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Abstract: Mental health disorders are common in pregnancy and after
childbirth with over 10% of women manifesting some form of mental
illness during this time. Maternity services will encounter women with
symptoms that vary in severity from mild self-limiting to potentially
life-threatening. These conditions carry risks for both the woman and
the fetus/newborn. Detecting women with, or at risk of, a serious
mental health disorder and enabling them to access appropriate care in
a timely fashion is a shared responsibility. However, given the frequency
of contact they have with women through this period, maternity
services have a pivotal role. From a mental health perspective, high-risk
pregnancies are those primarily associated with serious mental illness
(psychotic illnesses, bipolar disorder and severe depressive episodes).
Healthcare professionals caring for pregnant women should have the
appropriate skills to detect serious mental illness and identify women at
risk and how to access specialist mental health care.
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Mental Health Disorders in Pregnancy and the Early Postpartum 1

Commentary

Mental health disorders are common in pregnancy and after childbirth with over
10% of women manifesting some form of mental illness during this time.
However, only about 1 in 500 pregnancies will be complicated by serious
mental illness. Maternity services will encounter women with symptoms that
vary in severity from mild self-limiting to severe. These conditions carry risks
for both the woman and the fetus/newborn, with obstetric morbidity increased
in those with pre-existing mental health conditions.

Detecting women with, or at risk of, a serious mental health disorder and
enabling them to access appropriate care in a timely fashion is a shared
responsibility. However, given the frequency of contact they have with
women through this period, maternity services have a pivotal role. From
a mental health perspective, high-risk pregnancies are those primarily associ-
ated with serious mental illness (psychotic illnesses and severe depressive
episodes). In addition, given the challenges in interpreting emerging anxiety
and mood symptoms, clinicians require a broader understanding of mental
health presentations.

Therefore, healthcare professionals caring for pregnant women should have
the appropriate skills to detect serious mental illness and identify women at risk.
These skills include an understanding of the range of management options,
which cover multiprofessional management strategies, non-pharmacological
approaches and the implications of prescribing psychotropic medications
during pregnancy and breastfeeding. Healthcare professionals should also
be aware of how to access specialist mental health care for their patients
in their area. For women with serious mental illness or those with a high
risk of its occurrence, ideally a multidisciplinary plan for pregnancy (MDPP)
should be in place by 32 weeks’ gestation. Such women require close
monitoring through pregnancy and into the postpartum period. If a mental
health admission is required, ideally this should be to a specialist mother and
baby unit.

1 Introduction

Maternal deaths in the UK are still increasing, with most women dying from
medical or mental health—related conditions that are worsened during preg-
nancy, childbirth or up to one-year postpartum [1]. Of these, 86% die between
the end of pregnancy and up to one year postpartum. Suicide is a leading cause
of maternal death within a year of the end of pregnancy, with 18% of direct
maternal deaths in the UK from 2018 to 2020 being due to suicide (20 of 109
total direct deaths; see Figure 1). This is a rate of 0.95/100,000 live births [1].
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Figure 1 Timing of death by suicide during pregnancy and the first year after delivery in the UK (MBBRACE, 2022) [1].
Note: The cross-hatched areas represent ‘Loss events — termination, miscarriage, stillbirth, neonatal loss, or child removal’ prior to the suicide.


https://www.cambridge.org/core/terms
https://doi.org/10.1017/9781009518123
https://www.cambridge.org/core

