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The PMHP service model in brief page 04

At Hanover Park Midwife Obstetric Unit (MOU), the Maternal Support Service
(MSS) team of the Perinatal Mental Health Project (PMHP) provides tailored
mental health interventions to clients during their pregnancies up until a year
postnatally. In PMHP’s *collaborative, **stepped-care service model, after the
midwives conduct screening with the Maternal Distress Tool, clients undergo
an ‘Engage, Assess and Triage’ (EAT) session with PMHP counsellors. This
enables clients to be assigned to interventions of varying intensity based on
their screening scores, risk-factors and resources assessment.
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PMHP’s stepped-care service model

*Collaborative care in primary mental healthcare is a team-based approach where primary care providers,
mental healthcare workers, and community-based services work together to deliver patient-centred,
integrated, and evidence-based care. It focuses on improving access, coordination, and outcomes for
mental health conditions like depression and anxiety.

**Stepped-care in perinatal mental health is a tiered approach to treatment, where interventions are
matched to the severity of a patient's needs, starting with the least intensive evidence-based care and
escalating to more specialised or intensive treatments if necessary. This model ensures efficient use of
resources while providing personalised and appropriate care for mental health challenges during
pregnancy and postpartum.




The PMHP service model in brief

Liesl Hermanus provides counselling and psychotherapy for clients who have
more than five risk factors, while Tyla Prinsloo provides counselling and
psychotherapy for clients who have fewer than five risk factors. During weekly
supervision sessions, both counsellors continue to refine their intervention
strategies and maintain responsiveness to real-world challenges and the reality
of complex intervening life events that clients encounter.
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Tyla Prinsloo

Liesl Hermanus

A substantial part of the support process provided by PMHP counsellors
includes case management. This involves coordinating care for clients by
assessing their needs, connecting them to appropriate services, and ensuring
continuity of support. Services include child protection, shelters, food support,
parenting support, free baby supplies, assessment for antidepressant
medication.

The counsellors invest time in maintaining and developing new relationships
with community stakeholders to optimise these care pathways for our clients.
This holistic approach aims to address both immediate and long-term challenges
affecting maternal mental health and wellbeing as well as the wellbeing of
clients’ children.



Maternal-infant interventions

and indicators

Women with common mental health conditions such as antenatal and
postpartum depression, anxiety and post-traumatic stress are more likely to
struggle to bond with their infants (1). However, within the context of a
therapeutic relationship where their own psychological wellbeing is addressed,
women may effectively be supported to provide responsive and nurturing care
to their infants and other children.

In 2024, the PMHP team spent a
significant amount of time
exploring ways to strengthen
these maternal mental health
interventions in the postnatal
period to include more
intentional therapeutic work with
the mother-infant relationship.
Liesl Hermanus, MSS Clinical
Services Coordinator and
master’s student in Infant Mental
Health, has been instrumental in
facilitating conversations about
infant mental health and how to
embed maternal-infant
interventions more substantively
into the service design - ensuring
the psychological needs of both
the mother and infant are met at
the same time.

el S
Baby in Hanover Park

The objectives of these interventions are to strengthen the mother-infant
relationship by enhancing maternal understanding, sensitivity, and
responsiveness to the infant's needs. They aim to foster secure attachment,
support emotional regulation, promote healthy development, and build a
strong emotional bond both during pregnancy and after birth. Additionally,
they help mothers and counsellors recognise and address potential
attachment or developmental concerns (2-5).



Maternal-infant interventions

and indicators

Table of maternal-infant interventions (6,7,8)

Strengthening mentalisation of
infant’s experience

Enhancing mothers’ ability to understand
and interpret their infant's feelings &
needs

Strengthening attunement to
infant

Helping mothers recognise and respond
sensitively to their baby's cues

Supporting emotional regulation
and coregulation

Supporting mothers in managing their
emotions and teaching them to co-
regulate with their baby, helping the
infant develop self-soothing skills

Explaining infant developmental
milestones

Educating mothers about typical stages of
infant development to promote realistic
expectations and appropriate caregiving
responses

Strengthening bond with baby
in utero

Encouraging emotional connection during
pregnancy by fostering positive thoughts
and interactions with the foetus

Strengthening bond postnatally

Facilitating early bonding through skin-to-
skin contact, breastfeeding, and nurturing
interactions after birth

Assessing attachment

Evaluating the mother-infant relationship
to identify attachment styles and
potential issues requiring intervention

Promoting maternal
responsiveness

Enhancing mothers’ ability to promptly
and appropriately respond to their
infant’s needs




Maternal-infant interventions

and indicators

The PMHP team consulted various thought leaders, locally and
internationally, for advice on monitoring infant attachment and maternal
responsiveness in real-world settings. We also sought valid outcome
indicators that could feasibly be conducted within the context of a
therapeutic session and not jeopardise the relationship between counsellor
and client. In making decisions about these, the team needed to consider
contextual and situational realities relevant to low-resource settings.
Developmentally appropriate indicators were considered given the
estimated age of infants at the time of PMHP’s standard postnatal
assessment (6-12 weeks post birth).

As it was not feasible to measure
attachment formally, the following
were considered useful proxy
indicators for a healthy maternal-infant
relationship: infant-feeding patterns;
maternal responsivity and sensitivity to
infant cues; shared pleasure between
mother and infant; and presence of eye
contact (9,10,11).

