this, and they really
think with me like, if we let you go now, what is going to cross your path. What are
we going fo talk about. | think that, not only regarding children, it is nice if someone
fakes initiative fo have a real conversation.” (Woman, 53 years).

Some people expressed the desire to receive validation from the MHP about their
decision fo not have children:

"I have a whole collection of baby clothes in the attic. And friendss they say like: you
will never have children, just get rid of it” And that is of course tue, | mean, | will be
sixty coming winfer. But my psychiatrist always says to me, ‘you have faken care of
your children very well. You have conserved them well.”” (Woman, 59 years).

Table 8.4 - Reasons fo agree with the statement ‘a psychiatrist should discuss family planning with all
patients in the reproductive phase of life" according to mental health professionals, patients, and close ones.

Reasons for agreement

MHPs Patients Close ones
Medication and desire for Medication and desire for Raising children whilst having a
children/pregnancy influence on  children/pregnancy influence one psychiatric vulnerability could affect
another another offspring
A psychiatrist should discuss By addressing this fopic with all A psychiatrist should discuss relevant
relevant life themes of which patients, psychiatrists enable @ life themes of which desire for children
desire for children is one conversation is one
Pregnancy can influence the A psychiatrist should discuss Pregnancy can influence the
psychiatric problem of the patient relevant life themes of which psychiatric problem of the patient and
and freatment thereof desire for children is one treatment thereof
Psychiatrists are aware of Pregnancy can influence the A psychiatrist should provide patients
transgenerational effects of psychiatric problem of the patient with information regarding pregnancy
psychiatry through heredity and  and treatment thereof and psychiatry
parenting
A psychiatrist should provide Heredity and transmission of Medication and desire for
patients with information psychiatric problems/trauma can children/pregnancy influence one
regarding pregnancy and affect offspring another
psychiatry
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Table 8.4 — (continued)

Reasons for disagreement

MHPs Patients Close ones
Not always judged as necessary, Patient should take initiative in this Should only be discussed if patient
mostly related to [severity of) conversation, not a psychiatrist  expresses desire to discuss this topic
psychiatric vulnerability
Responsibility of other health Theme is not part of a Theme is nof relevant to patients
professionals to discuss desire for psychiatrist's role
children
Patronization Theme is nof relevant to patients  Patient should take initiative in this

conversation, not a psychiatrist

Endangers therapeutic relationshipPatronization
Lack of time Discussing desire for children can
frigger fraumatic experiences

MHP, mental health professional.

5. Personalized content

In the survey, patients, close ones and MHPs addressed various subjects to discuss in
a conversation about desire for children and family planning (Table 5). In focus
groups, impact of pregnancy on mental health of parent (to be), psychological
consequences for offspring, contraceptive usage, fransmission of psychiatric disorders,
maternity, and fear fo become pregnant were considered important topics in a
conversation about family planning. In addition, participants first wanted to be asked
with whom they wished fo have a conversation about family planning and desire for
children, and what this discussion should entail. Other topics for discussion were the
desired amount of support for future parents, strengths of the family system, the impact
of mental health issues on close ones and what conditions need fo be met before
becoming a parent. last, MHPs could help patients to generate trust fo live one’s life
(with or without children). Most patients did not discuss contraceptive care with an
MHP (86.6%) and had no desire to discuss it (84.0%), although a desire was more
frequently reported by patients <45 vyears (12.8%) compared to patients >45 years
(5.7%). This contradicts with MHPs who reported fo discuss confraceptive care with
patients in 58.3%. A fear of mandatory usage of contraceptive methods was clearly
expressed in focus groups:

"But that is what they [MHPs] do and they do not listen. And they label you. And' if
you have that stigma then you feel that immediately. And if you hear these new
political discussions about peaple mandatory this and mandatory that. Well then, |
think be caretul.”” (Woman, age unknown).

205



Chapter 8

One participant considered it valuable if an MHP asked her about contraceptive
usage, menstrual cycle and desire fo have children. She added that she continued
birth control to prevent monthly bleeding, as the hormonal changes were too
confronting for her:

"And perhaps that is a reason why | continved it [birth control pills] since | was
eighteen. | can barely manage it. So there has never been anyone who asked me,
wel|, how does that feelé And do you still support this, would you like guidance?”
(Woman, 29 years).

The perceived taboo on discussing sexuality or sexual side effects of medication were
also highlighted in focus groups:

“You are in a relationship which is already under pressure, yes and one of the most
fun aspects of being in a relationship, sex and intimacy, yes intimacy not that much
because that continves, but... The fechnical sexvality is gone. Right at the time you
need something like that fo keep things going on between each other. And | think it's
not okay that that is not being dliscussed. Because the MHP should know the
medicines you use and should know about the crucial side effects.” [Man, 37 years).

Table 8.5 - Top-5 fopics to discuss in a conversation about family planning according to mental health
professionals and patients from survey data.

Topic  Mental health professionals Patients
1 Effect of medication on pregnancy Is there a desire for children, and if so, why (not)2
2 lgpsg of pregnancy on mental health of parent Parenting in relation to psychiatric vulnerability
Is there a desire for children, and if so, why Impact of pregnancy and parenting on own
(not)e mental health
4 Impact of heredity Impact of heredity
5 Confraceptive usage (Grieving) not having children

6. Focus on competencies of MHPs

For patients and close ones, the MHP was the preferred person fo discuss family
planning with (53.0%) followed by close ones (49.6%), persons with lived experience
(43.7%) and general practitioners (34.3%) (see Table $8.2).

The competency of psychiatrists to discuss family planning or desire for children was
negatively reviewed by 28.4% of patients and doubtful by 60.8%. Only 21.6% of
MHPs reported to be educated on family planning during residency, and only 10.8%
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had protocols at their workplace. Although most MHPs reported to be competent to
discuss family planning (59.0%), 64.0% expressed a desire for further education.

A focus group participant demonstrated her desire for MHPs to leam skills to discuss
family planning:

“You can actually leam this, like how is that for you? How do you feel about thisé’
Without immediately judging.” (VWoman, 70 years).

Discussion

Key results

Qualitative findings from this mixed methods study suggest that amongst patients and
close ones, there is a need to discuss family planning and desire for children in
relation to mental health. Survey findings illustrate that a considerable group of MHPs
(64.0%), patients (40.9%) and close ones (50.0%) found that this topic should be
discussed by a psychiatrist. Various obstacles impede a conversation about family
planning in mental healthcare, and contributing factors to overcome these obstacles
were discovered. A conversation about family planning should be held after obtaining
consent from the patient (or close one) in a safe environment: sufficient time, an open
affitude and knowledgeable MHP are key elements. To enable this, MHPs should
receive education about psychiafric vulnerability in relation to family planning and
desire for children.

Interpretation of findings

literature  suggests that the prevention of unwanted childlessness and unwanted
pregnancies starts with an explorative conversation about desire for children'.

30-32 3334 and focus groups?® amongst MHPs

However, studies with surveys®©3?, inferviews
and residents in psychiatry demonstrate that this fopic is not routinely discussed.
Previous studies on patient experiences, including a recent study of our group, confirm
this?>3% lack of knowledge®®, experience of taboo?®, moral concerns®?, limited
appointment time*', and lack of confidence in expertise impede discussing family
planning or desire for children with patients. This aligns with our dafa. Interestingly we
found a discrepancy between the initiative to undertake a conversation as reported by
MHPs and the perceived amount of affention that was given fo it from the patient
perspective. Possible factors that may relate to this discrepancy is that MHPs

participating in this study were not the MHPs of the patients who participated in the
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study. Also, MHPs probably reported about their current practices, while patients and
close ones often recalled freatment episodes from their past may play a role.

Timing was key in making a conversation about family planning succeed or fail.
Patients felt they could designate themselves the ideal moment to discuss family
planning. According to patients, close ones and MHPs, heritability of (parental)
psychiatric disorders, trauma, and offspring’s mental health were reasons to discuss
family planning. Since these topics are embedded within the profession of MHPs,
patients and close ones felt that MHPs are the prime health professional fo initiate a
conversation.

MHPs were willing to initiate, but also showed reluctance to interfere in private matters
and/or endanger the therapeutic relationship. In this study, we noficed that patients
were occasionally looking for validation from MHPs in pressing life decisions. It is
therefore crucial that MHPs are aware of the impact of their advises.

Patients in our study preferred to discuss family planning and desire for children with
MHPs, prior to general practitioners or gynecologists. Notably, patients also wanted
fo discuss it with people with lived experience, which is consistent with previous
literature on peer support®®. Strikingly, most patients and close ones did not want to
discuss contraceptive care with MHPs. We lack a clear explanation for this. Based on
the focus group data, we hypothesize that fear of mandatory contraceptive methods in
previous fimes might play a role. Disaggregated survey results also showed that
younger patients did more frequently report a desire to discuss contraceptive methods
(12.8% vs. 5.7%), which supports that hypothesis. Our survey shows confradictive
results regarding how competent MHPs feel about discussing family planning and their
need for extra education. The American National Task Force on VWomen's
Reproductive Mental Health concluded that amongst residents in fraining to be a
psychiatrist, education about reproductive health was inadequate and that all
American psychiatrists should possess knowledge about the basics in reproductive
psychiatry®”. However, in the Netherlands this has not (yef] been implemented?®.

Strengths and limitations

The strength of this mixed methods study lies in the triangulation of quantitative and
qualitative data from different perspectives. Patients and close ones of the MIND
panel varied in age, history of mental health issues and family planning experiences.
The sampling strategy of the focus group yielded motivated and knowledgeable
patients. However, we also encountered several methodological limitations. First, there
is a risk for recall bias as the age range of the patients and close ones was rather
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wide. As mental healthcare evolves quickly recollections may vary between younger
and older participants. Hence, recollections might not represent current healthcare
practices. Furthermore, panel members might be a vocal group of patients and close
ones and not represent patients who are unable to share or communicate their
experiences. The nonTesponse bias evoked from these patients might incorrectly under
or overesfimate results®®. The same holds frue for the MHPs, who agreed fo respond fo
the survey about family planning. They might already have an interest in this topic,
underscoring that improving knowledge about family planning amongst MHPs is even
more urgent°.

Recommendations for future research

It would be interesting to study how conversations about family planning can be
implemented in mental healthcare and how patients and close ones experience this by
making use of patient journeys.

An unsolved question remains why patients are unwilling to discuss contraceptive care

with their MHP.

Conclusions

To enable the desired conversation about family planning in mental healthcare, MHPs
should receive education about psychiatric vulnerability in relation to family planning.
Based on our findings we advise MHPs to explore the desire to discuss family
planning with all patients during the reproductive phase of life and empower them to
initiate the conversation themselves within a trustful therapeutic relationship.
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Supplementary Tables

Table $8.1 Professional characteristics of mental health professionals [survey 1, n=139).

Demographic characteristic ~ Category N % of group
Function MHP Psychiatrist 92 06.2
Resident psychiatry 39 28.1
Doctor, other 2 14
Psychologist 2 1.4
Psychiatric nurse 1 0.7
Physician assistant 2 1.4
Workplace Psychiatric insfitution 103 74.1
Hospital 25 18.0
Forensic psychiatric clinic 3 2.2
Private practice 5 3.6
Outreaching team 1 0.7
Care centre for mentally disabled persons 1 0.7
Missing 1 0.7
Years of experience < 5 years 38 27.3
5-10 years 20 14.3
10-20 years 40 28.8
>20 years 40 28.8
Missing | 0.7

MHP, mental health professional. Characterisfics are presented for all mental health professionals that
populated the survey.
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Table $8.2 - Combined results of surveys amongst mental health professionals and the patient panel.

MHPs Patients Close ones
(n=139)  [n=268) (n=26)
Answer category n % n % n %
3.1 Experiences with discussing family planning of patients and close ones
Have you felt that your mental health problems have Yes 181 675 11 423
influenced your desire to have or not have children in any | do not know 15 56 2 77
way?e No 54 202 7 269
Not applicable 18 67 6 231
What is your experience with discussing desire for children  Positive 50 187 3 116
or family planning with your mental health professional2 Neutral 47 176 1 39
Negative 31 116 2 77
Not applicable 140 522 20 77.0
3.2 Obstacles and catalysts
Do you feel a barrier to discussing family formation and Yes 85 317 7 269
desire to have children with a mental health professional2 | do not know 30 11.2 7 269
No 105 392 6 231
Missing 48 179 6 231
3.3 Timing matters in a conversation about family planning and desire for children
Have you ever initiated a discussion with your patients With all patients 1T 07
about desire for children or family planning? With many patients 37 26.6
With some patients 77 55.4
With no patients 20 14.4
I do not know 3 22
Missing 1 07
Has a mental health professional ever initiated a discussion Yes 62 231 4 154
with you about desire for children or family planning? I do not remember 15 56 11 423
No 191 191 11 423
Do you receive questions about family planning from your  From all patients 0 00
patients (and their significant others)2 From many patients 19 13.7
From some patients 97 69.8
From no patients 20 14.4
I do not know 2 14
Missing 1 07
Have you ever initiated a discussion with your mental Yes 82 306 4 154
health professional about desire for children or family I do not remember 16 60 11 423
planning? No 170 634 11 423
Do you think the topic of family planning is sufficiently Yes 28 105 0 00
discussed by or with the mental health professional2 I do not know 91 340 14 539
No 101 377 6 23.1
Not applicable 48 179 6 231
If you were prescribed medication in the past in mental Yes 40 149 3 115
health care, were you asked about any desire to have I do not know 147 549 17 654
children in order fo take this info accounte No 81 302 6 231
The discussion about desire to have children should occur  Fully disagree 19 7.1 2 77
regularly in mental health care relationships. Disagree 25 93 3 115
Neutral 125 46.6 10 385
Agree 74 276 8 308
Fully agree 25 93 3 115
3.4 Need and responsibility
Have you felt the need to discuss family planning with a Yes 98 366 3 115
health professional2 Here we mean whether there is a I do not know 23 137 8 308
[possible) desire to have children or expand your family. — No 120 448 10 385
Not applicable 27 101 5 192
The psychiatrist should discuss family planning with every  Fully disagree 5 36 35 122 0O 00
patient and their significant other. (We are referring to Disagree 18 130 43 150 3 115
patients of reproductive age, or their partner.) Neutral 27 194 73 255 10 385
Agree 66 475 77 269 8 308
Fully agree 23 165 40 140 5 192
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Table $8.2 — (continued)