Mental Health Disorders in Pregnancy and the Early Postpartum 3

Other Confidential Enquiries into Maternal Deaths also identify suicide as
a leading cause (Netherlands 1.17/100,000 [2]; Italy 2.3/100,000 [3]; Austria
0.89/100,000 [4]; Canada 0.70/100,000 [5]). Reducing maternal morbidity
and infant morbidity due to appropriately managing maternal mental health
conditions is another important role of mental health services. A 2023 paper
estimated that for women with pre-existing mental health conditions who got
pregnant there was an increased risk of preterm birth (adjusted odds ratio
(aOR) 1.52, 1.35-1.73) [6], increased risk of small for gestational age (SGA;
aOR 1.34, 1.30-1.37) [6] and increased risk of neonatal adverse outcomes
(aOR 1.21-1.55) [6]. The risks were highest for women who had previously
had an admission to a psychiatric hospital at any time or had contact with
mental health services within one year of the pregnancy. Serious mental health
conditions such as schizophrenia are associated with an increased risk of
severe obstetric complications; however, these increased risks are confounded
by increased rates of smoking, obesity and substance misuse. Therefore,
obstetrician-led care to manage these complex maternity risks is needed.
Pregnant women with a diagnosis of schizophrenia have a fourfold increased
rate of smoking. A paper in 2019 looking at women with schizophrenia and
adverse birth outcomes suggested the elevated risks of preterm birth, SGA and
low Apgar scores can be partly explained by factors like smoking that can be
modified [7].

2 Epidemiology

Mental health disorders are common in pregnancy and after childbirth, with the
postnatal period being associated with the greater increased risk (see Table 1).
The epidemiology of perinatal mental health disorders has remained constant
for many years.

Most mental health disorders are multifactorial. Genetic factors are
significant in some conditions including bipolar disorder and postpartum
psychosis. Hypothyroidism can cause depression and hyperthyroidism
mimics symptoms of anxiety. Some episodes of psychosis are associated
with autoimmune antibodies (e.g. N-methyl-p-aspartate receptor antibodies)
and symptoms remit with high-dose steroids. There is some evidence that
inflammatory markers are raised in postpartum depression and decrease
with treatment with a novel agent, zuranolone [12]. Some symptoms can
be induced by illicit substances or some prescribed medications. In add-
ition, there can be psychosocial factors such as adverse childhood events,
recent adverse life effects, poverty, poor housing, lack of support networks
and domestic abuse.
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4 High-Risk Pregnancy: Management Options

Table 1 Prevalence of mental health disorders in pregnancy

Prevalence rate Prevalence rate
in pregnancy in postpartum
Diagnosis (95% CI) (95% CI) Reference”
Anxiety disorders 15% (9.0-21.4%) 15%(13.7-16.4%) 8
Major depression 3.1-4.9% 4.7% 9
Minor depression Upto 11% 13% 9
(mild)
Postpartum 0.2% 10,11
psychosis Relapse rate post-
partum: 31%
(22-42%)
Schizophrenia 0.2% 0.2% 10
Bipolar disorder Lifetime preva- 11

lence 1-2%
Relapse rate post-
partum: 37%

(29-45%)
Post-traumatic 1-2% in high- 9
stress disorder income
(PTSD) due to countries
childbirth
PTSD various 6—8% - 9
causes

*Not all papers reported confidence intervals.

3 Risks of Mental Health Disorders in the Perinatal Period
Risks for the Woman

These are:
¢ Suicide — 0.95/100,000 live births in 2018-2020 [1]
* Prolonged maternity morbidity due to lack of treatment
* Death due to misidentification of a physical health condition, such as due
to a mental health disorder
* Relationship breakdown
* Loss of social networks
* Loss of functioning
 Poor parenting
 Impact on older children in the family
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Mental Health Disorders in Pregnancy and the Early Postpartum 5

Risks for the Fetus/Infant

Prenatal mental health disorders are associated with a moderately increased
risk of stillbirth and infant mortality [13]. Untreated depression is associated
with increased rates of preterm birth, small for gestational age, stillbirth, low
birth weight, increased operative delivery and postpartum depression [14].

Mental health disorders impact on the mother—infant relationship. This can
result in emotional and behavioural difficulties in the child and impact on the
longer-term mental health of the offspring.

Finally, neurodevelopmental delay is more common in the offspring of
women with mental health problems. However, shared genetics of mother and
child is a confounder in this adverse outcome. Most research in this area has
been on the effects on infant neurodevelopment of an untreated depressive
episode or an untreated anxiety disorder.