Selected assessment tools were field-
tested and components of these
measures were extracted and used in
combination with the psychological
interventions in the infant work.

Mother and baby in Hanover Park

We also identified the need to
e e ey Y- | administer mental health screening tools

for the mother that are able to detect
In the last 2 weeks, have you on some or most days felt | _ . . .
down, depressed or hopeless? - changes over time, i.e. from the first
I the last 2 weeks, have you on some or most days had | _ counselling session to the postnatal
el bl ) assessment, to end-line assessment. The

PMHP’s validated, ultra-brief three item
O Maternal Distress Tool (MDT) screens for
E symptoms of anxiety, depression and
suicidality, and while useful for an initial
screen, it is not designed to monitor
changes over time. For this function, two
Accepted counselling o additional tools were added after careful
consideration, field-testing and
adaption.

TOTAL SCORE

Offered Counselling |

PMHP’s Maternal Distress Tool



Maternal-infant interventions

and indicators

The additional screening questionnaires are:

Generalised Anxiety Disorder Scale (GAD-7)

The GAD 7 item screening tool has been widely used and validated in Low and
Middle Income (LMIC) countries (12) and has cut-off points that correlate with
levels of anxiety severity. This tool has been validated and used in the South
African context (13).

Kimberly Mums Mood Scale (KMMS)

The Edinburgh Postnatal Depression Scale (EPDS) is the most widely used
scale for perinatal depression globally, including in LMICs (14) - and has been
validated in South Africa (15). The KMMS is a visual analogue and Aboriginal
version used to ascertain symptoms of depression, together with determining
risk and protective factors in the therapeutic engagement (16).

3. I blame myself when things go wrong

Yes, always Yes, sometimes No, not much No, never

Dk
Db
D

P

worry too much and don't know why

Yes, always Yes, sometimes No, not much No, never

De
D
B

5. |feel scared and on edge

Yes, always Yes, sometimes No, not much No, never

De
(5] ]
D

6. |can't handle all the stress or | stress out

Yes, always Yes, sometimes No, not much No, never

De
D
B

7. |feelno good, like no-one loves me

Yes, always Yes, sometimes No, not much No, never

De
D
®hk

8. lcan'tsleep because | am sad or think too much

Yes, always Yes, sometimes No, not much No, never

5] 3
Dk
D

KMMS visual analogue scale



Selection of cases

The tables that follow summarise the demographic data, screening data,
counselling processes and content (including maternal and infant outcomes at
the postnatal assessment) for four clients of each of the counsellors. These
cases were selected to demonstrate the wide range of infant-focussed
intervention work undertaken in our service.

Baby in MHP garden Tyla Pr/'nsoo gaing /'th by
Notably, although the postnatal assessment occurs at 6-12 weeks post the
birth, an increasing number of women are attending the service for sessions
throughout the first year after the birth. We currently do not have mental
health screening data for the end of the counselling process, but we have
prepared to start collecting this data at endline, among other indicators, in
2025.

After each table, case studies provide a more detailed narrative on the
therapeutic engagement with a sub-selection of clients. For these cases,
outcomes are described at the end of the therapeutic relationship.



Demographic data*
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Liesl’s clients in brief

Age of client  Age of baby Marital status ~ Employment Education  Number of Age of child(ren)  Support
status children
Client A 27 10 months Married Unemployed Grade 12 1 10 months Parents
Partner
Friends
ClientB 45 2 months Single Unemployed Grade 10 7 23 years old Sister
210ld
15 years old
7 years old
5 years old
3 years old
2 months old
Client C 24 3 months Unmarried Unemployed Grade 1 3 5 years old Brother in-law’s wife
partnership 2 years old
3 months
Client D 30 11 months Unmarried Unemployed Grade g 3 8 years old No consistent
partnership 4 years old support available
11 months

GAD-7 scoring template

Score 5 -9 = mild anxiety

Score 0 - 4 = minimal anxiety

Score 10 — 14 = moderate anxiety
Score > 15 = severe anxiety

Many protective factors/few risk factors (any) score = low risk

Combination of protective and risk factors & score < 9 = low risk
Combination of protective and risk factors & score > 9 = moderate risk
Few/minor protective factors & significant risk factors (any) score = high risk

Mental health screening data

Baseline (1** Session)

Postnatal Assessment

GAD-7 KMMS GAD-7 KMMS *Some demographic data
Client A 1/3 N/A** N/A** 1/3 N/A N/A changed to further protect
client anonymity.
Client B 2/3 20 22 2/3 19 24 **GAD-7 and KMMS were not
Client C 13 3 8 0/3 0 0 used at the time of the
Client D 2/3 N/A** NJA** 2/3 N/A N/A counselling session.