3.5 Personalized content

Have you felt the need to talk to your mental health Yes 24 90 5 192
professional about confraception? I do not know 17 63 10 385
No 225 84.0 11 423
Missing 1 07 0O 00
Do you discuss contraception with your patients (and their ~ Yes 81 583 26 97 7 269
significant others)/MHPs2 No 47 33.8 232 866 14 539
Not applicable 8 58 NR NR NR NR
I do not know NR NR 10 37 5 192
Missing 3 21 0 00 O 00
3.6 Focus on competencies of MHPs
With whom would you like to discuss your questions about  MHP 142 530 9 34.6
desire for children and family planning? (Multiple options  Close ones 133 496 11 423
can be selected) Person with lived 117 437 5 192
experience
General 92 343 6 231
practitioner
Social worker 42 172 2 77
Gynaecologist 32 119 3 115
Spiritual counsellor 27 101 1 3.9
Life(coach) 24 90 2 77
Midwife 18 67 0 00
Would you like your close ones to be involved in the Yes 64 239 13 500
discussion about desire for children or family planning? I do not know 67 250 4 154
No Q0 336 3 11.5
Not applicable 47 175 NR  NR
Other NR  NR 6 231
Do you feel competent enough to discuss family planning in Yes 82 590 29 108 3 115
relation to psychiatric vulnerability with patients (and their | do not know NR NR 163 60.8 17 654
significant others)2 | am not sure 49 353 NR NR NR 353
(for patients/close ones) Do you think psychiatrists have No 7 50 76 284 6 231
enough knowledge about family planning and its Missing 1 06 O 00 O 00
combination with mental health issues@
Did you receive education on family planning in relation to  Yes 30 21.6
psychiatric vulnerability during your fraining as a mental No 91 655
healthcare professional? I do not remember 16 11.5
Missing 2 14
Are there profocols or insfructions in the organization where Yes 15 10.8
you work regarding discussing family planning? No 119 85.6
Missing 5 36
Do you feel the need for further education/training on the ~ Yes 89 64.0
topic of family planning in relation to psychiatric No 48 34.5
vulnerability2 Missing 2 14
Desire to have children and family planning can only be  Fully disagree 15 56 1 3.9
discussed when there is frust between patient and clinician. Disagree 17 63 4 154
Neutral 44 164 3 115
Agree 100 37.3 9@ 3406
Fully agree 92 343 9 346
| am aware that | can go fo a perinatal psychiatric clinic  Yes 80 298 3 115
POP-poli) for advice on medication, pregnancy, and No 188 702 23 885
mental health issues (POP stands for Psychiatry, Obstetrics,
and Pediatrics).
Referral to a perinatal psychiatric clinic (POP-poli) is Fully disagree 25 93 2 77
deterred due fo the stigma associated with the psychiatric Disagree 148 179 4 154
component. Neutral 145 541 15 57.7
Agree 41 153 5 192
Fully agree 9 34 0 00

Answers per category are presented per question from the two surveys. The order of the questions was applied according
to paragraph in the results section (paragraph 3.1-3.6). MHP, mental health professional; NR, not reported.

If 'NR" is reported, this given category in the column was not available for this survey question.
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Table $8.3 - Disaggregated survey responses of patients <45 years (n=125) and >45 years (n=141).

All patients (n=266)  Age <45 years  Age >45 years

(n=125) (n=141)
Survey question Answer category n % n % n %
3.3 Timing matters in a conversation about family planning and desire for children
Do you think the topic of fertility ~ Yes 27 10.2 21 16.8 6 4.3
desires is sufficiently discussed by No 100 37.6 54 43.2 46 32.6
or with the mental health I do not know 91 34.2 36 28.8 55 39.0
professional2 NA 48 18.0 14 11.2 34 24.1
The discussion about desire to Fully disagree 19 7.1 7 5.6 12 8.5
have children should occur Disagree 25 9.4 11 8.8 14 9.9
regularly in mental health care Neutral 124 46.6 57 45.6 67 47.5
relationships. Agree 73 27.4 39 31.2 34 24.1
Fully agree 25 9.4 11 8.8 14 9.9
Have you felt the need to discuss Yes 96 36.1 61 48.8 35 24.8
fertility desires with a health No 120 451 45 36.0 75 53.2
professional2 Here we mean I do not know 23 8.6 14 11.2 9 64
whether there is a (possible) NA 27 10.2 5 4.0 22 15.6
desire to have children or
expand your family.
3.4 Need and responsibility
The psychiatrist should discuss  Fully disagree 35 13.2 14 11.2 21 14.9
fertility desires with every patient Disagree 43 16.2 26 20.8 17 12.1
and their significant other. (We — Neutral 72 27.1 36 28.8 36 25.5
are referring to patients of Agree 76 28.6 35 28.0 41 29.1
reproductive age, or their Fully agree 40 15.0 14 1.2 26 18.4
pariner. )
3.5 Personalized content
Have you felt the need to talk o Yes 24 9.0 16 12.8 8 57
your mental health professional ~ No 223 83.8 99 79.2 124 87.9
about contraception? I do not know 7 6.4 9 7.2 8 57
NA 2 0.8 1 0.8 1 0.7

Results of 267 patients are included in this table, two patients did not report their age.

N
(G,
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Table $8.4 - Interview guide for individual focus groups

==

1

Focus group

Topic

1: Women with
unintended
pregnancies

2: Women without
children

3: Men

4: Women with
infended
pregnancies

Introduction

Relation between
symptoms and the topic

Challenges

Support

Group specific questions

Needs

Control

Conversation with
mental health
professionals

Key recommendations

Can you introduce
yourselfe

Why are you
participating in this
focus group?

(How) have your
symptoms contributed
to an uninfended
pregnancy?
[planning, physical
aspects, sexual
aspects)

Which factors have
made the process of
fertility, childlessness,
and family planning
challenging?

Did you wish for
support in this, how,
and from whom?
Which coping
mechanisms

have/had helped

you (especially during

pregnancy)?

Do you have
suggestions how fo
turn an uninfended
pregnancy into an
infended pregnancy?
What support do
women with an
unintended
pregnancy need?
What is the role of
the psychiatrist, nurse,
general practitioner
or environment?

Do you experience
that you have control
over your desire for
children and desire
for a pregnancy?
Do you have a
recommendation for
healthcare providers
on how fo (optimally)
conduct the
conversation about
family planning?

Can you introduce
yourselfe

Why are you
participating in this focus
group?

(How) have your
symptoms confributed to
the fact that you did not
have children@

Was this decision your
own?

Which factors have
made the process of
fertility, childlessness,
and family planning
challenging?

Did you wish for support
in this, how, and from
whom?

Do you experience
societal stigma
regarding childlessness
and mental health
issues If yes, how do
you deal with those?

What support do
women need in the
decision fo not have
children? What is the
role of the psychiatrist,
nurse, general
practitioner or
environmente

Do you experience that
you have control over
your desire for children
and desire for a
pregnancy?

Do you have a
recommendation for
healthcare providers on
how to (optimally)
conduct the conversation
about family planning?

Can you introduce
yourselfe

Why are you
participating in this
focus group?
(How) have your
symptoms affected
family planning or
desire for children?

Which factors have
made the process of
fertility, childlessness,
and family planning
challenging?

Did you wish for
support in this, how,
and from whom?

Is there a need for
support of men in
relation to family
planning and desire for
children2 What is your
perspective on thate

How can men with
mental health issues
and young parenthood
be supported?

If applicable: what
made you feel
supported as a young
father and what coping
mechanisms are helpful
for you? What is the
role of the psychiatrist,
nurse, general
practitioner or
environmente

Do you experience that
you have control over
your desire for children
and desire for a
pregnancy?

Do you have a
recommendation for
healthcare providers on
how to (optimally)
conduct the
conversation about
family planning?

Can you introduce
yourselfe

Why are you
participating in this
focus group?

(How) have your
symptoms contributed
to an infended
pregnancy?
[planning, physical
aspects, sexual
aspects)

Which factors have
made the process of
fertility, childlessness,
and family planning
challenging?

Did you wish for
support in this, how,
and from whom?
Which coping
mechanisms
have/had helped
you (during
pregnancy and after
your baby was born)2

How can women
with mental health
issues and a desire to
have be supported?
What is the role of
the psychiatrist, nurse,
general practitioner
or environment?

Do you experience
that you have control
over your desire for
children and desire
for a pregnancy?
Do you have a
recommendation for
healthcare providers
on how fo (optimally)
conduct the
conversation about
family planning?
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Supplementary File 8.1: survey MHPs

Survey for mental health professionals.

Version 1, 22-01-2022

In this questionnaire, the term 'patient' is used, you can also read 'client' instead.

1. What is your role in mental healthcare?
®  Junior doctor
e Resident doctor
e Psychiatrist
e Psychologist
e (Psychiatric) nurse
e Administrator
e Other, namely:

2. Where do you work in mental healthcare?
®  Mental healthcare institution
*  Hospital
*  Private practice
e Other, namely...

3. How long have you been working in mental healthcare?
o <5vyears
e 510 vears
e 1020 vyears
o >20 years

4. What is your age?
Numeric input

5. What is your gender?
e Female
e Mdle
e Other

e Prefer not to disclose
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6. Statement: The psychiatrist should discuss family planning/formation with
every patient (and their significant other] of reproductive age. We mean
whether there is a desire for children or expansion of the family. You can
explain your answer.

e Strongly disagree, because. ..
e Disagree, because...

e Neutral, because...

* Agree, because...

e Strongly agree, because...

7. Do you discuss contraception with your patients (and their significant others|e
* Yes
* No
e Nof applicable

8. Have you ever initiated a discussion with your patients about desire for
children or family planning? We mean the desire for children or expansion of
the family in patients of reproductive age.

e With no patient/significant other

e \With some patients/significant others
e | don't know

e With many patients/significant others
e With all patients/significant others

9. Do you receive questions about family planning from your patients (and their
significant others)2
e From no patient/significant other
e From some patients/significant others
e | don't know
e From many patients/significant others
e From all patients/significant others

10.  Ifyes to question 8 and/or @, what topics do you discuss?
Open field for input

11. What are your reasons for discussing or not discussing this fopic?
Open field for input
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12. Do you feel competent enough to discuss family planning in relation to
psychiatric vulnerability with patients (and their significant others|e
e VYes, what is the reason for thise...
e | find it difficult to say if | feel competent enough.
e No, what is the reason for this?...

13.  Did you receive education on family planning in relation to psychiatric
vulnerability during your training as a mental healthcare professionale
* Yes
e [ don't remember.
e No
14, Do you feel the need for further education/training on the topic of family
planning in relation to psychiatric vulnerabilitye
* Yes
* No
15, Are there protocols or instructions in the organization where you work
regarding discussing family planning?
* Yes
e No
16. s there anything else you would like to share with us on this topic?

Open field for input

Thank you very much for your participation.
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Supplementary File 8.2: survey MHPs

Survey for MIND panel of (former) patients and close ones

Version 1, 08-0/-2022

PART ONE: In the first part, some general questions are asked to get an
understanding of the members of the panel who are completing this survey.

1. Are you completing the survey for yourself or as a close one (for a person
with mental health problems)2
* | am completing the survey for myself
* | am completing the survey as a close one

If completing for a close one, please proceed to question 33.

2. What is your age?
3. What is your gender?
e Male
e Female
e Other
4. What mental health problems have you (currently or previously) experienced?
Free text
5. Have you ever experienced an unintended pregnancy (by unintended

pregnancy, we mean a pregnancy that was not planned or not planned at
that time)2 Men can also answer "yes" if you are the father in the case of an
unintended pregnancy.

* Yes

e No

e Nof applicable, because

. If yes, was this unintended pregnancy unplanned but later desired?
* Yes
e Parfially
e No
e Other, namely
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PART TWO: These questions are about discussions regarding desire for children.

/.

Have you felt that your mental health problems have influenced your desire to
have or not have children in any way?

* Yes

e No

e [don't know

e Nof applicable, because

Have you felt the need to discuss family planning with a health professionale

Here we mean whether there is a (possible] desire to have children or expand

your family.

e Yes
e | don't know
e No

e Nof applicable, because

With whom would you like to discuss your questions about desire for children
and family planning? (Multiple options can be selected)

People in my immediate environment, family, friends, close ones

My general practitioner

A gynecologist

A midwife

A mental health professional

A social worker

A spiritual counselor

A (life) coach

People with lived experience / peers

Other, namely...

Has o mental health professional ever initiated a discussion with you about

desire for children or family planning?

Yes, what kind of health professional was this2 You can enter, for example:
social psychiatric nurse (SPN), psychologist, psychotherapist, psychiatrist,
creative therapist, person with lived experience, POH-GGZ: ...(open-ended
response field)

| don't remember

No
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1.

12.

Have you ever initiated a discussion with your mental health professional about

desire for children or family planning®@

® Yes, what kind of health professional was thise You can enter, for example:
social psychiatric nurse (SPN), psychologist, psychotherapist, psychiatrist,
creative therapist, person with lived experience, POH-GGZ: .. .[open-ended
response field)

e | don't remember

e No

What is your experience with discussing desire for children or family planning
with your mental health professional®
e Positive, because:

Neutral, because:

Negative, because:

Not applicable, because:

This question may be skipped by people who answered 'no" to both previous
questions.

13.

Would you like your close ones to be involved in the discussion about desire
for children or family planning?

® Yes

| don't know

e No

Not applicable

Do you think the topic of family planning is sufficiently discussed by or with
the mental health professional2

* Yes

e [ don't know

* No

If not, what do you think are the reasons that family planning is not being
discussed?
Free text
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22.

23.
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Do you feel a barrier to discussing family planning and desire to have
children with a mental health professional?