4 Management of Mental Health Disorders
in the Perinatal Period

General Principles

In the UK, National Institute for Health and Care Excellence (NICE) CG192
[15] is the clinical guideline for the management of prenatal and postnatal
mental health disorders. Summarised below is a combination of recommenda-
tions from NICE CG192 [15], MBRRACE reports [1,16,17] and British
Association of Psychopharmacology (BAP) perinatal prescribing guidelines
[18] along with relevant data from other articles found in the Further Reading
section.

Prepregnancy
General

Physicians and other healthcare professionals in primary care have a role in
encouraging women who are considering a pregnancy (or who are of childbear-
ing potential) to improve their physical and mental health to improve pregnancy
outcomes. Measures include stopping smoking; managing diabetes, hyperten-
sion and other chronic conditions well; for obese women, encouraging weight
management; and for those using alcohol or illicit substances, addressing those
difficulties. If domestic abuse is identified by any healthcare professional, then
appropriate referral to domestic abuse services and, if needed, referral to
safeguarding services need to occur. In addition, if a woman is the victim of
domestic abuse the fact that rates increase in pregnancy and early postpartum
should be sensitively explained and that it would be a reason for a safeguarding
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6 High-Risk Pregnancy: Management Options

referral in the perinatal period. Obtaining appropriate support prior to preg-
nancy needs to occur.

All women of childbearing potential who are prescribed a psychotropic
medication should also have a detailed discussion about contraception and be
encouraged to use contraception. This is particularly important in women taking
mood stabilisers and antipsychotics.

Ideally, mental health disorders should be treated prior to conception so
a woman has had a period of stability in her mental health prior to
conception. For some medications it may be necessary to consider chan-
ging these prior to conception, although this is dependent on the woman’s
history and the evidence of the risk posed by her current medication.
Women with serious mental illnesses who want to conceive should be
offered referral for preconceptual counselling with a perinatal psychiatrist
to discuss management of their mental health in pregnancy and postpar-
tum. This discussion should cover the risk of relapse and medication
options.

When a woman has received a diagnosis of bipolar disorder for the first
time and is in a period of recovery, it is important her mental health team
explain the high risk of relapse postpartum, the importance of contraception,
planning pregnancies and of having a preconceptual counselling appoint-
ment with a consultant perinatal psychiatrist to discuss the management of
her mental health in pregnancy and postpartum before she becomes preg-
nant. Mental health teams that may give a woman a diagnosis of bipolar
disorder include mental health inpatient teams, crisis resolution and home
treatment teams, community mental health teams or early intervention in
psychosis teams. When a person experiences their first episode of psychosis,
the common practice in the UK would be to refer the person to the early
intervention in psychosis team to provide mental healthcare in the commu-
nity for three years. Sometimes early intervention in psychosis teams do
not give diagnoses as the working diagnosis can change over time as
further episodes of relapse occur and there is more information to inform
the diagnosis. This means that sometimes women can be referred to a
consultant perinatal psychiatrist having experienced at least two episodes
of mood disorder that would fulfil the diagnosis of bipolar disorder, but the
community mental health team has not yet given the patient that diagnosis.
This means that as part of the preconceptual counselling appointment the
perinatal psychiatrist will have completed a diagnostic assessment, then have
to explain the diagnosis of bipolar disorder and associated perinatal risks,
and then go on to discuss prepregnancy care.

Downloaded from https://www.cambridge.org/core. IP address: 3.137.177.194, on 28 Jan 2025 at 21:22:51, subject to the Cambridge Core terms of
use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/9781009518123


https://www.cambridge.org/core/terms
https://doi.org/10.1017/9781009518123
https://www.cambridge.org/core

Mental Health Disorders in Pregnancy and the Early Postpartum 7

Pharmacological

Perinatal psychiatrists should offer preconceptual counselling appointments to
women on psychotropic medications considering conceiving. During these
appointments the perinatal psychiatrist, having completed a psychiatric assess-
ment, would explain the current evidence regarding the risks of her condition
relapsing during the perinatal period with and without medication, and the risks
and benefits of medications for her. There would also be information shared
around medication options in breastfeeding so that if a woman would like to
consider breastfeeding and medication changes are needed to enable that to
occur, these changes can be planned prior to conception. The psychiatrist will
collaborate with the woman to develop a care plan for her mental health
including medication and services to be involved in the perinatal period.
Ideally, this consultation would also identify areas where physical health can
be improved prior to conception and identify any substance misuse that needs
addressing prior to conception.