Therapeutic process

Client A Client B Client C Client D

Date of 1*
session
Presenting
problems

Sessions
attended
Session
ante/post
Session
format
General

interventions

28/11/2023
Traumatic Symptoms
birth of
experience depression

& anxiety

19 sessions

1
0 antenatal 9
postnatal
1telephonic  18in-
person

Containment
Psychoeducation
Processing traumatic birth
experience & obstetric
violence

Behavioural activation
Problem solving
Advocacy - reporting the
incident

Cognitive behavioural
strategies

Emotional regulation and
coregulation

Relationship intervention -
mother and partner

4/06/2024
Lack of Food
support insecurity
Abandoned by  Housing
baby’s father problems
Unplanned Symptoms
pregnancy of anxiety &
Unemployed depression
Financial
problems

6 sessions
3 antenatal 3 postnatal

6 in-person

Containment
Psychoeducation
Bereavement
Problem-solving
Behavioural activation
Birth preparation

Referral to supporting NGOs
Cognitive behavioural
strategies

Emotional regulation and
coregulation

Relationship counselling
Financial intervention and
future strategies

4/06/2024
Unplanned Symptoms of
pregnancy anxiety
Emotional Unresolved
abuse by childhood
current partner = trauma
Financial Childcare
problems difficulties

Separated
from 6-year-
old son

6 sessions
3 antenatal 3 postnatal

6 in-person

Containment

Psychoeducation

Cognitive behavioural strategies
Problem-solving strategies

Birth preparation

Debriefing of traumatic birth
experience/obstetric violence

Advocacy - reporting incident

Relationship counselling
Conflict management and
communication strategies
Financial strategies
Mentalisation

Page 12

31/1/2023
Unplanned Unemployed -
pregnancy Financial problems

Partneris HIV+
Issues of paternity

Inadequate housing
Symptoms of

Health — STI anxiety &
Client’s partner and | depression
father have Childcare
substance use difficulties
issues

19 sessions
9 antenatal 10 postnatal

19 in-person

Containment

Psychoeducation

Cognitive behavioural strategies
Problem-solving

Behavioural activation strategies
Financial strategies and future strategies
Birth preparation

Facilitating mentalisation

Relationship intervention- father,
partner, siblings

Conflict management

Strategies for emotional regulation and
coregulation

Parenting intervention

Referral to supporting NGOs & allied
health workers



Mother-
infant
interventions

Containment
Psychoeducation
Processing client’s
experience of being
mothered

Assessing attachment
Mentalisation of infant’s
experience

Cognitive behavioural
strategies
Strengthening attunement
to infant

Facilitating bonding
Meaning
making/symbolism
Infant developmental
milestones

Referrals N/A

Containment
Psychoeducation
Strengthening bonding with
infant in utero

Assessing attachment
Facilitating bonding
Strengthening mentalisation
of infant’s experience
Strengthening attunement to
infant

Problem solving

Behavioural activation - birth
certificate to apply for SASSA
Mindfulness

Problem solving and
behavioural activation around
client applying for SASSA
unemployment grant
Breastfeeding vs formula
feeding.

Meaning making, symbolism
Maternal responsivity
Exploring co-parenting
Bereavement

Strengthening coping
strategies for emotional
regulation and coregulation

Zoe Project
Dietician
Medical Officer
Mental health

Containment

Psychoeducation
Strengthening bond with baby
in utero

Strengthening bond postnatally
Strengthening attunement to
infant

Processing client’s experience
of being mothered
Bereavement

Processing childhood trauma
Cognitive behavioural strategies
Strengthening mentalisation of
the infant’s experience

Zoe Project
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Bereavement Intervention
Strengthening relationship with other
children

Family-based relationship intervention
Communication strategies

Containment

Psychoeducation

Processing client’s experience of being
mothered

Cognitive behavioural strategies
Facilitating bonding with infant
Assessing attachment

Facilitating bonding with infant
postnatally

Facilitating mentalisation of infant’s
experience

Facilitating attunement to infant
Infant developmental milestones

Zoe Project

The Alcardo Andrews Foundation
First Resource Centre

Mental Health Specialist

Dr at HIV Clinic



Social
support

Other
support
Intervening
life event

Maternal
outcomes

Husband
Parents
Brother
Friends
N/A

Husband gambling
problem

Infant admitted to
Tygerberg Burns Unit

Restarted on
antidepressant medication.
Completed an occupational
health and safety course.
Made appointment for her
driving learners.

Has started applying for
work.

Improvement in
depression and anxiety
from severe to moderate

Sister
Women'’s support group

N/A

N/A

Accepted referral to mental
health. Started on an
antidepressant.

Accepted referral to dietician,
appointment made.
Continues to make use of the
PMHP maternal support
service for ongoing support.
Tapping into resources,
internally and externally
Developed strategies to
manage ongoing symptoms
of depression and anxiety
Developed strategies to
manage functioning

Partner
Brother in-law's wife

N/A

Traumatic birth experience

Unplanned pregnancy resolved

Relationship with partner
improved

Plans to visit her 6-year-old son
in Zimbabwe end of the year.
Considering having 6-year-old
son come back to SA. Has

applied for a school for 2025 and

accepted.

Still processing the childhood
trauma.

Has the capacity to understand
her 6-year-old son’s behaviour.
Symptoms of depression and
anxiety resolved.

Page 14

Registered counsellor
Dietician
No consistent support available

Neighbours

Loss of father

Debt incurred because of father’s loss
Client selling substances

Client arrested

Siblings forcibly moved into her home
Siblings' substance use

Client infected with STI

Accepted referral to mental health team
for psychiatry assessment, still to take up
Accepted referral to registered
counsellor, still to take up

Accepted referral to dietician, started on
nutritional programme

Treated for STI

Tested for HIV - neg

Had father’s house transferred onto her
name

Stopped selling substances

Started doing hair to generate an income
Paying off her debt

Accesses Alcardo Adams Fndt and
Community Resource Centre for food
support

Continues to access PMHP for ongoing
support



Infant
outcomes

Client securely attached to
infant

Eye contact and shared
pleasure observed

Client effectively attuned
to infant

Has the capacity to
mentalise her infant’s
experience

Relationship with client’s
mother has improved
significantly
Improvement in
depression and anxiety
from severe to moderate