* Yes

e [don't know

* No
If yes, what do you think is the reason for this barrier2

If yes, what would make it easier to discuss family planning with a mental
health professional2

What topics would you like to be addressed when it comes to family
planning?
Free text

What would be a good time for you to have a conversation about family
planning with your mental health professional2
Free text

What affitude do you think the mental health professional should adopt in the
conversation about family planning, according fo you?
Free text

Have you ever discussed with your mental health professional the choice of
using confraception or note

® Yes
e | don't know
e No

Have you felt the need to falk to your mental health professional about
confraception?

o VYes
* | don't know
e No
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PART THREE: In this part, a number of questions will be asked specifically about
psychiatrists.

24.

25.

206.

Statement: The psychiatrist should discuss family planning with every patient
and their significant other. (We are referring to patients of reproductive age,
or their partner.)

e Strongly disagree, because:

e Disagree, because:

o Neutral, because:

e Agree, because:

e Strongly agree, because:

Do you think psychiatrists have enough knowledge about family planning and
its combination with mental health issuese

* Yes

e | don't know

e No

If you were prescribed medication in the past in mental health care, were you
asked about any desire to have children in order fo take this info accounte

* Yes

e | don't know

e No

PART FOUR: After the MIND panel survey from last year, we were able to have in-
depth conversations with members of the panel. From this, among other things, the
previous statements follow, which we would like to present fo you.

27.

Statement: Desire to have children and family planning can only be discussed
when there is frust between patient and clinician.

e Strongly disagree, because:

e Disagree, because:

o Neutral, because:

® Agree, because:

e Strongly agree, because:
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28.  Statement: | am aware that | can go to a perinatal psychiatric clinic (POP-poli)
for advice on medication, pregnancy, and mental health issues (POP stands
for Psychiatry, Obstetrics, and Pediatrics).

* Yes

e No

29.  Statement: Referral to a perinatal psychiatric clinic (POP-poli) is deterred due
fo the stigma associated with the psychiafric component.
e Strongly disagree, because:
e Disagree, because:
e Neutral, because:
* Agree, because:
e Strongly agree, because:

30.  Statement: The discussion about desire to have children should occur
regularly in mental health care relationships.
e Strongly disagree, because:
¢ Disagree, because:
o Neutral, because:
e Agree, because:
e Strongly agree, because:

31. s there anything else you would like to add on this topic? You can write it
here.
Free text.
Thank you for completing the survey!
If you have any further questions regarding this survey or the research, you can contact
the  MIND team and the researchers via  Noralie  Schonewille:
n.n.schonewille@olvg.nl.  For psychological support, you can contact MIND
Korrelatie.

33.  What is your age?

34.  What is the age of your close one?
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35.

36.

37.

38.

39.

What is your gender?
e Man
e \Woman

e Other

What is the gender of your close one?
* Man
e Woman

e Other

What psychological complaints has your close one (currently or previously)
experienced?
Free text

Has your close one ever experienced an unintended pregnancy (by
unintended pregnancy we mean: a pregnancy that was not planned, or not
planned at that time)2 If the close one is a man, this question can also be
answered "yes" if he was the father in the unintended pregnancy.

* Yes

* No

e N/A, because

If yes, was this unintended pregnancy unplanned but desired (later)2
* Yes

e Parfially

* No

e | don't know

e Other, namely...

PART TWO: These questions are about the conversation about the desire to have

children.

40.

Have you felt that the psychological complaints of your close one have in any

way influenced his/her desire to have or not have children?

* Yes

e No

e | don't know

o N/A, because
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43.

44.

The conversation about family planning and desire for children in mental healthcare

Has your close one felt the need to talk about family planning with a health
professional? By this, we mean whether there is a [potential) desire to have
children or expand the family.

* Yes

e | don't know

* No

o N/A, because

Who would your close one want fo falk to about questions regarding desire
to have children and family planning? (Multiple options possible)

e People in my immediate environment, family, friends, close ones
* My general practitioner

* A gynaecologist

e A midwife

* A menfal health professional

* A social worker

* A spiritual counsellor

o A (life) coach

 Peers/experience experts

e Other, namely...

Has a mental health professional ever initiated a conversation with your close

one about desire to have children or family planning?

e Yes, what kind of health professional was thise You can fill in, for
example: socialpsychiafric nurse (SPN), psychologist, psychotherapist,
psychiatrist, art therapist, experience expert, mental health care
practitioner: .... (open answer field)

e | don't know

* No

Has your close one ever initiated a conversation with a mental health

professional about desire to have children or family planning?

e Yes, what kind of health professional was thise You can fill in, for
example: socialpsychiatric nurse (SPN), psychologist, psychotherapist,
psychiatrist, art therapist, experience expert, mental health care
practitioner: .... (open answer field)

e [ don't know

e No
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45.

46.

47.

48.

49.

50.

51.

52.

What is your close one's experience with discussing desire to have children
or family planning with a mental health professional?
e Positive, because:

Neutral, because:

Negative, because:

N/A, because:

Would you like family members to be involved in the conversation about
desire to have children or family planning?@

* Yes

| don't know

e No

Other, namely...

Do you think the topic of family planning is adequately discussed by the
mental health professional (or with the mental health  professional)?

* Yes

e [ don't know

e No

If nof, what do you think are the reasons why family planning is nof
discussed?
Free text

Did your close one feel a barrier to talking about family planning and desire
to have children with a mental health professional2

Do you feel any barriers for your close one to falk about family planning and
desire to have children with a mental health professional?

* Yes

e [ don't know

* No

If yes, what do you think is the reason for this barrier?

If yes, what would make it easier to talk about family planning with a mental
health professional?



53.

54.

55.

56.

57.
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What topics would your close one like to discuss when it comes to family
planning?
Free text

What would be a good time for your close one to discuss family planning
with a mental health professional®
Free text

What affitude should the mental health professional adopt during  the
conversation about family planning, according to you?
Free text

Has your close one ever talked to a mental health professional about the
choice to use contraception or not2

* Yes

e [ don't know

e No

Has your close one felt the need to talk to their mental health professional
about confraception?

* Yes

e [ don't know

e No

PART THREE: In this part, there are some questions specifically about psychiatrists.

58.

Statement: Psychiatrists should discuss family planning with every patient and
their close one. (We are referring fo patients of reproductive age, or their
partners.)

* Strongly disagree, because:

* Disagree, because:

e Neutral, because:

* Agree, because:

e Strongly agree, because:
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59.

60.

Do you think psychiatrists have enough knowledge about family planning and
its combination with mental health issuese

* Yes

e | don't know

e No

If your close one has been prescribed medication in the past in mental health
care, were they asked about their desire to have children fo take this into
consideration?

* Yes

e | don't know

e No

PART FOUR: After the MIND panel survey last year, we were able to conduct some in-

depth in

ferviews with panel members. The previous statements are based on these

interviews, and we would like to present them to you.

ol.

62.

63.

Statement: Family planning and desire to have children can only be
discussed when there is trust between patient and provider.

e Strongly disagree, because:

e Disagree, because:

e Neutral, because:

e Agree, because:

e Strongly agree, because:

Statement: | am aware that | [or my close one] can seek advice on
medication, pregnancy, and menfal health issues at a POP (Psychiatry,
Obstetrics, and Pediatrics) clinic.

* Yes

e No

Statement: Referral to a POP clinic is discouraging because of the stigma
associated with psychiatry.

e Strongly disagree, because:

e Disagree, because:

e Neutral, because:

* Agree, because:

e Strongly agree, because:
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64.  Statement: The conversation about desire to have children should be a
regular part of mental health care relationships.
e Strongly disagree, because:
e Disagree, because:
e Neutral, because:
* Agree, because:
e Strongly agree, because:

65. Do you have anything else you would like to share on this fopic? You can
write it here.
Free text

Thank you for completing the survey!

If you have any further questions regarding this survey or the research, you can confact

the MIND team and the researchers through Noralie  Schonewille:
n.n.schonewille@olvg.nl.
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General discussion and future directions

We employed a mixed methods approach by integrating quantitative (parts | and 1l]
and qualitative (part lll) research designs. In Part |, we estimated the prevalence of
UPs amongst women with and without psychiatric vulnerability in a systematic review
and meta-analysis. Data from a nationwide survey exemplified the impact of
psychiatric vulnerability on various domains of family planning. In Part Il, we collected
quantifative data on the prevalence of UPs amongst women with psychiatfric
wulnerability, in addition to obstefric and neonatal outcomes after UPs. Next, we
specifically focused on obstetric and neonatal outcomes in infants born to women with
bipolar disorders. In Part lll, we explored perceptions on family planning decision-
making amongst individuals with lived experience with psychiatric vulnerability.
Moreover, we captured experiences from women with UPs and psychiatric
vulnerability and their pariners on pregnancy journeys. last, experiences with
discussing family planning in psychiatric healthcare were gathered from MHPs and
from individuals with lived experiences with psychiatric vulnerability.

This final chapter provides summaries and an infegrative discussion of all key findings
in addition to directions for future research and clinical implications.

Summary of key findings

Part | Psychiatric vulnerability, unintended pregnancies and desire for
children

Chapter 2 presents the results of a systematic review and meta-analysis on the
prevalence of UPs in women with (n=2.650) versus without (n=16.031) psychiatric
vulnerability. Results suggest that UPs are more prevalent amongst women  with
psychiatric vulnerability versus women without psychiatric vulnerability ((OR 1.34, CI
1.08-1.67). The overall weighed prevalence of UPs among women with psychiatric
vulnerability is 65% (C1 0.43-0.82, n=3881).

Chapter 3 provides results of a semiquantitative survey that captured experiences
with family planning amongst individuals with (prior) mental health issues. The study
gives valuable insights in the broad impact of psychiatric vulnerability on four
domains. Reproductive hisfory is impacted as UPs are common in this sample (21.7%
ever had a UP and of the persons who were ever pregnant, 45.4% ever had a UP).
Decisions about family planning are impacted by psychiatric vulnerability, as half of
the sample relates their childlessness 1o (prior) mental health issues. Third, more than
half of the sample experiences taboo around sexuality, indicating impact on sexual
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wellbeing. Fourth, more than half of the participants feels impaired as a parent due to
mental health problems.

Part Il Psychiatric vulnerability and birth outcomes

Chapter 4 reports findings from a retrospective cohort study on the occurrence of UPs
in women with current or past psychiatric diagnoses, and the impact of UPs on
maternal and neonatal outcomes. Results show that UPs are more common in women
with current or past psychiatric diagnoses (39.0% vs. 29.6%, OR 1.56, Cl 1.23-
2.00, p<0.001), specifically those with depressive, personality and substance-related
disorders. The presence of UPs does not create clinically relevant changes in maternal
or neonatal outcomes such as mode of delivery, preferm birth and low Apgar score.

In Chapter 5, the results of a refrsopective cohort of women with bipolar disorders are
presented. Neonatal (reJadmission rates and other obstetric outcomes are comparable
for neonates exposed versus not exposed to lithium. However, women with bipolar
disorders, regardless of lithium exposure, have relatively high rates of obstefric
complications such as caesarean sections (29.1%), gestational diabetes (12.8%) and
hypertensive disorders of pregnancy (8.5%) compared fo women without bipolar
disorders in comparable samples. The findings from this chapter underscore the
vulnerability of some women with bipolar disorders for pregnancy complications.

Part Il Psychiatric vulnerability and lived experiences with family
planning

Chapter 6 illustrates the infricacies of family planning decisions among women with
psychiatric vulnerability in a qualitative study with focus groups. Together, four major
themes illustrate how family planning decisions are shaped by (prior) psychiatric
vulnerability, holding space for the complexity and ambiguity of the inferaction
between psychiatric vulnerability and family planning decisions. The ‘Shadows of the
past’ theme is marked by childhood trauma, adverse events, and inadequate
parenting. The 'Shadow of the present’ theme addresses awareness of psychiatric
disorders and emotions toward psychiatric stability. The ‘Shadow of the future’ theme
describes how social influences, stigma, and concerns about transmitting psychiatric
disorders shape fulure imaginaries fowards desire for children and decision-making
regarding having children. last, the refrospective design of the focus groups provides
room for reflection on previous decision-making. VWWomen's narratives are interspersed
with emotions such as regret, grief, and relief. The ‘Reflections’ theme illustrates how
women's current emotional lives are impacted by their former decision-making.
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In Chapter 7, a qudlitative study is presented that explored pregnancy journeys of
women with UPs and psychiatric vulnerability. The narratives vyield four primary
themes. Firstly, the theme 'Ascribing meaning to an unintended pregnancy’ describes
how unintended pregnancies occurred, what shaped pregnancy intentions, and the
discovery and decision-making process of maintaining the pregnancy. The ‘Impact on
mental health” theme follows with a description of how psychiatric symptoms evolved
and changed because of the unintended pregnancy. The ‘Coping’ theme illustrates
what coping mechanisms were adopted and how a wish for a safety net emerged.
The Parenthood” theme links the imaginations and expectations during pregnancy
with the postpartum experiences. This chapter illusirates how ongoing UPs in women
with psychiafric vulnerability could prompt personal growth through behavioral
changes, while also highlighting the initial shock and emotional complexities
associated with UPs.

Finally, Chapter 8 demonstrates results from a mixed-methods study on how
discussions about family planning and a desire for children can be held within mental
healthcare. Findings reveal novel perspectives on how family planning conversations
could be facilitated in psychiafric healthcare. Obstacles that hinder successful
conversations are fear of judgment and time constraints, which limits the opportunity
for in-depth exploration of important life themes. The study suggests that mental health
professionals proactively engage patients in family planning conversations during their
reproductive years and prioritize these talks before contraceptive care. Confraceptive
care should be discussed according to patients but should be preceded by discussing
the desire fo have children, the effect of medication on pregnancy, the impact of
pregnancy on mental health of parents, the impact of heredity, and the (grief over] not
having children and not becoming parents.

Discussion of key findings

Estimating UP rates: are we comparing apples and oranges?