Antidepressants are the most prescribed psychotropic medication, usually
being managed in primary care. The BAP perinatal guidelines [ 18] recommend
that if an antidepressant is indicated, the medication used should be one that is
known to work for that individual. Prior to conception, reviewing how long the
person has been in recovery from their most recent depressive episode and how
severe that depressive episode was will help inform whether to continue the
antidepressant while the woman tries to conceive and into pregnancy, or
whether to slowly reduce and stop it prior to conception.

Antipsychotics, which can also be used as mood stabilisers, increase the risk
of gestational diabetes. Risperidone increases the risk of fetal anomalies and
lithium increases the risk of cardiac abnormalities. In contrast, lamotrigine does
not appear to increase risks above baseline rates. In the past, valproate was used
as a mood stabiliser, but NICE guidelines [15] are clear: it should not be
prescribed to women of childbearing potential for mental health disorders as
it carries a 10% risk of causing neural tube defects and up to a 40% risk of
causing neurodevelopmental delay, along with a range of other abnormalities
such as the ‘valproate syndrome’. The Medicines and Healthcare Products
Regulatory Agency (MHRA) in the UK has advised valproate is not prescribed
in women of childbearing potential, but if it is prescribed there must be a current
Pregnancy Prevention Programme in place [19]. Carbamazepine is rarely used
as a mood stabiliser and should not be used in women of childbearing potential
due to an increased rate of neural tube defects. For women on antipsychotics or
mood stabilisers considering a pregnancy, a preconceptual counselling appoint-
ment with a perinatal psychiatrist is vital to enable an individual care plan that
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8 High-Risk Pregnancy: Management Options

considers the risks and benefits of all options to be considered, including the
option of changing medications prior to pregnancy to reduce specific risks to the
fetus. For example, for some women on lithium, the increased rates of fetal
cardiac defects combined with not being able to breastfeed while taking lithium
means a person might choose to change from lithium to a different mood
stabiliser prior to trying to conceive.

Psychological

For women who show signs of tokophobia, leading to them avoiding childbirth
despite wanting to become a parent, referral for an appropriate psychological
intervention prior to pregnancy is important to allow these women the opportun-
ity to overcome their tokophobia and discuss reproductive choices with them. For
women with repeated pregnancy losses leading to post-traumatic symptoms or an
anxiety disorder, referral for an appropriate psychological intervention rather than
waiting for a pregnancy to be established would be helpful. Women considering
a pregnancy with current symptoms of mental health difficulties can be encour-
aged to consider an appropriate psychological intervention to improve their
mental health prior to conception. Some women may want to try reducing and
stopping psychotropic medication and have a psychological intervention to help
them manage their mental health difficulties if they would prefer to avoid
psychotropic medication in pregnancy. It will depend on their mental health
condition and history of the individual risks of stopping their medication, so
this would need to be discussed before changes occur.

Prenatal
General

Obstetricians, general practitioners (GPs), midwives and other healthcare pro-
fessionals working with pregnant women should take a history that includes
asking about current or previous mental health difficulties and identifying any
psychotropic medications that a woman is taking. Screening questions can be
used to try to increase the identification of mental health conditions in preg-
nancy such as PHQ-9 or GAD-7 [20]. In England, the Whooley questions are
routinely used by midwives to screen for possible depressive symptoms [15].
The NICE guideline recommends that at a woman’s first contact with primary
care or her booking visit, and during the early postnatal period, healthcare
professionals should consider asking the following depression identification
questions as part of a general discussion about a woman’s mental health and
well-being:
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Mental Health Disorders in Pregnancy and the Early Postpartum 9

* During the past month, have you often been bothered by feeling down,
depressed, or hopeless?