Developing the capacity to
mentalise for her infant.
Developing more consistent
mothering

Client —infant relationship
strengthened

Eye contact and shared
pleasure observed
Exclusive breastfeeding
established

Developed strategies to
manage ongoing symptoms
of depression and anxiety
Developed strategies to
manage functioning

Client securely attached to
infant

Eye contact and shared pleasure

observed

Client effectively attuned to
infant

Client has the capacity to
mentalise for her infant.
Exclusive breastfeeding
established

Relationship with partner has
improved significantly
Symptoms of depression and
anxiety resolved.
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Developed strategies to manage ongoing
symptoms of depression and anxiety
Developed strategies to manage
functioning

Developing boundaries with her partner
and sibling related to their substance use
Developing capacity to mentalise for her
children

Implementing parenting support,
specifically reparation.

Developing the capacity to mentalise for
her infant.

Developing more consistent mothering
Client —infant relationship strengthened
Developed strategies to manage ongoing
symptoms of depression and anxiety
Developed strategies to manage
functioning

Developed strategies for coping with
dysregulation and coregulation
Improving relationship with other
children



Liesl’s case studies

Client A: Cindy*

Baseline Postnatal
(1st Session) Assessment

MDT GAD-7 KMMS MDT GAD-7 KMMS

Client A
(Cindy)

Presenting problems and impact

Cindy, a 29-year-old woman with a long history of depression and anxiety,
was referred to the PMHP by MOU nursing staff following a traumatic birth
experience. She had been kept in hospital for three days, without any
explanation, and without pain management. It was during this time that she
developed an infection associated with excruciating pain. On the third day,
Cindy signed a form refusing further medical care. She had been experiencing
severe symptoms of depression and anxiety since leaving the hospital.
During the counselling process, Cindy reflected on these symptoms: “/ feel
very disconnected from my body. There is numbness in my arms. I’m
exhausted, I’'m tired. | feel let down by my body”.

Cindy had previously been on antidepressants from the age of 19 - 25 years
old. She had stopped the medication, thinking she could manage the
symptoms on her own. Her symptoms had worsened since her birth
experience, despite these not being detected on the MDT. Cindy reported
feeling irritable, edgy and described what seemed like symptoms of panic
attacks. In addition to this, she was having trouble sleeping, had persistent
headaches and difficulty concentrating. She was sleep deprived, making it
hard to care for herself and her baby. With her partner and mother working,
she cared for her baby for most days on her own.

*Pseudonyms used for all case studies



Liesl’s case studies

Therapeutic process

Initial sessions focused on processing Cindy’s traumatic birth experience. |
specifically remember her positioning her baby on her lap and using her legs
to support the baby’s weight; she would gently rock her from side-to-side.
While Cindy was struggling with symptoms of depression and anxiety, | was
particularly struck by how attuned she was to her baby. | often reflected this
to her.

There were times where Cindy would describe her baby as “very crabby and
always crying”. She also spoke about it being “mentally hard to care for her
baby”. We wondered what this experience was like for her baby and in doing
so, she was able to think about her baby as a separate being with her own
thoughts and feelings — “it must affect her when I’m feeling depressed and
overwhelmed”. Cindy had the capacity to mentalise experiences for her baby
which was very helpful for the therapeutic process.

We reflected on Cindy’s relationship with her mother and processed her own
experience of being mothered. She also spoke about conflicting beliefs her
mother held around parenting and mothering. “She told me not to ask my
husband for help because he works. Looking after my baby is my
responsibility. My mommy became very angry when | challenged her.” This
did not discourage Cindy from reaching out to her partner for support. She
did not put pressure on herself to clean the house and prepare dinner, which
was often expected of her. Through the therapeutic process, she reframed
her role as a mother and in doing so, changed the narrative around gender
roles and parenting.

Maternal outcomes

While Cindy was committed to the counselling process, her symptoms of
depression and anxiety persisted. We thought about what it would mean to
go back onto antidepressants. She experienced a lot of ambivalence and
shame around this - “it is my fault that | need to go back onto meds, |
dropped the ball”. Together, we were able to think about this. We spent a lot
of time reframing this cognition and considering the benefits of restarting
medication, not only for Cindy, but for her baby. It was also helpful reflecting
on how debilitating the symptoms were, considering her long history with
anxiety and depression.



Liesl’s case studies

Cindy is nearing the end of her first year postnatally and we have started
thinking about ending the therapeutic relationship. She has completed a
short course in occupational health and safety. She has also made an
appointment for her learner’s license and has started applying for work. The
idea of sending her baby to creche is very anxiety provoking as the idea of
separating seems nearly impossible. We continue to think about this process.
It has been helpful that Cindy is able to keep her baby’s internal world in
mind.

Infant outcomes

As expected for a first-time mother, Cindy experienced many anxieties
around parenting and mothering, specifically around starting her baby on
solids. This anxiety was worsened by her family putting pressure on her to do
this. Cindy was concerned about her baby being overweight and weaning her
off formula milk. Through the counselling process, Cindy has successfully
introduced her baby to solids, reduced her formula intake, and often refers
to feeding time being an opportunity for them to connect with each other.

| am impressed with Cindy's capacity to respond to her baby sensitively and
appropriately. They engage beautifully, with eye contact and shared pleasure
observed. Cindy and her baby are securely attached. Since birth, Cindy has
had the capacity to mentalise experiences for her baby, strengthening her
attachment to her baby. Her relationship with her own mother has improved
significantly with her mother taking on a more supportive role. There has
been a noticeable improvement in Cindy’s symptoms of depression and
anxiety from severe to moderate. She continues taking her medication and
consults with their family physician regularly.