It is safe to say that UPs are prevalent amongst both women with and without
psychiatric vulnerability (Chapter 2, Chapter 3, Chapter 4,'). Amongst women with
psychiatric vulnerability, UPs mark on average 65% of the pregnancies, according to
our mefa-analysis (Chapter 2). It is more difficult to ascertain if UPs are more prevalent
amongst women with psychiatric vulnerability compared to controls. Three main
concerms with regards to measurements of UPs are discussed below.
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First, it is imporfant to compare UP rafes between populations from similar
geographical regions. Most studies on UPs are employed in samples of young
women, mostly from low- or middle-income countries and/or where limited access to
safe abortion care is the norm' and these studies may not be comparable to Dutch
studies. Data from a Rotterdam obstetric cohort reported a prevalence of UPs of
25.7% in women without previous depression among women living in an urban
sefting, versus 36.5% unplanned pregnancies in women with a history of depression?.
This concords with the prevalence of 29% in the MoMentUM dataset from Amsterdam
(Chapter 4) among women without psychiatric vulnerability and other studies on UPs
in Northem-Europe®. The comparable estimates of UPs amongst different groups of
women with and without psychiatric vulnerability increases the credibility of our
findings. Another strength of the MoMentUM study is that we adjusted for variables
that were previously related to UPs, such as ethnicity, employment status, age and
parity in estimating the odds of UPs between women with versus without psychiatric

vulnerability.

A second precaution in the measurement of UPs is the distinguishment between various
samples from which to measure UPs. UPs can be measured as 1) the lifefime
prevalence within all people (with and without children), 2) the lifefime prevalence
within people with children, 3] the proportion within all (live] births in a group, 4) the
proportion within all pregnancies within a group (including abortions and births) and
5) the proportion of all pregnancies within one person. Many studies present data
from prospective and refrospective birth cohorts®. It is worth considering the possibility
of missing dafa on the proportion of the UPs that ended in (involuntary) abortion,
which would then skew the interprefation of UP rafes of continued pregnancies. The
complexity of estimating UP rates is demonstrated in two of our own samples, in which
we found a lifetime UP prevalence of 21.7% in individuals with psychiatric
vulnerability (Chapter 3) similar to data based on a sample that represents the
general Dufch population (20% UPs)*. However, from refrospective cohort data, 39%
of the confinued pregnancies was uninfended amongst women with psychiatric
vulnerability. This is 10% more, a significant difference, compared to women without
psychiafric vulnerability (29%) (Chapter 4,%). The large sample size of the
MoMentUM study increased statistical power of these analyses and facilitated the
inclusion of several relevant variables in the adjusted regression analyses. Moreover,
45.4% of the persons with children in a nationwide sample of individuals with
psychiatric vulnerability (men and women) ever experienced a UP or fathered a child
after a UP (Chapter 3). From these findings we might derive a trend wherein women
with psychiatric vulnerability have more UPs compared to women without psychiatric
vulnerability, compared fo their geographical counterparts.
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Third, several possible biases are related to measuring UPs. Most studies on the
lifetime prevalence of UPs are limited by the possible presence of reporting bias due
fo their refrospective character. As pregnancy infention may be perceived as a
sensitive subject that MHPs or pregnant women prefer not to address during a
pregnancy infake, leading to potential underreporting of UPs versus intended
pregnancies, which was an important limitation in Chapter 4. Recall bias, although
inherent to changing pregnancy intentions over time, limited the trustworthiness of the
findings in the MoMentUM study®. Previous literature even refers to stable fertility
preferences as an illusion’. Thus, the reliability of measuring pregnancy intentions at
one point in time, even with validated instruments such as the “london measurement of
Unplanned Pregnancy” is questionable. Besides, it is known that pregnant women
may report more positively about a confinued pregnancy than it was initially
anticipated”. Another source of insecurity is ambivalence, which illustrates a conflict
between ideations about a pregnancy versus pregnancy-planning behavior that is (nof)

14). Presence of ambivalence

in line with those ideations (Chapter 6, Chapter 7,%
may challenge the ability to capture pregnancy infenfions with measurements.
However, as ambivalence puts women at risk for UPs, the measurement of
ambivalence may also increase understanding of who is af risk for UPs and why!?13.
A final bias in capturing pregnancy intentions, is the variety in definitions of UPs'®. In
Chapter 4, we captured pregnancy intentions through searching medical records in @
refrospective cohort. Refrospective assessment enabled including a large cohort and
performance of analysis with sufficient power to support hypotheses. Making the
distinction between planned, unplanned, wanted and unwanted pregnancies in the
MoMentUm study, after including all pregnancies with unsure pregnancy infention,
aided in comparing our findings to findings in other studies. However, a binary
measurement of UPs does not do justice to the complexities of defining the infention of
a pregnancy. Several qualitative studies showed the importance of ambivalence
towards pregnancy infentions (Chapter 6, Chapter 7,').

In conclusion, various methodological considerations stress the need for careful
interpreting of UP rates. Nevertheless, as UPs rates amongst women with psychiatric
vulnerability are substantial (up to ©5%), and differs from controls (Chapter 4), we can
conclude that UPs are more prevalent amongst women with psychiatric vulnerability.

Matemal and neonatal outcomes after UPs: are they really that bad?

Strikingly, the outcomes from the refrospective MoMentUM cohort oppose previous
studies in which adverse short- and longferm maternal and neonatal outcomes in
women with UPs and in women with psychiatric vulnerability were demonstrated
(Chapter 4). UPs did not significantly alter maternal or neonatal outcomes for women
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with psychiatric vulnerability, except for a slightly longer gestational age at delivery in
women with UPs in addition to psychiatric vulnerability versus UPs without psychiatric
vulnerability without clinical relevance. Our results are supported by another study
performed in a comparable obstetric sefting (Northem-European)®.  Severe birth
outcomes were comparable between women with and without UPs, irrespective of
psychiatric history. Several factors could explain the inconsistency between these
studies and previous research on outcomes affer UPs.

First, the access 1o free and high-level healthcare could mitigate outcomes after UPs®.

Second, women in the MoMentUm study delivered at the OLVG hospital, indicating
they finally opted to continue their pregnancies to birth. It is likely that pregnancies that
are unplanned but welcomed have better maternal cutcomes compared to unplanned
and unwanted pregnancies'®. If this also applies to birth and neonatal outcomes is
unsure, although previous research did relate low birth weight specifically to
ambivalent pregnancies [versus mistimed), and preferm birth to unwanted pregnancies
(versus mistimed)!'?. The findings in Chapter 4 are based on a large refrospective
dataset with reliable birth outcomes from patient files. Although we were certain about
the presence of a psychiatric vulnerability atf the time of conception, the study is limited
by an uncertainty about the psychiatric symptoms of women during pregnancy. As
adverse birth outcomes are related fo more severe psychiafric symptoms and/or

disorders, this could have impacted birth outcomes?®2!.

Third, the geographical region in which studies have been conducted greatly impacts
outcomes, varying from severe stunfing in children bomn after UPs in low-income
countries fo no severe outcomes in seftings with free abortion and high level, freely

322 1t is likely that the socioeconomic impact of UPs is less

available health care
profound in high-income countries and most parents can financially support their
children during the first years of life, which results in comparable growth and
developmental outcomes in children bomn affer pregnancies that were intended or

unintended.

Another remarkable finding is that birth outcomes were not different between women
with and without a psychiatric vulnerability (Chapter 4). Nelson and colleagues found
comparable neonatal outcomes in women with UPs, with consideration of a history of
depression?3. Although these findings support the results from the MoMentUM cohort,
in which a history of psychiatric vulherability did not alter birth ocutcomes, low birth
weight and premature birth were related to UPs in this mefa-analysis which is
predominantly based on data from the US or in comparable seftings. The positive
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impact of other carefakers besides mothers on the development of offspring bom to
women with psychiatric vulnerability should not be overlooked. This holds specific
relevance to longterm outcomes after UPs in women with psychiatric vulnerability but
could also impact perinafal mental health of mothers and hereby outcomes in
offspring. Postpartum follow-up inferviews suggested a positive impact of partner
support during pregnancy on women's mental health sfatus, the partner relationship
and her bonding with the baby (Chapter 7). In general, birth outcomes are
specifically more adverse in women with severe psychiatric vulnerability such as
bipolar disorders?42°. Our refrospectfive cohort study confirmed that women with
bipolar disorders have a highisk obstefric profile in both study groups (with and
without lithium exposure during pregnancy) (Chapter 5). In Chapter 5, no specific
concems were raised due to the use of lithium for the prevention of relapse of bipolar
episodes. However, most patients in our cohort received antenatal care at a
specialized perinatal psychiatric outpatient clinic which manages the use of lithium
during pregnancy with caution, as suggested by previous authors?/28. As congenifal
anomalies are linked to lithium exposure in the first trimester of pregnancy it is of
utmost important that toxic lithium levels are prevented, stressing the need for enrolment
in specialized perinatal psychiatric healthcare early in pregnancy?®. Noteworthy
limitations of Chapter 5 relate to the retrospective nature of the study (with missing
data on sympfom severity of mothers] and skewing of results by use of other
psychotropic mediations than lithium. Last, it should be noted that in this cohort (with
partial overlap with the MoMentUM study in years of inclusion at the POP-clinic at
OLVG hospital), pregnancies were planned in only 60% of all women with bipolar
disorder. This illustrates the necessity for discussing family planning with the goal to
optimally prepare the expectant parents for pregnancies, including the management of
psychoactive medication in this group of women with severe psychiatric vulnerability.

It is interesting that the research field currently lacks explorations of positive outcomes
after UPs, as resilience and postHraumatic growth were linked to becoming a mother
in uncertain circumstances before?”. Indeed, our qualitative data showed that for some
women with psychiatric vulnerability and/or experiences of childhood trauma, UPs
were perceived as a window of opportunity for breaking the cycle of
fransgenerational fransmission, for personal growth and behavioral change (Chapter
5, Chapter 6, Chapter 7). We found that for some women, having a child
increased the ability fo feel love, set personal boundaries and motivate the initiation of
freatment for past frauma and/or psychiatric vulnerability. Previous research indicated
that the transition to motherhood is not only perceived as lifechanging, but also raises
existential questions about the meaning of life®°. As such, the transition to motherhood
in women with psychiafric vulnerability may not only be utilized as a window of
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opportunity fo break transgenerational patterns, but also offer a change for finding
meaning in life and diving info existential questions. Future qualitative work should
further explore these opportunities for women with psychiatric vulnerability.

Unintended pregnancies and psychiatric disorders: is there evidence
for a causal relationship?

In the following section three hypotheses regarding the potential link between
psychiatric vulnerability and UPs are given.

Hypothesis 1: there is a causal relationship between psychiatric
vulnerability and UPs

First, psychiafric symptoms could directly influence behavior that is related to
prevention of unwanted pregnancies. Figure 9.1 summarizes the possible pathway
through which psychiatric vulnerability attribute to the risk of UPs. We specifically
found that women with personality disorders, substance use- and related disorders and
depressive disorders have an increased risk of UPs compared to confrols without
psychiatric vulnerability prior fo the pregnancy (Chapter 4). Previous literature on these
psychiatric disorders consolidates these findings, especially in young women®'23. We
could not find evidence for an increased risk of UPs amongst women with severe
psychiatric vulnerability such as schizophrenia, psychotic and related disorders or
bipolar disorders, contrary to earlier research®3°. The analyses conducted within
these relatively small groups of women may have lacked sufficient power to defect
associations (Chapter 4). Survey respondents highlighted the inability to profect
against UPs, through cases of involuntary intercourse, forced non-use of contraceptive
methods, and interactions befween confraceptive methods and other medications
(Chapter 3). Earlier research indicates a link between UPs and 1) limited sexual
autonomy, 2] engagement in violent relationships, 3) insufficient knowledge about

UPs, or 4] challenges in accessing or using confraceptives®¢3

. Intimate partner
violence and low selfesteem are interconnected with both reproductive decision-
making and psychiatric vulnerability®83?. It is possible that psychiafric symptoms cause
behavior that is related to sexual risk taking, resulting in UPs. Contrary fo this
hypothesis, we found litlle evidence of a direct link between psychiatric vulnerability
[symptoms) and UPs in our (semi-jqualitative work (Chapter 3, Chapter 6, Chapter
7, Chapter 8). One focus group participant illustrated how she forgot taking her oral
confraceptive pills, which she related to having attention deficit hyperactivity disorder
(Chapter 6). Also, alcohol abuse led to inability to adhere to contraceptive methods

(Chapter 3). Interviews vyielded a fear of infertility or reduced fertility, which
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parficipants related to prior eating disorders and their age. This presumption about
fertility posed risk for UPs through the misunderstanding that using contraceptives was
still needed to prevent UPs (Chapter 7). Although these cases support the first
hypothesis, we conclude a lack of examples wherein common psychiatric symptoms
such as depressed mood, apathy, hypersexuality, loss of overview, confusion, memory
loss and delusions relate to problems with contraceptive adherence or reproductive
confrol in addifion to data from larger (quantitative) samples in which this link is
investigated. This relates to several important limitations of Chapter é and Chapter 7.
First, interviewees were employed women who could verbalize their stories well. We
potentially lacked inclusion of women with low literacy, difficulty with expressing their
needs or taking charge of their mental health situation. VWomen with florid psychotic
episodes were excluded for ethical considerations. However, inclusion of this
relatively stable group of women with psychiatric vulnerability, narrows the spectrum
of women for which our findings are representative. In Chapter 6, we lack insights of
women from other cultural and ethnic background than Dutch, as the focus groups
were held in Dutch language and a prerequisite was sufficient knowledge thereof.

Psychiatric
winerability -

Figure 9.1 - Hypothesis 1: there is a causal relationship between psychiatric vulnerability and UPs

Hypothesis 2: there is overlap between social and psychiatric risk factors

An overlap between social and psychiatric risk factors could also predict UPs in
women with psychiatric vulnerability. UPs are linked to low socioeconomic status,
young age, unmarried sfatus, low income, low educational level, lack of insurance
and of social support*®#4. In studies on UPs amongst women with psychiafric
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vulnerability that include women with social risk factors, UP rates may be attributed
(partially) fo those factors. In prospective cohort data, it was shown that social and
psychiatric risk factors clustered in the prediction of UPs, supporting the hypothesis that
UPs occur in women with psychiatric vulnerability who also present with social risk
factors?. Contrary to this hypothesis, the results from the refrospective MoMentUM
dataset show a robust association between psychiatric vulnerability and UPs even
after adjustment for social factors such as employment status, age, parity and ethnical

background (Chapter 4).

Social risk factors

Unintended

pregnancies

Psychological
risk factors

Figure 9.2 - Hypothesis 2: there is overlap between social and psychiatric risk factors.