* During the past month, have you often been bothered by having little
interest or pleasure in doing things?

It also suggests considering asking about anxiety using the two-item Generalised
Anxiety Disorder scale (GAD-2):

* Over the last two weeks, how often have you been bothered by feeling
nervous, anxious or on edge?

* Over the last two weeks, how often have you been bothered by not being
able to stop or control worrying?

Following positive identification on screening questions, referral to specialist
mental health services for a diagnostic assessment is required. Assessments by
maternity staff would routinely include questions regarding domestic abuse,
because in some mental health conditions there is an increased rate of domestic
abuse.

The American College of Obstetricians and Gynecologists recommends that
all healthcare professionals providing obstetric care should complete a full
assessment of mood and emotional well-being including the use of a validated
screening tool during the postpartum visit for all patients. If a screening tool for
depression and anxiety was used in pregnancy, this tool should be used again
postpartum [21].

The Royal Australian and New Zealand College of Obstetricians and
Gynaecologists (RANZCOG) recommends using routine screening tools for
depression and anxiety on four occasions — the first as early as possible in
pregnancy, the second later in pregnancy, the third 6-12 weeks postnatal and
finally one at 1-year postnatal [22].

Women who have a personal history of a mental health condition managed
in primary care and/or a family history of a mental health condition in the
perinatal period that required secondary mental health services should be
referred to specialist services (‘amber flag’ in 2018 MBRRACE report [16]).
Thus, healthcare workers caring for women with mental health problems
should be aware of the specialist perinatal mental health referral pathways
for women who currently have or are at risk of a serious mental illness.
Referral pathways need to distinguish routine, urgent and emergency cases.
Healthcare workers should consider how current mental health difficulties
may impact on the woman’s engagement with the prenatal care service
and what those services can do to facilitate improved engagement in
prenatal care.
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10 High-Risk Pregnancy: Management Options

When women present with sudden onset of new symptoms possibly due to
mental health difficulties, physical causes need to be investigated first to prevent
misidentifying them as mental health conditions. This applies to both prenatal
and postnatal periods.

Where there are known risks, fetal and/or neonatal screening and monitoring
should be implemented. Discussion with the neonatologist should occur in
advance of delivery.

NHS England recommends trauma-informed compassionate care would be
expected from mental health and maternity services [23]. A thorough mental
health assessment includes taking a personal history and identifying previous
traumatic experiences; considering how these might impact on the care needed
in the perinatal period is important. Where indicated, a trauma-informed birth
plan can be developed with the woman that identifies psychological strengths
and coping strategies the woman has along with identifying how services can
provide trauma-informed care personalised to her needs.

Finally, it is essential that all healthcare workers caring for women with
mental health problems in pregnancy work collaboratively and communicate
well with each other. To that end, a written MDPP for women with or at risk of
relapse of a serious mental illness should be agreed by 32 weeks’ gestation at the
latest. It should be saved in the patient’s records in all relevant healthcare
settings (for example, GP surgery, mental health services, maternity services
and health visiting records) and a copy provided to the woman, so she also has
ready access to it when required.

Pharmacological

Women need to be empowered to make informed decisions about the use of
psychotropic medications in pregnancy. The information about medication in
the prepregnancy section is also relevant in pregnancy. Prescribers need to keep
their knowledge of medications they commonly prescribe to women of child-
bearing potential updated in relation to efficacy and safety of the medication in
pregnancy. Prescribers whose patients contact them stating they are pregnant
need to prioritise an appointment for the pregnant woman to discuss her
psychotropic medication. If a prescriber wants to confirm the current evidence
regarding a specific psychotropic medication in pregnancy the prescriber should
contact a perinatal psychiatrist to get information about the medication in
pregnancy. Then they can have an informed discussion with the woman. If,
having received specialist advice, a general practitioner decides to continue to
manage the woman’s mental health, it is important to maintain effective com-
munication with the midwifery team.