Liesl’s case studies

Client C: Blessing

Baseline Postnatal
(1st Session) Assessment

MDT GAD-7 KMMS MDT GAD-7

Client C
(Blessing)

Presenting problems and impact

Blessing’s mother died when she was very young. Shortly after, her father
remarried. Her stepmother was physically, verbally, and emotionally abusive.
Blessing was 15 years old when she left home to go stay with her boyfriend. It
wasn’t long before her boyfriend became verbally and emotionally abusive.
They went on to have two children and Blessing was now pregnant for the
third time. While the pregnancy was unplanned, she tried very hard to
reframe it is as “a gift from god”. However, she noticed she was experiencing
increased symptoms of depression and anxiety.

Now 24 years old, Blessing had moved to Cape Town from Zimbabwe with her
partner eight years earlier. She shared that she struggled to bond with her
firstborn, now six years old. Caring for him felt overwhelming, as she
described: “He was very naughty, and | was not feeling well.” With limited
support in South Africa, Blessing made the difficult decision to send her son
to live with his paternal grandmother in Zimbabwe.

Therapeutic process

Blessing had never spoken about the abuse from her stepmother and
partners until she was in the counselling relationship. | carefully facilitated a
process where she could disclose her experiences and explore their impacts
on her life. Through the counselling, Blessing was able to understand how this
had affected her relationship with her first born, but also how she was at risk
of experiencing ongoing abuse in her relationship with her partner. It was
very hard for her to accept that her father wasn’t there to protect her.
Together, we explored her father’s experience losing his wife and mother of
his children, as well as her stepmother’s experience of marrying a man with
six children who were grieving the loss of their mother.



Liesl’s case studies

While Blessing remembers her mother being loving and caring, she related
mostly to her stepmother when thinking about her relationship with her first
born. Talking through the abuse allowed Blessing an opportunity to become
aware of her own experience of being mothered (by her stepmother). |
empathised with Blessing and reflected just how hard it must have been for
her younger self who was needing her mother. It was through this process
that Blessing was able to identify past behaviours that she was unconsciously
repeating with her children. When talking about her children, Blessing often
used negative language. Together we thought about age-appropriate
behaviours and worked on reframing her view of them. Blessing was
encouraged to wonder and make meaning of their behaviours. This was
particularly helpful with her two-year-old son and facilitated her capacity to
mentalise his experiences.

Blessing found out she was having a girl when she was 36 weeks pregnant. |
facilitated bonding in utero. Blessing enjoyed touching and talking to her
unborn baby, who often responded to her voice and touch by moving.
Holding Blessing’s experience of being mothered in mind, she imagined the
mother she would want to be to her new baby. She reflected on what aspects
of mothering she wanted to keep, but also on what she wanted to leave
behind. In doing this, there was a process of learning as well as unlearning.
Blessing also spoke about missing her first son who was in Zimbabwe and
wanting him to be with her - “I want all my children with me. He would be
getting ready to start school now”. It was only in subsequent sessions that
Blessing spoke about how incredibly painful it was to be separated from her
son.

Intervening life event

When Blessing completed her postnatal assessment, she disclosed that she
had had a traumatic birth experience at the facility where she gave birth. She
had been scolded, screamed at and undermined by staff. We thought about
Blessing lodging a formal complaint and spoke about the impact of obstetric
violence on the mother-infant dyad. Like most victims of obstetric violence,
Blessing was hesitant to proceed with a formal complaint but agreed to
consider it. | decided to leave it up to her, hoping she would feel empowered
to decide for herself.



Liesl’s case studies

Maternal outcomes

Blessing’s relationship with her partner has improved significantly; he has
been very supportive since the birth of their daughter. Blessing also plans to
visit her six-year-old son in Zimbabwe at the end of the year. Another reason
for this visit is to assess the level of care he is receiving in Zimbabwe. She is
considering having him come back to SA and has applied to a school for him
for 2025. She has also developed the capacity to mentalise her son’s
experience particularly around being separated from him. This motivated her
to plan a trip back home. While she is still processing the trauma she
experienced as a child and in her relationship with her partner, it was helpful
having a space to think about these experiences. At the time of the postnatal
assessment, Blessing reported the symptoms of depression and anxiety have
resolved.

Infant outcomes

When Blessing’s daughter was born, it was clear she was very loved by her
mother. In our first postnatal session, eye contact was observed, and
Blessing was often singing and talking to her baby. She responded sensitively
and appropriately to her baby’s cues. The slightest movement caught
Blessing’s attention. She had established breastfeeding successfully,
positioning and latching her baby well. While it was still very early to assess,
signs of a secure attachment between Blessing and her daughter, were
observed. She engaged beautifully and her baby would move her head in
Blessing’s direction every time she spoke. | highlighted this hoping to
strengthen their relationship. Blessing described her baby as “she’s a nice
girl, this one, I love her too much”. She also understood her daughter’s crying
as her ‘own language’ which was very promising in addition to her having the
capacity to mentalise her baby’s experience - “she wants to hear my voice,
she enjoys when | talk to her.” | regularly affirmed and validated their
relationship.