Hypothesis 3: Adverse childhood experiences indirectly attribute fo risk of
UPs through psychiatric vulnerability

Based on qualitative findings from this thesis we pose a third hypothesis. In women
with psychiatric vulnerability, the adverse childhood experiences (ACE) predominantly
impacted pregnancy decision-making by installing ambivalence towards motherhood,
as opposed fo the psychiatric symptoms as posed in hypothesis 1. A body of
evidence confirms that ACE are related to sexual risk behavior, resulting in teenage
birth, rapid repeat pregnancies and unwanted pregnancies in samples of women
without mentioned psychiatric history*>*8. Moreover, one study suggests a ‘dose-
response’ relationship between exposure to childhood adverse events such as abuse
and household dysfunction, and subsequent UPs*?. Aside from ACE, varying types of
adverse life events (e.g. forms of violence, economic hardship, death (by suicide),

and disrupted family/social networks) put women at risk for UPs by imposing stress>°.
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Possibly, women with psychiatric vulnerability have higher occurrences of ACE and
adverse life events. From cross-sectional dafa it was shown that lifefime exposure fo
violence, symptoms of postiraumatic stress disorder and symptoms of anxiety and
depressive disorder were common amongst women who opfed for pregnancy
terminations®”. Studies on veferan women with various psychiafric vulnerabilities
showed a high prevalence of UPs®3°!. As veferan women had high rates of
posttraumatic stress disorder, sexual frauma and homelessness, there may be an
interaction between psychiafric symptoms, social factors and history of ACE /traumatic
experiences in this subgroup. Results from interviews (Chapter 7) and focus groups
(Chapter 6] showed that women with psychiatric vulnerability offen experienced ACE
and other types of (sexual) frauma during life. The possibility of transmitting frauma or
hereditary psychiatric vulnerability to their offspring, in addition to fear of being an
inadequate parent gave rise to doubts about motherhood. Ambivalence towards
pregnancy infenfions can put women at risk for both unwanted children, but also
unwanted childlessness (2, Chapter 6). Figure 3 shows the pathway through which
ACE could directly and indirectly [via psychiafric vulnerability] affribute to the risk of
UPs and unwanted childlessness.

Psychiatric
vulnerability

Adverse childhood Unintended
experiences pregnancy

Figure 9.3 - Hypothesis 3: UPs indirectly resulting from adverse childhood experiences.

A further qualitative exploration of family planning decision-making in women with
psychiatric vulnerability (Chapter 6] exemplified how past experiences (among which
childhood trauma, adverse life events and inadequate parenting), present
circumstances and future ideations influenced the prospect of motherhood (see Figure
9.4). An important limitation of Chapter 6 is the retrospective nature of the data. On
the one hand, the data illustrate the profound emotional impact of past decision-
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making in this heferogenous sample of women with psychiatric vulnerability. On the
other hand, recall bias may play a role and memories about childhood trauma,
reproductive history and past decisions may be difficult to recollect.
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A Shadow of the future
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a Childhood trauma & adverse life events
Inadequate parenting )
Reflections on the decision 4—[- Regret, grief and relief J
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Figure 9.4 - Framework on the ‘Shadows of Impact’ of psychiatric vulnerability on family planning decision-
making.
Adjusted from Chapter 6

There is a noteworthy ambiguity in the influence of ACE on pregnancy decision-
making. ACE (indirectly) attribute to the risk of UPs, as shown in quantitative work. On
the other side, ACE are also related fo not having children, as shown in our
qualitative studies (Chapter 6, Chapter 7). Fear of motherhood or transmitting trauma
and psychiatric vulnerability motivated women to remain childless. In Chapter 3, we
found that childlessness was related to having mental health symptoms in cross-
sectional data. Although the direction of this association is unsure, which marks an
important limitation of this study, it is remarkable that childlessness is poorly studied in
relation to psychiatric vulnerability, given the possible negative impact on women'’s
mental health for those who experience childlessness with regret®?.

In conclusion, it is most likely that the occurrence of UPs among women with
psychiatric vulnerability is an inferplay of all three hypotheses: a causal effect of
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psychiatric sympfoms (1), overlap between social and psychiatric risk factors (2] and
an indirect effect of ACE through psychiatric vulnerability (3).

Discussions about family planning, desire for children and
childlessness: should MHPs embarke

The existing literature suggests that the prevention of UPs and/or involuntary
childlessness begins with engaging in open conversations about desire for children
5758 and focus

groups®® with MHPs (among which residents in psychiatry) reveals that the topic of

and family planning®®. However, surveys (Chapter 8,°4°°), inferviews

family planning is not regularly broached in psychiatric healthcare. This contradicts the
willingness of MHPs to discuss reproductive health matters (Chapter 8). This is
probably due to insufficient knowledge on reproductive health matters (Chapter 8,°4),
the perception of this fopic as a taboo (Chapter 4, 8,%°), moral concerns (Chapter

> By conducfing a

8,°7), limited time for appointments and lack of confidence
qualitative inquiry in the relation between family planning, desire for children and
mental health, our thesis illustrates that family planning encompasses a spectrum of
wishes, imaginaries and fears (Chapter 6, Chapter 7, Chapter 8). These aspects
related to family planning provide insight in the many considerations that women with
psychiatric vulnerability encounter and illustrates the need to have discussions in
psychiatric healthcare. Aside from acknowledging the urge, qualitative inquiries also

shed light on the fopics to discuss (see Table 9.1).

Table 9.1 - Top-5 topics to discuss in a conversation about family planning according to mental health
professionals and patients from survey data.

Topic  Mental health professionals Patients
1 Effect of medication on pregnancy Is there a desire for children, and if so, why
(not)2

2 Impact of pregnancy on mental health of parent Parenting in relation to psychiatric vulnerability
(to be)

3 Is there a desire for children, and if so, why Impact of pregnancy and parenting on own
(not)e mental health

4 Impact of heredity Impact of heredity

5 Confraceptive usage (Grieving) not having children

Adopted from Chapter 8

According to MHPs and patients, family planning counseling included the
consequences of pregnancy for patients themselves [e.g. menfal health effect of
pregnancy, childbirth and the postpartum period), as well as consequences for their
offspring (e.g. parenting with psychiatric vulnerability, passing of genefic disorders)
(Chapter 8). The ‘jar’ model is an exemplary model in which the impact of hereditary
disorders is combined with environmental aspects such as vulnerability or resilience,
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visualized in a jar®’. Moreover, patients specifically addressed the importance of
discussing [grief affer) childlessness (Chapter 3, Chapter 6, Chapter 8). From studies
on failed fertility treatment, we leamed that grief reactions are a common reaction in
couples who experience involunfary childlessness®?. Although studies on childlessness
amongst women with psychiatric vulnerability are currently lacking, our results imply
that similar reactions occur in this group as compared to women who experience
unwanted childlessness (Chapter 6). Although the findings were derived from two
surveys populated by the MIND panel, the use of panel data is limited by some
factors. Most panel members are elderly, higher educated and native Dutch (Chapter
3, Chapter 8). Our findings might represent this group of persons with (pasf]
psychiatric vulnerability, but do not give insight in the experiences of those younger,
with lower education, unemployment and other backgrounds than native Dutch. This is
important as the MIND panel may not adequately represent the patients in general
Dutch psychiatric healthcare. Our knowledge on the impact of psychiatric vulnerability
on reproductive health matters as family planning and childlessness should thus be
gathered from other samples, too.

Finally, efforts should be made to understand the contradiction between the high
prevalence of UPs amongst women with psychiatric vulnerability on the one hand
(Chapter 2,3,4), and the reluctance to discuss confraceptive care on the other hand
(86.6 % did not want to discuss contraception use] (Chapter 8). Although most survey
respondents used contraceptives when at risk for a pregnancy (75.3%,), they also
provided reasons fo not use contraceptives. Diminished reproductive control (having
an involuntary sexual relationship or being influenced by a pariner to not use
confraceptive methods), problems with using contraceptives (lacking therapeutic
alliance, not tolerating hormonal contraceptives, interaction between other medication
and confraceptives] and perceptions about being infertile due to psychiatric
vulnerability made participants abstain from using contraceptives (Chapter 3). These
reasons suggest that patients lack information about effectiveness of contraceptives,
(in)fertility and psychiatric vulnerability, while simultaneously raising concerns about the
presence of reproductive control in this group of patients. As aforementioned aspects
of contraceptive use like therapeutic alliance, medication inferactions and perceptions
about fertility due fo psychiatric disorders could fit the expertise of MHPs, it is
unfortunate that patients with psychiatric vulnerability (both men and women) were
reluctant to discuss contraceptive methods with MHPs (Chapter 8). We hypothesize
this topic may be sensitive, as previous generations of (inJpatients with psychiatric
vulnerability received contraceptives against their will®. Future efforts should be made
to understand the reluctance of patients to discuss contraceptive methods, given the
risk of UPs in women with psychiatric vulnerability.
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Future directions

Research recommendations

Although this thesis has provided some valuable insights in the prevalence of UPs
amongst women with psychiatric vulnerability, there are several gaps in current
literature. VWe suggest incorporating the presence of adverse childhood experiences
and/or past trauma in addifion to social variables in studies on the prevalence of UPs
amongst women with psychiatric vulnerability, to distinguish between the many
possible predictors (Chapter 3, Chapter 4). Identifying predictors has purpose in
developing fargeted interventions for women at risk for UPs. Given the discrepancy
between previous studies on birth outcomes after UPs and our findings (Chapter 4),
future studies on outcomes in women with psychiatric vulnerability (with and without
UPs) may adhere fo a prospective sefting with assessment of pregnancy intentions with
a validated tool, such as the Llondon Measure of Unplanned Pregnancy”. A growing
body of evidence assesses longterm outcomes after UPs, and it would be interesting
fo consider (a history of] psychiafric vulnerability in future studies®*©>. Additional
qualitative work could be employed that investigates why women with psychiatric
vulnerability have difficulties achieving their desired family size. Also, additional
research is needed amongst women with severe mental illnesses, women who are
unemployed, women from migrant backgrounds, women who do not have a parner
relationship and women with psychiatric vulnerability who chose to ferminate their
pregnancies. Childlessness in women with psychiatric vulnerability is an important
issue for future research, as this thesis shows that childlessness was related to mental
health problems. Another fascinating avenue would be assessing the implementation
of family planning conversations in psychiatric healthcare fo better understand how
such conversations can be personalized and optimized. It is of specific relevance to
understand why persons with psychiatric vulnerability are reluctant to  discuss
confraceptive care with their MHP. As our qualitative findings are limited fo selective
samples of mostly native Dutch or English-speaking patients, higher educated and/or
employed, we advise future researchers to make an additional effort in including
patients from other backgrounds. It would be a shame to base current reproductive
health practices in psychiatry on a subgroup of patients only. Finally, there is
abundant room for studying positive outcomes or positive influencers on outcomes after
UPs, regarding parent relationships, infant aftachment and  transition  to
motherhood*®:%¢. Besides doing jusfice to the variation in lived experiences with UPs,
positive scientific atfention for this topic may aid in decreasing societal stigma.
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Clinical implications

In understanding the clinical implications of our work, we must first come to terms with
one key question: should UPs be perceived as a problem for women with psychiatric
vulnerability? We argue that the evidence provided in this thesis, supported by
previous literature on UP rates amongst various populations, supports the hypothesis
that the impact of UPs should not be overlooked. Certainly, the impact of UPs in the
Netherlands might be limited to a certain extent, as abortion care is safe and widely
accessible and obstefric healthcare free and available to all. Birth and neonatal
outcomes were not disadvantaged in children born after UPs compared to infended
pregnancies (Chapter 4). However, our studies have also shown the personal
narratives of women with UPs, which ranged from positive experiences with UPs to
stories of women with unwanted pregnancies who were forced to continue their
pregnancies (Chapter 6,7). These narratives demonstrate how UPs profoundly impact
lives of expectant parents, also in the Netherlands. Moreover, women with psychiatric
vulnerability encountered challenges with family planning, pregnancy journeys and
parenting in case they had UPs, but also if pregnancies were intended of if they
remained (involuntarily) childless. As such, family planning may be perceived as a
challenge for many women with psychiatric wulnerability and should be better
addressed in clinical practice.

In this chapter, we will outline several clinical implications that are derived from our

findings.

Discussions about family planning and desire for children should take
place in psychiatric healthcare

We make several practical suggestions to facilitate conversations about family

planning in psychiatric healthcare (Chapter 3,6,7,8):

= Customized family planning for individuals dealing with psychiatric vulnerability
ought to specifically tackle concems related to involuntary childlessness,
uncerfainties surrounding the prospect of (potential) parenthood (Chapter 6,7,8),
and the impact of mental health on sexuality (Chapter 3).

*  We recommend MHPs to proactively address family planning with all patients
during their reproductive life stage and encourage patients fo initiate these
discussions within a trusting therapeutic relationship (Chapter 8).

* Information about (inlfertility in relation to psychiatric vulnerability should be
provided fo patients in these conversations, as this fear emerged in focus group
conversations (Chapter 6], surveys (Chapter 3) and interviews (Chapter 7).
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* |t is important fo take note of the reluctance to discuss contraceptive methods by
patients with psychiatric vulnerability (Chapter 8).

» A specific role should be put in place for prevention. Discussing pregnancy
intentions could lead to better preparation for a future pregnancy. There is a
growing interest in methods to improve the reproductive health of psychiatric
inpatients, especially for persons with serious mental illness who might perceive
loss of capacity to make reproductive decisions during disease episodes®”.

*  MHPs fear that patients experience a loss of autonomy and mentioned this fear as
a reason not fo address family planning with their patients (Chapter 8). However,
we hypothesize that supporting patients in articulating their preferences regarding
reproduction and pregnancy may increase their autonomy in family planning
decision-making, as it can only be reached when patients are informed about their

options (Chapter 6).

Based on findings from this thesis (Chapter 3,6,7,8), a discussion tool was designed
that includes relevant aspects to the conversation about family planning and desire for
children in psychiatric healthcare (see Figure 9.5). Attention should also be paid to the
fact that patients often encounter taboos when discussing sexuality and mental health
in general. By normalizing a conversation about family planning, stigma on having
psychiatric disorders and parenting (Chapter 3,6,7,8) can be reduced.