Downloaded from https://www.cambridge.org/core. IP address: 3.137.177.194, on 28 Jan 2025 at 21:22:51, subject to the Cambridge Core terms of
use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/9781009518123


https://www.cambridge.org/core/terms
https://doi.org/10.1017/9781009518123
https://www.cambridge.org/core

Mental Health Disorders in Pregnancy and the Early Postpartum 11

Specialist perinatal mental health staff who are prescribers need to maintain
their knowledge about medication in pregnancy and lactation. They should also
communicate this information in a comprehensible and accessible way to each
woman they see, explaining the risks and benefits, thus obtaining informed
consent for the final agreed plan. This plan needs to use the lowest effective dose
and monotherapy is preferred [14,15,18].

As stated above, sodium valproate and semi-sodium valproate should not
be prescribed to women of childbearing potential without an effective
Pregnancy Prevention Programme and a signed consent form that is
reviewed annually. If a woman conceives on sodium valproate this will
need to be stopped and urgent specialist advice obtained on what to prescribe
as an alternative.

Urgent specialist advice from mental health services for women taking
antipsychotics and mood stabilisers should be sought rather than stopping
them abruptly, as this carries the risk of relapse. The exception is valproate,
which should be reduced and stopped in parallel with seeking urgent specialist
advice about alternative medication [18].

Psychological

Pregnancy can be a time when women are more motivated to engage in
a psychological intervention and they may want to improve their own mental
health to impact positively on their parenting. When a woman is seen in
pregnancy, along with the use of screening questions, midwives, obstetricians
and GPs can also consider discussing a referral for a psychological intervention.
The composition of local services and local policies along with the severity of
the mental health condition will determine which service would provide that
intervention.

Labour and Delivery
General

The prebirth mental health care plan agreed by 32 weeks’ gestation should be
shared with all professionals involved in the care of the woman and her baby
and should include a plan for labour and delivery. This may include a trauma-
informed care plan for women who have experienced past trauma that may be
triggered by aspects of maternity care in labour, such as vaginal examinations.
For women on the autistic spectrum certain sensory stimuli can be overstimu-
lating and cause distress leading to difficulty managing emotions, so a care plan
would provide recommendations on minimising those sensory stimuli.
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12 High-Risk Pregnancy: Management Options

Clear communication is vital for all women in labour and delivery and even
more so for women with current symptoms of mental health disorders. Taking
time to explain slowly and carefully benefits everyone involved. Risks should
be explained clearly, particularly when women are making what appear to be
unwise decisions. In such cases it may be necessary to consider a capacity
assessment to see if a current mental health disorder is impacting on the
woman’s specific decision-making capability.

Postnatal
General

The prebirth care plan agreed in pregnancy should include a postnatal plan for
mental health care which should be followed. The plan may have recommenda-
tions about whether the woman needs a side room on the postnatal ward. It
should also include an indication of whether the baby can sleep with the mother.
The plan should also include a clear plan from mental health services of how
a woman’s mental health will be monitored postnatally, including the frequency
of face-to-face contacts and whether the woman needs to be seen by mental
health staff prior to discharge from the maternity ward. When relapse preven-
tion work has been undertaken with the woman it is helpful to include ‘early
warning signs’, namely signs suggestive of relapse, in the care plan so that the
woman, her ‘significant other(s)’ (partner or carer) and professionals involved
in her care are vigilant for those signs.

Specialist perinatal mental health services use a multidisciplinary approach
to providing mental health care with the appropriate clinicians for the individual
woman involved in her care. These teams usually include a consultant perinatal
psychiatrist, perinatal community psychiatric nurses, perinatal clinical psych-
ologists, occupational therapists and nursery nurses [24]. There may be special-
ist mental health midwives with additional training in mental health difficulties
involved in supporting these women in pregnancy. Specialist perinatal mental
health services should work collaboratively with other services involved in the
care of the postnatal woman and her baby including the midwife, health visitor
and GP. The exact composition of these healthcare professional teams varies
between countries. Contact details for accessing mental health services in and
out of hours need to be shared with the woman, her partner and all other
healthcare professionals involved in her care.