At the postnatal assessment, Blessing expressed immense gratitude for the
Maternal Support Service and decided to end the counselling. She was
confident that her deep awareness of her own experiences would help her
navigate mothering - not only of her last born - but her two other children.



Demographic data*

Tyla’s clients in brief
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Age of client  Age of baby Marital status  Employment Education Number of Age of Support
status children child(ren)
Client A 42 4 months Single Employed Grade 11 3 22 years old Mother
10 years old Friends
4 months
Client B 22 4 months Married Employed Grade 12 2 3 years old Partner
4 months old Family
Friends
Client C 16 4 months Single Scholar Grade 10 1 4 monthsold | Maternal
aunt & uncle
Friends
Client D 26 9 months Unmarried Unemployed Grade 1 1 9 months Partner,
partnership family

GAD-7 scoring template

Score 0 - 4 = minimal anxiety
Score 5 -9 = mild anxiety

Score 10 — 14 = moderate anxiety
Score > 15 = severe anxiety

Many protective factors/few risk factors (any) score = low risk
Combination of protective and risk factors & score < 9 = low risk
Combination of protective and risk factors & score > 9 = moderate risk
Few/minor protective factors & significant risk factors (any) score = high
risk

Mental health screening data

Postnatal Assessment
GAD-7 IS

Baseline (1** Session
( ) *Some demographic data

changed to further protect

GAD-7

Client A 2/3 16 21 13 3 8 client anonymity.

i *% *% **GAD-7 and KMMS were
Cl!ent B 2/3 N/A N/A 2/3 13 12 not used at the time of the
Client C 13 7 4 2/3 1 15 counselling session.
Client D 2/3 N/A** N/A** 0/3 4 3




Therapeutic process

Client A Client B Client C Client D

Date of 1**
session
Presenting
problems

Sessions
attended
Session
ante/post
Session
format

General
interventions

Mother-infant
interventions

3/06/2024
Unplanned Dysfunctional
pregnancy relationship
Symptoms of  with current
depression partner
and anxiety Financial

insecurity

9 sessions
2 antenatal 7 postnatal
7 in-person 2 telephonic

Psychoeducation
Cognitive reframing
Behavioural activation
Problem-solving
Financial (strategic)
intervention
Relationship counselling
Birth preparation
Bereavement & grief work
Emotional regulation
strategies

Reframing unplanned
pregnancy (guilt & shame)

Antenatal bonding exercises —

naming of baby and

12/01/2024
Unplanned Grief
pregnancy Emotional
Symptoms of abuse (ex-
anxiety and partner)
depression Work-related
Unresolved stress
trauma

13 sessions
3 antenatal 10 postnatal
6 4 3in-
telephonic = whatsapp = person

Trauma-focused cognitive
intervention

Containment

Debriefing

Mindfulness

Coping strategies — anxiety
Relationship counselling
Bereavement interventions
Emotional regulation
Problem-solving
Behavioural activation

Adjustment to newborn
Processing infant disability
Identity development
Co-regulation

22/05/2024
Unplanned Dysfunctional
pregnancy relationship
Teenage with baby’s
pregnancy father
Symptoms of = Dysfunctional
depression & | relationship

anxiety with mother
6 sessions

3 antenatal 3 postnatal

1 telephonic 5 in-person

Psychoeducation
Containment

Emotional regulation
Conflict resolution strategies
Cognitive reframing
Processing maternal
separation

Exploring co-parenting
Financial intervention and
strategizing for future
Self-esteem (behavioural
activation)

Distress management

Identity development as a
parent

Understanding responsiveness

to baby’s cues
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15/11/2023
Unplanned Unemployed
pregnancy Symptoms of
Grief (previous  anxiety &
miscarriage) depression
Ill Grandmother

8 sessions
5 antenatal 3 postnatal
8 in-person

Psychoeducation around mental
health

Cognitive reframing strategies
Memorialising losses
Bereavement counselling
Mindfulness based relaxation
exercises

Strengthening relationship with
partner

Conflict management &
communication strategies
Exploring childhood development
Family-based relationship
intervention

Processing fear of pregnancy
Debriefing previous perinatal loss
Behavioural activation

In-utero bonding exercises



Referrals

Intervening
Life Event
(ILE)

Maternal
outcomes

Infant
outcomes

symbolism of in utero
development
Co-regulation of emotions
Mentalisation

Navigating sibling
relationships

Zoe Project

Mother passed away

General outcomes:
Decreased symptoms of
anxiety and depression
Increased problem-solving
capacity

Improved sleep and appetite
Improved self-esteem
Disclosure of pregnancy to
mother

In response to ILE:
Experiencing grief-related
symptoms including shock &
despair but working towards
acceptance and rebuilding
Strong & consistent bond with
infant

Improved relationship with
other children

Baby’s development is
meeting milestones, timeous

Mentalisation
Coping strategies for anxiety and
panic re: infant development

Mental Health specialist
assessment (in process)

Infidelity of husband

General outcomes:

Improved job satisfaction (new
job)

Resolution of previous traumatic
experience in previous
relationship

In response to ILE:

Persisting symptoms of
depression and anxiety

Client considering further mental
health consultation re: persisting
symptoms, referral in process.