The psychiatric curriculvm: reproductive health matters!

In the United States, The National Task Force on Women's Reproductive Menfal
Health has directed that all psychiatrists should acquire essential knowledge and skills
in reproductive psychiatry®®. The Task Force also identified that among psychiatry
residents, education on reproductive health was insufficient. In their perception, all
psychiatrists should have basic knowledge in reproductive psychiatry®®. Indeed,
literature is conclusive that preconception care, pregnancy and the postpartum period,
perimenopause and menstrual disorders in relation o psychiatric vulnerability should
be basic knowledge for psychiatrists”®. Unfortunately, up fo date, similar goals have
not yet been set in the Netherlands (Opleidingsplan Psychiatrie). To facilitate optimal
preparation for pregnancy for women with psychiatric vulnerability, it is important to
integrate education in which psychiatrists and gynecologists (in  training) work
together”!. Patients and MHPs both underscored that psychiatrists should receive
fraining in how to counsel women with psychiatric vulnerability on reproductive health
matters (Chapter 8). Training of psychiatrists could be achieved by including
reproductive health matters in the psychiatric curriculum for residents. Moreover,
research also indicates that midwives could benefit from education on discussing
h72.

perinatal mental healt like psychiatrists, they lack confidence, training and
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knowledge to address these matters. Participants of the MIND-panel also indicated
that general practitioners, psychiatric nurses and persons with lived experiences were
eligible to have conversations about family planning with (Chapter 3). Ideally,
students in their psychiafry clerkship are routinely educated on the relevance of
perinatal mental health for patients and future generations”
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Figure 9.5 - Discussion tool.

This ensures that all Dutch physicians, psychiatrists as well as general practitioners,
gynecologists and pediatricians are educated on women's mental health in relation to
psychiatric vulnerability. Although not all psychiatrists freat women (or men) of
reproductive age, this fopic of conversation may fit any psychiatrist. As shown in
Figure 9.6, all life stages are represented in the cycle of ftransgenerational
fransmission of psychiatric disorders and frauma, stressing the need fo include this
fopic in general psychiatric residency programs. As the Dutch psychiatry residency
program has a specific focus on lifespan psychiatry, reproductive health makes a
perfect fit (Opleidingsplan Psychiatrie).
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The abovementioned interventions would be in line with the Sustainable Development
Coals as proposed by the World Health Organization. These goals direct countries,
by 2030, to ensure that family planning is available for all citizens, including
education and information about sexual and reproductive health. As women with
psychiafric vulnerability are dependent on, amongst others, their MHPs to provide
information, there is a responsibility for the medical curriculum here.

All patients in reprodluctive life stage
- Family check discussion tool
- Information provision

Treatment of and support for children and
adolescents with mental health problems
and/or childhood trauma

- Preconception counseling of persons with
psychiatric vulnerability

Al patients beyond reproductive life stage

- Reflections on family planning decisionmaking
as an important life theme in conversations with
MHP

Child and
adolescent
psychiatry
Treatment of infants & parents in infant (Referral o)
mental health facilities - Perinatal mental health clinic
- Family baby units

- Infant mental health facilities

Use of family check discussion tool for new parents

Figure 9.6 - Cycle of transgenerational transmission of psychiatric disorders and trauma.

Tailored interventions to support [pregnant] women with psychiatric
vulnerability and,/or UPs

In this paragraph, | propose tailored interventions for women with psychiatric
vulnerability that can be employed at the level of individual patients, their significant
others, MHPs and society (see Figure 9.7). Individuals with psychiatric vulnerability
should receive information about the option fo visit perinatal outpatient clinics before,
during and ofter pregnancy. These multidisciplinary clinics in which pediatricians,
obstetricians and psychiatrists cooperate, exemplify the vision of shared care between
MHPs, obstefricians and pediatricians for women with psychiatric vulnerability and
their offspring, however, many patients are not yet familiar with the nationwide

availability of this care facility (Chapter 6, Chapter 7, Chapter 8).
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Support in exploring one’s own ideations about possible parenthood can be found
with peers. We issued a booklet with lived experiences from people with psychiatric
vulnerability about family planning decision-making, pregnancy journeys, parenting
and sexuality (https: //mindplatform.nl/projecten/ kinderwens-en-ouderschap). Contact
with others who experienced childhood trauma  provided support in pregnancy
journeys  (Chapter 7). For both expectant mothers and fathers, unexpected
pregnancies give rise to questions and uncertainties. Stories from those with lived
experience could provide support (Chapter 7, htips://mindplatform.nl/projecten/
kinderwens-en-ouderschap). The presence of a significant other during conversations
about family planning was wanted by persons with psychiatric vulnerability (Chapter
3). The discussion tool (Figure 9.5) could facilitate a conversation about family
planning with a person with psychiafric vulnerability and can help to overcome
barriers. Women with UPs and their partners can be supported by understanding the
different stages of mental health impact during pregnancy and the postpartum
(Chapter 7). Uncertainties regarding mother infant bonding were raised by pregnant
women with psychiatric vulnerability (with and without UPs) (Chapter 3,6,7,8). Thus
we advise to offer women with psychiatric vulnerability a referral to facilities that offer
affachment based inferventions like Infant Mental Health organizations”. In addition,
maternal role fraining”> has proven beneficial in preparation for motherhood. We are
unaware of support groups for women with UPs who choose to contfinue their
pregnancies. However, positive psychological interventions may positively impact
antenafal mental health and pregnancy acceptance”®. We suggest that, while
specific precautions conceming lithium use may be extensive, it is advisable to
implement combined observation of mothers with bipolar vulnerability and their infants
in a nursery setting (level 1 care) to enhance mother-infant attachment (Chapter 5). As
ultrasounds aided in pregnancy acceptance and attachment to the (unborn) child,
women who choose to maintain their UPs could benefit from seeing the fetus on
ultrasounds (Chapter 7). Finally, there is an urgency for society to change its attitude
fowards pregnancies that are not greefed with hoppiness, as pregnancies can be
experienced very differently by persons and the acceptance of the pregnancy can
change over time (Chapter 7). The stigma that is related fo parenting in persons with
psychiatric vulnerability could be diminished by discussing reproductive health matters
openly and without judgement for all individuals (Chapter 6, Chapter 8). There are
examples of promising stigma reducing programs regarding abortion and
reproductive health””. In their report on the neglected crisis of UPs, the United Nations
vouch for comprehensive sexuality education, which entails “a curriculum-based
process of teaching and learning about the cognitive, emotional, physical and social
aspects of sexuality, aiming to equip children and young people with knowledge,
skills, aftitudes and values that will empower them to realize their health, wellbeing
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and dignity; develop respectful social and sexual relationships; consider how their

choices affect their own well-being and that of others; and understand and ensure the

profection of their rights throughout their lives'”®.

Open conversations, stigma ‘

Individuals with psychiatric

disorders Family check discussion tool ‘
Signiﬂcom others ’ Open conversations, stigma ‘
(Mental) health professionals| Family check discussion iool

] Reproductive health training
Sooet\/ Open conversations, sfigma reduction,

comprehensive sexuality education

N

Figure 9.7 - Tailored interventions per level.

Conclusion

This thesis illustrates that the impact of psychiatric vulnerability on family planning
matters, not only through the high prevalence of UPs in comparison to women without
psychiatric vulnerability, but also through the profound impact of psychiatric
vulnerability on lived experiences with family planning and desire for children. From
the previous quantitative chapters, it is shown that psychiatric vulnerability challenges
reproductive decision-making, creates insecurities regarding parenting, negatively
impacts sexual enjoyment and gives risk for UPs. From qualitative chapters, we
learned how women with psychiafric vulnerability make sense of experiencing an
unexpected pregnancy and what MHPs and patients expect from conversations about
family planning in psychiatric healthcare. This thesis gives also valuable insights in the
opportunity of UPs to install growth and behavioral change. Ultimately, women's
concerns for the fransgenerational transmission of frauma and hereditary psychiatric
vulnerability greatly impact their family planning behavior ideations and behavior.
Future studies could further explore the possibilities that arise from confinued
pregnancies. Women with psychiafric vulnerability deserve reproductive health
counseling tailored to their needs and require support in this area, most definitely
when expecting the unexpected!
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English summary

English summary

This project utilized both quantitative and qualitative research approaches to achieve
the following objectives (1) understand the frequency of unintended pregnancies (UPs)
in women with psychiatric vulnerability in the Netherlands, (2] explore the experiences
of current and former mental health patients regarding family and pregnancy
planning, (3) investigate the experiences of patients during UPs, and (4) examine the
perspectives of patients and mental health professionals (MHPs) on discussing family
planning in Dufch mental healthcare settings. Results from a systematic review and
meta-analysis demonstrated that women with psychiatric vulnerability face a higher
likelihood of UPs compared fo those without psychiatric vulnerability. A refrospective
cohort study was conducted on 2312 women who delivered at OLVG, the largest
matemity hospital in Amsterdam, between 2015 and 2020. Maternal and neonatal
outcomes were also compared between planned and unplanned pregnancies, with
an exploration of the mediafing effect of psychiatric vulnerability. High rafes of UPs
amongst women with psychiatric vulnerability were shown (39% versus 29% in
women without psychiatric vulnerability]. We found comparable ocutcomes in all four
groups for all clinically relevant matemal and neonatal outcomes like hypertensive
disorders, gestational diabefes, mode of delivery, low birth weight, premature birth,
Apgar score after birth and admission to a neonatal ward. An exploratory survey with
members of the MIND mental health care panel showed that mental health issues
significantly influenced family planning, pregnancy, sexuality, and parenthood for
patients and their relafives. Focus groups, including women with  psychiatric
vulnerability illusirated how shadows of the past (childhood trauma and inadequate
parenting), present (the burden and awareness of psychiatric vulnerability) and future
(fear of motherhood and insecurity) impacted (past) family planning decisions.
Inferviews with women with psychiatric vulnerability who experienced UPs, as well as
their partners, showed that UPs had a substantial impact on women and partners, but
they adapted to the new situation, and appropriate support during pregnancy gave
rise to behavioral change and installed a window of opportunity to break the chain of
fransgenerational trauma. Two additional surveys were conducted among the MIND
panel and mental healthcare providers, specifically addressing family planning and
pregnancy in mental healthcare. Despite a strong desire for discussions on family
planning in mental healthcare, only one in five patients had the opportunity to engage
in such conversations. We unveiled existing barriers to discussing family planning,
including the fear of broaching the topic, lack of knowledge, and time constraints. The
implementation of the "family checkfool" aims fo facilitate more effective conversations
between healthcare providers and patients on these crucial fopics. Training
opportunities will be facilitated for MHPs to implement the family check+ool. Also,
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continued affords are made to incorporate the topic of reproductive health related fo
psychiatry in various educational programs in the Netherlands, such as the school of
medicine, psychiatry residency programs and other relevant mental health studies such
as psychiafric nursing. By acknowledging the significance of the reproductive health
themes of family planning, childlessness and UPs for individuals with psychiatric
vulnerability, this thesis underscores the importance of addressing reproductive matters
in psychiatric healthcare and literature.
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Nederlandse samenvatting

Nederlandse samenvatting

Dit proefschrift is gebaseerd op artikelen met zowel kwantfitatieve als kwalitatieve
onderzoeksmethoden om de volgende doelstellingen te onderzoeken: het schatten van
de frequentie van ongeplande zwangerschappen [(OZ) bij vrouwen met een
psychiatrische kwetsbaarheid, het verkennen van de ervaringen van huidige en
voormalige patiénten in de ggz met betrekking tot gezinsplanning en kinderwens, het
onderzoeken van de ervaringen van patiénten tijdens OZ, en het onderzoeken van de
perspectieven van pafiénten en ggzprofessionals over het bespreken van
gezinsplanning in de Nederlandse ggz. Resultaten van een systematische review en
meta-analyse toonden aan dat viouwen met psychiafrische kwetsbaarheid een hogere
kans hebben op OZ vergeleken met viouwen zonder psychiatrische kwetsbaarheid.
Een retrospectieve cohortstudie werd uitgevoerd onder viouwen die zijn bevallen in
het OLVG, Amsferdam. Maternale en neonatale resultaten werden vergeleken tussen
geplande en ongeplande zwangerschappen, met daarin meegenomen het effect van
psychiatrische  kwetsbaarheid. Hoge percentages OZ werden aangefoond  bij
viouwen met psychiatrische kwetsbaarheid (39% versus 29% bij viouwen zonder
psychiatrische kwetsbaarheid). We vonden vergelijkbare resultaten in alle vier de
groepen voor alle klinisch relevante matemale en neonatale uvitkomsten  zoals
hypertensieve ~ aandoeningen, zwangerschapsdiabefes, modus  partus,  laag
geboortegewicht, vroeggeboorte, Apgarscore na de geboorte en opname op een
neonatale afdeling. Een exploratieve enquéte onder leden van het MIND-ggz panel
toonde aan dat mentale klachten een grofe invloed hadden op gezinsplanning,
zwangerschappen,  seksualiteit en  ouderschap voor patfiénten en  naasfen.
Focusgroepen, bij vrouwen met psychiatrische kwetsbaarheid illustreerden hoe
'schaduwen’ uit het verleden (kindertrauma en onvoldoende ouderschap), heden (de
last en het bewustziin van psychiatrische kwetsbaarheid] en toekomst (angst voor
moederschap en onzekerheid) van invloed waren op (vroegere] beslissingen over
gezinsplanning. Inferviews met viouwen met psychiatrische kwetsbaarheid die OZ
hebben ervaren, evenals hun partners, toonden aan dat OZ een aanzienlijke impact
hadden op vrouwen en pariners. Echter, viouwen waren in staat zich aan fe passen
aan de OZ, en met passende ondersteuning tfijdens de zwangerschap werd er een
gedragsverandering  gezien, waarbij de kans ontstond om de kefen van
fransgenerationeel frauma fe doorbreken. Twee aanwullende enquétes werden
uitgevoerd onder het MINDggz panel en ggzprofessionals, met vragen over
gezinsplanning en zwangerschap in de ggz. Ondanks een sterke wens om te praten
over gezinsplanning in de ggz, had slechts één op de vijf patiénten de gelegenheid
gehad om in deze gesprekken te participeren. VWe beschreven hoe barriéres voor het
bespreken van gezinsplanning, waaronder de angst om het onderwerp aan fe
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snijden, gebrek aan kennis en fijidsbeperkingen van invloed waren. Met de
implementatie van de "family check" hopen we effectievere gesprekken tussen
zorgverleners en patiénten te faciliteren, zodat een gesprek over deze relevante
onderwerpen mogelik wordt in de ggz. Ook zullen er trainingen worden
aangeboden voor zorgprofessionals in de ggz om de family check in te kunnen
zeften. Op eenzellde manier wordt er aandacht gevraagd voor reproductieve
gezondheid in relatie fot psychiatrische aandoeningen binnen de opleidingen
geneeskunde,  specialistenopleiding  psychiatiie en  binnen andere relevante
opleidingen in de ggz zoals psychiatrisch verpleegkundige en verpleegkundig
specialist. Door het belang van de thema's reproductieve gezondheid,
gezinsplanning, kinderloosheid en OZ voor mensen met psychiatrische kwetsbaarheid
fe erkennen, onderstreept dit proefschrift het belang van het bespreken van
reproductieve gezondheid in de psychiatrische praktijk en literatuur.
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and editing, Supervision. Birit F.P. Broekman: Conceptualization, Writing—review
and editing, Supervision, Funding acquisition.
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Chapter 5
Noralie N. Schonewille: Conceptualization, Methodology, Software, Validation,
Formal analysis, Investigation, Resources, Data curation, Writing—original draft