Mental health interventions need to treat both the woman’s mental health
disorder and focus on the mother—infant relationship. The baby needs to be
‘held in mind’ by perinatal mental health staff. This includes an assessment of
the wisdom of a mother sleeping with her baby.
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Mental Health Disorders in Pregnancy and the Early Postpartum 13

If an admission to a mental health unit is required before 32 weeks’ gestation
it would be to a general adult psychiatric unit. From 32 weeks’ gestation to term,
ideally it would be to a specialist psychiatric mother and baby unit. Postnatally,
it would normally be to a specialist psychiatric mother and baby unit unless
there is a clinical reason for making a different arrangement, such as the infant
having been removed from the woman’s care.

Healthcare professionals should know the ‘red flags’ from the 2015 MBRRACE
[17] report that should prompt urgent senior perinatal psychiatric assessment.
These are:

» Recent significant change in mental state or emergence of new symptoms.

* New thoughts or actual acts of violent self-harm.

* New and persistent expressions of incompetency as a mother or estrange-
ment from the infant.

It is important to detect sudden changes in mental state, particularly in
the early postpartum period when most episodes of postpartum psychosis
present. In these circumstances urgent care should be sought from second-
ary mental health services, which ideally will be the specialist perinatal
mental health team. Guidelines for Australia and New Zealand also high-
light the need for management of immediate risk for women who are
identified as at risk of suicide and recommend an urgent mental health
assessment [22].

Women at high risk of relapse should be monitored closely for the first few
weeks postpartum. Midwives and health visitors need to know how to raise
concerns with the perinatal mental health services if there are changes in the
mental health of these women. New onset of acute symptoms that could be due
to a mental health cause need to be investigated to exclude organic causes first.

Postnatally, women should be asked about their mental health and their
relationship with their baby to identify any concerns and respond appropriately.
Women known to have mental health disorders or who are at risk of relapse
postnatally of a mental health disorder should have all midwifery appointments
in person (‘face-to-face’).

Pharmacological

The birth plan will include information on whether the woman plans to breast-
feed or formula feed her baby and whether she can breastfeed or give breast milk
when taking specific psychotropic medications. Information on infant observa-
tions needed due to the psychotropic medication being taken by the woman
needs to be in the care plan.
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14 High-Risk Pregnancy: Management Options

A clear discussion about the risks and benefits of pharmacological treatment
in breastfeeding should have occurred in pregnancy and a subsequent agreed
plan for psychotropic medication to be continued postnatally or a new medica-
tion started [12,18].
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Mental Health Disorders in Pregnancy and the Early Postpartum 15

(Cont.)
Prenatal

General

* Obstetricians, GPs, midwives and other healthcare professionals work-
ing with pregnant women should take a history that includes asking
about current or previous mental health problem and psychotropic medi-
cations. The history should include questions about domestic abuse.

» Following identification of mental health problems, advise referral to
specialist mental health services. Referral pathways need to distinguish
routine, urgent and emergency cases.

» Assess how mental health problems may impact on the woman’s
engagement with the healthcare services and identify measures to
improve engagement in prenatal care.

* Where there are known fetal and/or neonatal risks, screening and
monitoring should be implemented, including involvement of the neo-
natal team.

» Healthcare professionals should identify the triggers with an adverse
effect on a woman’s mental health and develop a personalised care plan
to minimise the effects of these.

» Awritten MDPP for women with or at risk of relapse of a serious mental
illness should be discussed and agreed with the woman by 32 weeks’
gestation at the latest. The woman should be asked to carry a copy.

» If an admission to a mental health unit is required before 32 weeks’
gestation it would be to a general adult psychiatric unit. From 32 weeks’
gestation to term ideally it would be to a specialist psychiatric mother
and baby unit.

Pharmacological

* All healthcare professionals who prescribe for pregnant women with
mental health disorders need to maintain their knowledge about medi-
cation in pregnancy and lactation.

 Ideally, women will have had a discussion about their psychotropic
medication before pregnancy, but if they have not, this should be
undertaken as soon as possible in the pregnancy.