Mother consistently attuned to
infant

Processed anxiety surrounding
infant disability

Relationship with both children
strengthened Strategies to meet
their emotional needs developed

Strengthening appropriate
responses to baby
Exploring co-parenting
Grieving loss of relationship
with baby’s father

Department of Social
Development (social work)
Zoe project

Alcardo Andrews Foundation
Health promotions officer
Deterioration of relationship
with maternal aunt & uncle
Financial difficulties
Educational issues — school not
allowing her to complete the
year

General outcomes:

Developing self-esteem
Resilience and capacity to
manage crisis is improving

In response to ILE:

Symptoms of anxiety &
depression worsening
Relationship with baby’s father
not improved

Client established consistent
responses to infant’s needs
Developed appropriate
sensitivity to infant’s internal
world
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Psychoeducation around foetal
development

Birth preparation strategies
Mentalisation

Strategies for infant development
Exploring cultural practices for
newborn babies

None

None

Relationship with partner
strengthened

Symptoms of anxiety and
depression decreased

Perinatal loss processed
Development of maternal identity

Client securely attached to infant
Client developed her identity as a
parent, able to trust her responses
Client establishes different
strategies to strengthen bond with
baby



inoculations and baby has HIV
- status

Infant securely attached and
emotions regulated

Strengthening coping
strategies for emotional
regulation

Client continues breastfeeding
& infant is developing
appropriately
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Client mirrors eye-contact and
shared pleasure for baby’s father
to develop his bond with the baby.
Client developed confidence in
breastfeeding

Baby meeting developmental
milestones



Tyla’s case studies

Client A: Lindi

Baseline Postnatal
(1st Session) Assessment

MDT GAD-7 KMMS MDT GAD-7

Client A 16 21 3 8

(Llndl) (severe anxiety) (high risk) (min anxiety) (low risk)

Presenting problems and impact

At her first counselling session, Lindi presented with symptoms of anxiety,
depression and suicidal ideation. Her pregnancy was unplanned. Her
partner’s support was inconsistent, and the relationship was dysfunctional.
She was struggling to accept the pregnancy and this contributed to her delay
in visiting the clinic for her first antenatal visit. Her anxiety was compounded
by financial stressors and fear of disclosing the pregnancy to her mother. She
described experiencing consistent headaches, heaviness, and difficulty
getting through the day.

Therapeutic process

To address the symptoms of anxiety and depression, cognitive behavioural
techniques were used to reframe Lindi’s experience, particularly her feelings
of guilt and shame towards being pregnant and the impact it had on her self-
esteem. Psychoeducation around common mental health disorders, like
depression, and anxiety helped normalise her experience and de-escalate the
thoughts of suicide. The instability with the baby’s father exacerbated this
and relational techniques were included to process the difficult relationship.
To facilitate an additional shift in her cognitions and emotions, solution-
focused behavioural activation was utilised with her to identify and utilise
both internal and external resources. Emotional labelling and regulation
strategies were included to help her understand her feelings towards herself
and her children, particularly helping her connect to her pregnancy.
Mentalisation and in-utero bonding exercises were included at subsequent
sessions to help her prepare for the baby. The counselling continued
postnatally, processing the labour, birth and delivery and facilitating
disclosure of the baby to Lindi’s mother.
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Intervening Life Event

After the postnatal assessment, Lindi tragically lost her mother to illness. As
a result, grief and bereavement interventions are being provided during this
period. Her symptoms of anxiety and depression are being monitored for
further referral to mental health specialists, if required. Lindi’s relationships
with her older children were explored, particularly with her eldest son, who
lived with her mother in the Eastern Cape. She revealed challenges in their
relationship, stemming from his unhealthy substance use, dropping out of
school, underpinned by the emotional impact of the loss of his grandmother.
With cognitive reframing and compassionate inquiry, Lindi was able to
consider her son’s behaviour in a different way and soften towards him. She
has developed a compassionate awareness of his experience of separation
from her and loss of his caregiver.

Referral to the Zoe Project — a starter pack with adult and baby toiletries,
diapers, baby clothes, and blankets.

Maternal outcomes

By providing a safe, non-judgemental environment for Lindi to process her
feelings about her unplanned pregnancy, there was a significant decline in
her symptoms of anxiety and depression. She described herself feeling
lighter. Moreover, she indicated that she was able to see options ahead of
her, highlighting a shift in her cognitions. She had begun exploring financial
avenues available to her including a skills-development opportunity.

Infant outcomes

At the postnatal assessment, the baby was awake and active at times. They
had been seen at the baby clinic and the baby was meeting his milestones
well. Lindi reflected meaningfully on how she shifted from dreading the
pregnancy to developing anticipation and excitement to meet the baby. She
spoke fondly about choosing his name and how her smile has returned. Lindi
was responsive to his cues and spoke directly to him in a soft and gentle
tone. She would stroke his face as he breastfed, and she was patient with
him. She noted how active he is and at what times of the day he is most busy.
She has been able to acknowledge her own growth and how it is impacting
her children. This is being affirmed in the counselling process. Counselling is
continuing after the postnatal assessment to foster resilience and
maintenance of healthy coping mechanisms. In addition, grief and
bereavement support is required to support Lindi in processing the loss of
her mother.



Tyla’s case studies

Client B: Aneesa

Baseline Postnatal
(1st Session) Assessment

MDT GAD-7 KMMS GAD-7

Client B
(Aneesa)

Presenting problems and impact

Aneesa was experiencing symptoms of anxiety and depression, and high-
stress levels due to her work environment. She was also experiencing
challenges with unresolved traumatic experiences from a previous
relationship. Additionally, Aneesa had recently lost her father, tragically and
was experiencing disenfranchised (unacknowledged, unsupported) grief and
prolonged feelings of loss.