preparation, Writing—review and editing, Visualization, Project administration. Pleun
A. Terpstra: Conceptualization, Methodology, Software, Validation, Formal analysis,
Investigation, writing—review and editing, Visualization, Visualization. Maria E.N.
van den Heuvel: Conceptualization, Validation, Visualization, Supervision. Maria G.
van Pampus: Conceptualization, Visualization, Supervision. Odile A. van den
Heuvel: Conceptualization,  Visualization,  Supervision.  Birit  F.P.  Broekman:
Conceptualization, Visualization, Supervision, Funding acquisition.

Chapter 6

Shahenda Ahmad: Formal analysis, Original draft preparation, Review and editing,
Visualization

Jorina Holtrop: Formal analysis, Original draft preparation, Review and editing
Monique J. M. van den Eijnden: Conceptualization, Funding, Design, Methodology,
Focus group discussions, Formal analysis, Review and editing. Nini H. Jonkman:
Study and analytic design advice, Formal analysis, Review and editing. Maria G.
van Pampus: Formal analysis, Review and editing. Odile A. van den Heuvel: Formal
analysis, Review and editing. Birit F.P. Broekman: Conceptualization, Funding,
Design, Methodology, Formal Analysis, Review and editing, Supervision. Noralie N.
Schonewille:  Conceptualization, Funding, Design, Methodology, Focus group
discussions, Formal analysis, Review and editing, Supervision.

Chapter 7
Noralie N. Schonewille: Conceptualization, Methodology, Formal analysis and

investigation, Writing - original draft preparation, Funding acquisition. Elena Soldati:
Conceptualization, Methodology, Formal analysis and investigation, Writing - original
draft preparation. Monique J. M. van den Eijnden: Conceptualization, Formal
analysis and investigation, Writing - review and editing, Funding acquisition. Nini H.
Jonkman: Conceptualization, Methodology, Writing - review and editing, Funding
acquisiion. Maria G. van Pampus: Conceptualization, Methodology, Writing -
review and editing, Funding acquisiion. Odile A. van den Heuvel:
Conceptualization, Methodology, Writing - review and editing. Birit F.P. Broekman:
Conceptualization, Methodology, Writing - review and editing, Funding acquisition,
Supervision.
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Chapter 8

Noralie N. Schonewille: Conceptualization, Methodology, Formal analysis,

Investigation, Resources, Data curation, Writing—original draft  preparation,
Wiriting—review and editing, Visualization, Project administration,  Funding
acquisition. Monique J. M. van den Eijnden: Conceptualization, Validation, Formal
analysis, Investigation, Resources, Writing—original draft preparation, Writing—
review and editing, Funding acquisition. Ruveyda Sahin: Conceptualization,
Methodology, Validation, Formal analysis, Writing—original draft preparation. Nini
H. Jonkman: Methodology, Writing—review and editing, Funding acquisition. Anne
AM.W. van Kempen: Writing—review and editing, Funding acquisition. Maria G.
van Pampus: Writing—review and editing, Funding acquisition. Fedde Scheele:
Wiriting—review and editing, Supervision. Odile A. van den Heuvel: Writing—
review and editing, Supervision. Birit F.P. Broekman: Methodology, Writing—review
and editing, Supervision, Funding acquisition.
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Portfolio

1. Courses

Missing data

Regression fechniques

Statistical analyes with R

BROK course

Qualitative research (K78: beginner course)
Effectively communicating your research
Writing a scientific article

Scientific integrity course

Qualitatieve research (R79: advanced course

2. Supervision internships

Nadine Rijkers — mastersiage geneeskunde

Dasha Hageman- masterstage geneeskunde

Pleun Terpstra- masterstage geneeskunde

Margaux Pons- bachelorsiage klinische psychologie
Noa Roumimper- bachelorsiage psychobiologie
Mei Yi de Jong — masterstage klinische psychologie
Sabine Westinga — masterstage geneeskunde
Bianca Weel — mastersiage klinische psychologie
lisa Staghouwer — masfersiage geneeskunde

Yunus Erkan — masferstage klinische psychologie

Yente Dubbeldam — mastersiage gezondheidswerenschappen
Hanna Salverda — mastersiage gezondheidswerenschappen

Ruveyda Sahin — masterstage geneeskunde
Marion de Ruijter — masterstage geneeskunde
Githa Panman — masfersiage klinische psychologie
Shahenda Ahmad — masterstage geneeskunde

3. Teaching

Teacher course Qualitative Research (R79: advanced)
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January 2021
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June 2021
September 2021
December 2021
February 2022
May 2022
November 2023
December 2023

November 2020
December 2020
February 2021
June 2021
August 2021
September 2021
September 2021
September 2021
October 2021
January 2022
February 2022
March 2022
March 2022
August 2022
September 2022
September 2023

Fall 2023

PhD Portfolio

0.64 ECs
5.0ECs
2.0 ECs
1.5ECs
2.0 ECs
0.43 ECs
3.0ECs
2.0 ECs
5.0ECs
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4. Academic activities

Conference with talk: Jubileumdag NVvP
Conference with talk: NWWP Voorjaarscongres 2022
Conference with talk: NVWP Voorjaarscongres 2023
Conference with talk: EMAS conference
Participation in department research meetings

Talks in various expert meetings & seminars

5. Grants

Correcipient ZonMw grant ‘Psychiatric vulnerability and
unintended pregnancies’ (200.000 euro)

Recipient Nu Niet Zwanger grant, GGD GHOR
Nederland {15.000 euro)

Correcipient ZonMw grant 'Symposium Onbedoelde
Zwangerschap’ (10.000 euro)

Correcipient ZonMw grant "Het gesprek over
kinderwens met mensen in kwetsbare omstandigheden
versterkt: samenwerking tussen het psychiatrische-, het

LVB- en het ervaringsdeskundige domein’ (10.000 euro)

6. Other activities
Member of the Junior Council Mental Health Program,

Amsterdam Public Health research program
Author PsychAbstract
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May 2023 2.0 ECs
April 2021 april 1.0 EGCs
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March 2021-april  2.14 ECs
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2023

2023

2022- 2024

2023- current



Dankwoord

Dankwoord

Het eerste en meest belangrijke woord van dank gaat uit naar alle deelnemers aan
de studies die dit boek hebben gevormd. Het boek is door en voor jullie gemaakt.
Bedankt voor de bereidwilligheid jullie verhaal zo open en eerlijk te delen. Zonder
jullie was het niet mogelijk geweest dit proefschrift op deze manier te schrijven. Geen
enkel perspectief had gemist kunnen worden.

Prof. dr. Broekman, lieve Birit, onze samenwerking heeft al mijn verwachtingen
overtroffen. We leerden elkaar kennen als collega’s op de POP-poli en ik had al snel
door dat jij het was bij wie ik wilde promoveren. Je inspireerde me niet alleen als
psychiater, maar ook als onderzoeker. Samen kwamen we erop dit onderwerp te
verder fe onderzoeken, schreven we een subsidieaanvraag, verzamelden we een
feam van experts om ons heen en hebben we uiteindelijk vier joar dagelijks
samengewerkt. Vanaf het moment dat ik je leerde kennen heeft jouw enthousiasme,
ambitie, hartelijkheid en humor aanstekelik op mij gewerkt. Ik heb geen seconde
getwijfeld of ik het fot een eind zou brengen, want onder jouw supervisie kon ik
gewoonweg niet anders dan vrolik doorgaan. Carlo heeft jou meer dan eens mijn
'cheerleader’ genoemd wanneer hij ons hoorde overleggen via Zoom (het was
tenslotte COVIDHijd) en ik kan geen betere bijnaam voor jou bedenken. Jij superviseert
met een gezonde dosis energie en motivatie en na ons wekelijks overleg kon ik er
altijld weer tegenaan. Dankjewel lieve Birit voor dit mooie traject, wij zijn nog lang
nief vitgedacht!

Prof. dr. van den Heuvel, beste Odile, wat ontzetftend fijn dat jij bereid was aan te
sluiten als mijn ‘tijdelijke eerste promotor’ en wat een schot in de roos was die keuze
voor mijl Al viel mijn onderwerp ietwat buiten jouw gewoonlijke onderzoeksgebied,
je was vanaf het begin een zeer toegewijde promotor, maakte altijd tijd voor me vrij
in jouw volle agenda, stond achter in de zaal foto's te maken als ik moest presenteren
en volgde mijn ontwikkelingen op de voet. |k waardeer het enorm dat je als mentor
voor mij hebt gefungeerd en kritische viagen wist te stellen op de goede momenten.
Jij was de enige die mijn immer doordenderende frein van energie even fot sfilstand
wist te brengen voor een momentie van bezinning. |k hoop dat we elkaar in de
toekomst, als onderzoekers of psychiaters, nog vaak zullen treffen.

Mijn bijzondere dank gaat uit naar de leden van de leescommissie: prof. dr. Popma,

prof. dr. Jansen, prof. dr. Bockting, dr. de Kruif, dr. van Ditzhuijzen en prof. dr. de
Groot voor het lezen en beoordelen van dit proefschrift.
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Onmisbaar voor het schrijven van dit proefschrift zijn alle wefenschapsstudenten die in
vier joar fijd op verschillende manieren hebben bijgedragen: van includeren van
deelnemers tot afnemen van interviews en het finetunen van protocollen. Zonder jullie
was het echt niet geluki! Bedankt ook voor alle gezelligheid en uitdagende vragen
fiidens de begeleiding. Dasha, Margaux, Noa, Mei Yi, Sabine, Bianca, Lisa, Yunus,
Yente, Hanna, Marion en Githa: veel dank!

Een aantal van jullie heeft daarnaast ook nog bijgedragen aan dit proefschrift door
mee fe schrijven aan een van de papers. Nadine, Pleun, Ruveyda, Shahenda en
Jorina: ontzettend bedankt voor jullie enorme inzet en de fijne samenwerking. Ik kijk uit
naar jullie toekomstige wetenschappelijke successen!

lieve Margot, mijn paranimf en rofs in de branding! Als enige peercollega heb jij
een hele bijzondere positie verdiend in dit dankwoord. Je was er altijd, klaar voor
een gezellige kop koffie, voor de broodnodige pepialks, afleiding middels online
winkel sessies en natuurlifk de heerlijke uities. Samen op het dakterras in Florence aan
het zwembad, promoveren vonden we zo slecht nog niet die dag! Maar meer dan
dat kon ik aan jou een voorbeeld nemen in deze periode, leerde je mij de kneepjes
van het promoveren, vormden we samen een dreamteam met Birit en Odile (ook op
de dansvloer), stond ik aan jouw ziide toen je jouw meesterwerk verdedigde, en ben
ik super dankbaar en frots dat jij nu naast mij staat. Zonder jou geen proefschrift,
zonder jou geen verdediging! Bedankt lieve Margot!

Beste collega’s van de POP-poli in OLVG, het idee voor dit proefschrift is ontstaan in
de spreekkamer van de poli in West, al brainstormend met jullie. Bedankt voor alle
fiine momenten van klinische samenwerking en jullie support gedurende mijn
promotiefraject. Tof dat we met dit boekje weer een klein steentie hebben kunnen
bijdragen aan de wetfenschappelijke basis van de POP-zorg. Bedankt ook voor alle
hulp met het includeren van deelnemers!

Fen paar collega’s wil ik in het bijzonder noemen: Mariélle, geweldig hoe jij vanaf
het begin van dit traject elke versie van elk paper met evenveel toewijding hebt
gelezen en met mij hebt meegedacht. |k kon altijld rekenen op jouw expertise als
perinafoloog en onderzoeker!

Fedde, bedankt dat je wilde aansluiten vanuit jouw rol als kwalitatief onderzoeker, het
proefschrift is geleidelijk van koers veranderd en daar sloot jouw kennis heel goed bij
aan.

Beste Maartie en Anne, wat fijn dat we jullie als kinderartsen altijd konden betrekken
bij onze plannen, dat jullie aan verschillende papers hebben meegeschreven en dat
we Klinisch werk en onderzoek zo laagdrempelig konden samenbrengen in OLVG.
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lieve Nini, wat hebben we veel overlegd over de opzet van dit proefschrift en een
fijne samenwerking gehad met elkaar en met alle andere disciplines. Tof dat je me
hebt vitgedaagd met R te gaan werken, ik ben daar achteraf heel blij mee en heb
veel van je geleerd. Dit proefschrift was er niet gekomen zonder jouw
methodologische inzichten vanaf dag één!