Therapeutic process

At her first counselling session, Aneesa discussed how tremendously
stressful her workplace was, and how this was taking an emotional and
physical toll. To help her cope with challenging situations, stress
management and coping strategies for anxiety were introduced. The
counselling process continued and allowed Aneesa to process traumatic
experiences that took place in her previous relationship. She had had
difficulty disclosing these experiences and was experiencing anxiety in her
current relationship, particularly with conflict management. Aneesa was able
to describe these traumatic memories in a safe and containing environment.
Her symptoms were normalised and we were able to address the guilt and
blame she was feeling, restoring self-respect and encouraging mastery.
Through the counselling process, Aneesa was able to reconcile the
psychological distress of losing her father and explored ways of honouring
his memory. By working through grief and bereavement, Aneesa highlighted
his positive parenting style and described the ways in which she wanted to
emulate him in parenting her own children.
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In preparation for the birth of her second child, interventions centred
around: positive parenting strategies, facilitating a bond between siblings,
anxiety alleviation and birth preparation.

Upon the birth of her baby, Aneesa learned that her baby was born with
missing fingers on his one hand, and a club foot. Postnatal interventions
included containment of overwhelming emotions as well as facilitating
adjustment to the needs of the baby and his challenges. Here, mindfulness-
based coping strategies supported Aneesa’s experiences of distress.
Mentalisation helped Aneesa separate her own feelings from those that the
baby was experiencing and this worked in conjunction with emotional
regulation strategies. Postnatal bonding was facilitated at various sessions.
With cognitive techniques, Aneesa explored her identity in parenthood,
particularly parenting a child with a disability and this helped her integrate
the rehabilitation model into her perception of her son. He has been
receiving interventions through the club foot clinic at Red Cross Children’s
Hospital, genetics specialists and occupational therapy.

Counselling continued telephonically and over WhatsApp mainly containing
her emotional distress and crises, while allowing her to restore psychological
equilibrium. Since Aneesa had found a new job, the flexible session delivery
format was favourable for her.

Intervening life event

At the time of her postnatal assessment there was an intervening life event
that impacted on Aneesa’s mental health outcomes. There were incidents of
infidelity by her husband. She indicated that although she had resolved the
experiences of her previous relationship, this experience had triggered those
memories and associated psychological state.

Maternal outcomes

Aneesa has found a new job and is feeling significant improvement with
regards to job satisfaction and stress-levels at work. Her symptoms of
anxiety and depression were persisting related to her husband’s infidelity.
Counselling with PMHP is continuing and additional mental health support is
being established for assessment for medication. The counselling process
has helped her integrate and process the loss of her father. Aneesa describes
feeling less ‘stuck’ in the experience of her past relationship and feels able to
process conflict differently.
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Infant outcomes

Aneesa has developed a strong bond with both her children, exploring ways
to meet both of their needs appropriately. Her son is developing well
according to the reports of developmental specialists and Aneesa is making
strides in processing her own anxieties surrounding the condition. Her
expression of self-blame is dissipating, and an empowered narrative is
emerging in the way she speaks about her son and her own capacity as a
mother.

Their relationship continues to strengthen. Aneesa is able to regulate the
baby’s emotional responses and anticipate his needs empathically and with
compassion. She mirrors the empathic reframing strategies learned in
counselling for the extended family, especially in response to the baby crying
and her three-year-old’s reactions.



Summary and way forward

Maternal and infant processes

The PMHP Maternal Support Service has deepened and broadened a range of
interventions used by counsellors to support the mother-infant dyad by
improving maternal responsiveness and attachment. This has been the result
of increased skills and insights gained by Liesl Hermanus in her MPhil in
Infant Mental Health, a year of careful consultation by the PMHP team with
local and international experts and an interactive process of our learning
from our service users.

Challenges

Gathering data during the postnatal period presents significant logistical and
contextual difficulties. Early discharge of clients from the Hanover Park MOU
shortly after childbirth increases the risk of losing contact. Additionally,
women’s inconsistent access to personal cell phones hinders telephonic
support and follow-up care.

In 2024, the implementation of several complementary strategies to increase
follow-up, allowed the service to exceed its postnatal assessment targets.
The counsellors conducted 69 structured postnatal sessions. This
achievement strengthens our capacity to ensure women have access to care
when they need it and to collect follow-up data. The PMHP team continues to
explore strategies to maintain contact and provide therapeutic support
during the critical postnatal period.

Monitoring and Evaluation

Insights from specialists in infant mental health, disability, health economics,
and public mental health have informed the inclusion of new indicators,
which will allow for a more comprehensive evaluation of the service’s impact.
Key domains have been identified as valuable proxies for assessing markers
of attachment between mothers and infants, including infant feeding,
maternal sensitivity and responsiveness, and maternal awareness of infant
growth and development.

The routine monitoring and evaluation software is undergoing restructuring
to streamline data representation for efficient analysis. Once completed, the
restructured system will provide a clearer description of service processes
and facilitate inferential analysis of service usage patterns, client
experiences, and outcomes. This will create opportunities for both
quantitative and qualitative insights into our clients’ mental health,
functioning, and associated infant outcomes.
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