Elena, bedankt voor jouw expertise rondom kwalitatief onderzoek en de fijne
samenwerking aan ons gezamenlike paper. Je bent niet alleen een hele goede
dokter en collega op de zaal, maar ook nog eens een zorgvuldige onderzoeker met
een hart voor mensen in buitengewoon ingewikkelde situaties. Ik hoop in de toekomst
nog vaak met je te mogen samenwerken!

lieve OLVG-collega’s van en bij het leerhuis: Merel, Efraim, Ise, Chantal, Amy en al
die andere fijne mensen die mijn promotiefraject lichter en vrolijker hebben gemaakt
door mij te adopteren op jullie werkkamer en de dag te beginnen met koffie. Tk mis
jullie nu all

Veel dank ook aan zoveel andere collega’s die vanuit OLVG ons onderzoek op
verschillende manieren hebben gesteund: prof. dr. van den Bosch als voorzitter van
de RvB, Olga Muijs voor al het razendsnelle schakelen op de meest onmogelijke
fiidstippen en de leden van de ACWO voor jullie wefenschappelijke adviezen
waardoor de studies verantwoord en secuur uitgevoerd konden worden.

Veel dank Bert Berenschot voor jouw expertise als informatiespecialist binnen het
leerhuis en jouw bijdrage aan het eerste paper.

Beste Marja Rexwinkel, veel dank voor het inbrengen van jouw kennis over infant
mental health in verschillende onderdelen van dit proefschrift.

Dank ook aan alle jonge onderzoekers die ik heb mogen ontmoefen binnen het
ZonMw project ‘Onbedoelde zwangerschap en kwetsbaar jong ouderschap’. Clair,
Wieke, Merel, Femke en Justine: wat mooi om te weten dat er vanuit zoveel plekken
in ons land samen wordt gewerkt aan een gemeenschappelijk doel en dat wij tijdens
ons symposium in Rofferdam een gezamenlijke boodschap mochten presenteren over
onbedoelde zwangerschappen in Nederland!

Beste Anja, bedankt dat je mij hebt ondergedompeld in de wereld van het

kwalitatieve onderzoek in jouw cursussen. Je bent een voorbeeld voor mij in dit vak en
ik hoop nog veel van je te mogen leren!
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Dr. van den Eijnden, lieve Monique, waar zal ik beginnen2 We hadden vier jaar
geleden niet durven dromen dat jouw meelezen van onze subsidieaanviaag als
ervaringsdeskundige onderzoeker, uiteindelijk zou leiden tot een langdurige en
vruchtbare samenwerking waarin we zulke mooie dingen hebben mogen doen. Zo nu
en dan kon het werk ons overweldigen, en dan zei je het zo raak: "Weet je Noralie,
het is veel, maar het is zo machtig mooil”. Je was mijn anker in het uitvoeren van dit
onderzoek, hebt je licht laten schijnen over elke stap, elke beslissing en elke lefter van
dit boekje (behalve deze alinea natuurlijk]. Je bent een zorgvuldige, kritische en
ambitieuze onderzoeker, maar meer nog een hele lieve, optimistische en inspirerende
viouw. |k ben heel blij dat ik je heb mogen leren kennen en hoop dat we samen nog
lang de barricades opgaan om dit thema en onze ideeén daarover de wereld in te
brengen!

Beste Cisca en alle andere zeer gewaardeerde leden van MIND Platform die aan dit
proefschrift hebben meegeholpen door het delen van jullie ideeén, teksten, illustraties,
banners op de NWWP congressen en bovenal door jullie aanwezigheid online en in
persoon: bedankil

Beste Connie, Daniélle en andere collega’s van Nu Niet Zwanger. Onze
samenwerking heeft de implementatie van onze wetenschappelike bevindingen
zoveel verder gebracht. Dank voor jullie vertrouwen en enthousiasme in ons werk, en
voor alle kansen om dit te verspreiden.

Beste Etelka en alle andere gynaecologen in OLVG, bedankt dat jullie mij de kans
boden om parttime te werken bij de afdeling Verloskunde & Gynaecologie, waardoor
ik alle ruimte kreeg om dit promotietraject op fe zeften. Etelka, als opleider geloofde
jij in mijn plan en dat heb ik altijd zeer gewaardeerd.

Beste Dorenda, ik wil je bedanken voor jouw fijne mentoraat fijdens mijn
assistentschap, maar nog meer bedankt voor jouw stralende en inspirerende
aanwezigheid bij alle overleggen rondom de MOPP onderzoeken, de uitnodiging om
samen naar het EMAS te gaan en de vele gezellige momenten daaromheen binnen
en buiten Florence.

Beste collega’s van de afdeling Psychiatrie en Medische Psychologie van OLVG, wat
fijn dat ik bij jullie kon komen werken tiidens de laatste maanden van het afronden
van dit proefschrift, waardoor ik kliniek en onderzoek kon combineren, een
droombaan! Veel dank Jeroen Lijmer voor het rekenen (en vooral de uitleg over het
rekenen) en hef meeschrijven op een van de eerste papers.
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lieve Rinde, bedankt voor jouw wijze woorden, onze mooie gesprekken over de
psychoanalyse en onze gezamenlijke wetenschappelijke interesse. Wat fijn dat we
naast collega’s nu ook vriendinnen zijn.

Aan dlle lieve UMCU-collega’s die mij hebben gesteund tijdens de laatste loodjes:

bedankt!

En dan zijn er nog heel veel lieve mensen in mijn leven die op een of andere manier
een bijdrage hebben geleverd aan dit proefschrift.

Youri, mijn oudste vriend. 14.400 kilometer. Dat is het aantal kilometers dat wij
samen van Schimmert naar Meerssen fiefsten. Daar werd de eerste belangrijke basis
gelegd voor het schrijven van dit proefschrift, want mijn associatie met naar school
gaan, studeren en luisteren naar anderen werd een hele positieve! Fijn dat we zo nu
en dan koffie blijven drinken in 't sjoane Limburgse!

lieve ‘| am waiching you' viiendinnen, Charlotte, Bente, Roos, Ivi, Anne-louise, Anika:
vele jaren samen op pad in binnen- en buitenland. Fijn dat we elkaar zo goed
kennen en ook 20 jaar later alle highs en lows in het leven samen mogen meemaken.
Jolien, fysiek altijd op afstand geweest maar in mijn hart dichibij. Je bent een
geweldige vrouw en ik vind het heerlijk te weten dat we met elkaar meeleven en
inmiddels zelfs als collega’s in dit vak nooit uitgepraat zullen raken.

lieve Heleen, studiegenoten aan de VU, huisgenofen aan de eerste Helmers en nu
collega’s in UMCU: wat hebben we samen veel meegemackil Het waren soms
roerige tijlden, maar wij zijn er altijd voor elkaar geweest. Springend door de kamer
in fenfamentijd voor een pauze, SATC kijkend en dansend in de stad: wat hebben
we het leuk gehad. Inmiddels forenzen we naar UMCU en is een korte knuffel bij de
koffie al een zonnig momentje op de drukke dagen. Bedankt dat je er altijd bent, ten
tiide van dit proefschrift maar ook ver daarvoor en ik hoop vooral ook lang hiernal

lieve Rosan, wat fijn dat we elkaar weer tegen het lijf zijn gelopen en onze
vriendschap konden vervolgen. k hoop dat er nog veel efenties, yoga sessies en
fietstochten zullen komen!

lieve AnneMarieke, vanaf dag één van onze opleiding zijn wij bevriend, delen we

onze dromen en ideeén en dat hef liefst onder het genot van een lekker baksel
(natuurlijk  gemaakt door jou). |k waardeer je oprechtheid, hartelijkheid en
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eigenzinnigheid en vind het tof dat we ook deze reis, het promoveren, gezamenlijk
hebben doorlopen.

lieve Charlotte, samen werden we in drie jaar coschappen tot dokter gevormd. We
waren elkaars steun en toeverlaat, maar hebben vooral ook heel veel plezier gehad.
Alle fases van onze carriére lopen we inmiddels samen door, van onze eerste pittige
maanden als arsassistent, tot deze fase als onderzoekers. |k waoardeer jouw
adviezen (in leven en kleding] en kijk uit naar alle klaag koffiesessies, shopmiddagen
en vakanties in Rome of elders. Bedankt voor al jouw steun de afgelopen jaren!

Ragazze: leonie, Merel, Coco, Beatrijs, Hanna en Emma. Wat is het één groot
avontuur geweest sinds we elkaar op de kennismakingsborrel op Nereus hebben
ontmoet. |k had niet kunnen dromen dat ik zulke geweldige vriendinnen eraan zou
overhouden. Lief en leed hebben we gedeeld en jullie sprankelende aanwezigheid in
deze turbulente promotietijd was onmisbaar. Aan onze eindeloze zorgeloosheid
kwam drie jaar geleden abrupt een einde en er volgde een onzekere en verdrietige
periode. |k ben frots en dankbaar dat we elkaar hebben kunnen vasthouden hierin.
Trice, ik ben bijzonder dankbaar dat jij er vandaag bij bent. Jullie zijn voor altijd mijn
gekozen familie.

Dear Merry Poppins, over the past three years, you ladies were the light to my weeks.
We have had and sfill have so much fun singing our hearts out every Saturday
morning. Singing with you has really supported me in many ways during this PhD
frajectory, | cannot thank you enough for the opportunity to let it all out, soak up new
energy and be creative. Especially to all my fellow altos: you ladies are rockstars!

lieve tanfe Miriam en oom Rudi, bedankt voor jullie meeleven, interesse en steunende
appjes de afgelopen jaren.

Oom Ivo, een peefoom als geen ander. Je had een ander pad voor mij in gedachten,
sterrenkundige had jou befer geleken. Toch koos ik voor dit promotiefraject en
ondanks jouw cynisme over die keuze, weet ik dat je frofs bent en met mij mee hebt
geleefd. |k waardeer jouw kennis over het leven en hoop dat we hierover in de
toekomst nog vaak in gesprek kunnen.

Miin zussen, Maartie en Femke. Mijn lieve, dappere, mooie en wijze zussen. Waar
zou ik zonder jullie zijn@ Maart, dat jij mijn paranimf bent is vanzelfsprekend. Je bent
de verstandigste persoon die ik ken en zou altijd het juiste zeggen, dat komt goed uit
fiidens een verdediging. Maar vooral heb ik je geviaagd omdat je mijn oudste zus
bent en met jou naast mij ik er alle vertrouwen in heb dat de dingen goedkomen.
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Fem, je bent de liefste persoon op aarde. Bij jou kan ik volledig mezelf zijn, je kent
me befer dan wie dan ook en jij weet elke situatie beter te maken met jouw humor en
gezelligheid.

Bedankt ook dat jullie mij fot viermaal toe tante hebben gemaakt, de leukste rol die ik
mag vertolken. Eva, Gustav, Hannah en Camille brengen zoveel geluk, liefde en
vrolijkheid in mijn leven! Bedankt ook dat jullie zulke leuke mannen in ons gezin
hebben gebracht. Lieve Ben, inmiddels niet meer weg te denken uit ons gezin. Zo fijn
dat je met humor het leven weet in te kleuren. Ik ben altiid blij om bij jou in de buurt te
zijn en je maakt me voortdurend aan het lachen.

Dear Paul, thank you for always listening fo my stories and making comfort food when
| arrive at your place. Thanks for taking me info your house when | really needed it.
Must not have been easy living with two Schonewille ladies but you did it with grace.
And thanks for the spelling checks on several of my papers!

lieve papa en mama, bedankt voor de liefde, veiligheid, positiviteit, sterke moraal en
het onvoorwaardelijke vertrouwen. |k realiseer me, mede door het schrijven van dit
proefschrift, dat dat geen vanzelfsprekendheid is. De spreuk 'Dich kins dlles!” heb ik
zo vaak gehoord. En volgens mij geloven jullie het ook echt. Al denk ik daar soms
anders over, dit horen was alles dat ik nodig had om dit proefschrift of te kunnen
ronden. Bedanki!

lieve Carlo, lieve Gar, wat is het leven nog zoveel mooier sinds ik jou ken. We
gingen samenwonen foen mijn promotie sfartte. Jij werd van de ene op de andere
dag niet alleen mijn huisgenoot maar ook mijn voltijd, enige collega. VWat siert het je
dat je stug hebt volgehouden. Dan zeg je dat alles goed komt, dat er ook een leven
is naast werk, dat het wel genoeg was voor vandaag... Bedankt lieve, bedankt dat je
er altijld bent, dat je niet uit het veld bent te slaan. Jij, Polly en Kareltie hebben mijn
promotie aan de Llodewiik Tripstraat op 3 hoog in een studeerkamertie fot een hele
waardevolle, liefdevolle en warme tijd gemaakt. Jij brengt mij rust als de twijfelzucht
foeslaat, je tovert een ovenpasta uit de oven als ik een slechte dag heb, of brengt een
cappuccino op bed als ik de motivatie nog even niet kan vinden. Ik hou van ons
leven samen en kijk uit naar elke dag die we zo mogen doorbrengen. Ooit op een
boerderij in le Marche, maar voorlopig in Weesp. Mille grazie amore mio.

En dan zijn er enkele mensen van wie ik afscheid heb genomen, maar wiens steun ik
wel voel en naar wie ik zo dankbaar ben.
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lieve oma Paula, lieve peetiante, je hebt een onvergetelijk lieve en warme indruk op
mij gemaakt. Bedankt dat ik dat met me mee mag dragen in de zorg voor mijn
patiénten en de mensen om mij heen.

lieve opa Henk, het harde werken heb ik niet van een vieemde. Bedankt voor jouw
humor, sterke moraal en rechivaardigheidsgevoel.

lieve Omi, wat had ik je graag frofs gemaakt vandaag. Je was erbij de dag dat ik
arts werd en als het had gekund had je op de eerste rij gezeten tijdens mij
verdediging. ‘Sjoan, Noorke', ik hoor het je zeggen.
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starfed working as a resident (not in training) at the Psychiatry and Medical
Psychology department at OLVG.

In April 2024, Noralie was admited to the psychiatry residency program at UMC
Utrecht, where she currently works as a resident in fraining.
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| would rather be the child
of a mother who has all the
inner conflicts of the human
being than be mothered by
someone for whom all is
easy and smooth, who
knows all the answers, and

is a stranger to doubt.

%9

D. W. Winnicott