» Following this discussion, a final plan for medication in the pregnancy
should be agreed (using the lowest effective dose and ideally monother-
apy) and included in the MDPP (above).

» Certain drugs should not be used in pregnancy because of their risks
(see prepregnancy section above).
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16 High-Risk Pregnancy: Management Options

Perinatal Depression

Depression is a common mental health disorder in the perinatal period with
a spectrum of severity varying from mild to severe as defined by the
International Classification of Diseases 11th edition (ICD-11) [25]. In fact,
there are two classification systems for mental health disorders: one is the
ICD-11, which is a global standard developed by an international committee of
experts and has mental health disorders as one of the chapters. The other
classification system is the American Diagnostic and Statistical Manual of
Mental Disorders (DSM-5). Both are used in research, but they have differences
in their systems that usually result in more people fulfilling the diagnostic criteria
in DSM-5 compared to ICD-11. Although DSM-5 has a time frame of within 4
weeks of childbirth for postpartum depression, this is not the case for ICD-11,
where there is no separate category for postpartum depressive episodes. Thus,
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Mental Health Disorders in Pregnancy and the Early Postpartum 17

‘postnatal depression’ is not an ICD-11 ‘condition or diagnosis’ and the same
classification system is used as for all other depressive episodes. Perinatal
depression clinically is used to refer to depressive episodes that onset in preg-
nancy or up to one year postpartum. However, depressive episodes typically have
two peaks in onset at 2—4 weeks postpartum and 1012 weeks postpartum.

The symptoms defined in the diagnostic classification from ICD-11 [25] are
shown in Table 2. The diagnosis of severe depressive episodes requires at least
eight symptoms including all three core symptoms. Functioning is usually
impaired in most domains (personal, family, social, educational, occupational
or other important domains) and must be present. For moderate depressive
episodes there must be at least six symptoms, which must include at least two
core symptoms plus functioning impaired in most domains. For mild depressive
episodes there must be at least four symptoms including at least one core
symptom with impairment in one or more domains. Postnatally, women can
also have a severe depressive episode with psychotic symptoms (such as
delusions or hallucinations) and rarely catatonic symptoms.

Table 2 ICD-11 diagnostic classification [25]

Core symptoms Other symptoms
Sustained low mood (every day, all Reduced concentration and attention
the time for at least 2 weeks)
Anhedonia (loss of interest and Psychomotor retardation
pleasure)
Reduced energy Disturbed sleep
Reduced appetite and weight loss
Hopelessness
Helplessness

Excessive guilt

Suicidal thoughts

Feelings of incompetence as a mother

Feelings of being a burden to others

Negative views of self, the world and
the future

The prevalence of depression in pregnancy is up to 10% and postpartum is up to 13%
with 3-5% of women after a live birth developing a more severe episode in the first 12
weeks postpartum.
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18 High-Risk Pregnancy: Management Options

In ICD-11 there is one category for mental or behavioural disorders associ-
ated with pregnancy, childbirth or the puerperium without psychotic symptoms
and one with psychotic symptoms. However, if the symptoms meet the diag-
nostic threshold for a specific mental disorder, then that diagnosis should be
used. It should be noted that ‘baby blues’ is not the same as depression. The
former is a self-limiting condition that occurs in the first week postpartum in
most women and resolves within a few days.

Maternal Risks
These are:
* Suicide
+ Impact on mother—infant relationship
 Relationship breakdown and wider impacts on relationships
* Loss of employment

Fetus/Infant Risks
These are:

* Association with preterm deliveries

 Association with low birth weight

 Association with caesarean section

* Decreased breastfeeding

* Emotional, neurodevelopmental and behavioural difficulties in the
child

* Prenatal maternal depression impacts on fetal neurodevelopment (which
is also modulated by fetal genetics) [26]

Management Options

The ‘General approach to management of women with mental health problems
in pregnancy’ (above) applies to women with depression. Below are the add-
itional specific management considerations regarding management of perinatal
depression.

General

An MDPP should be developed and implemented for each woman. Of note,
a systematic review in 2023 of women’s experiences of care and treatment for
perinatal depression identified one theme, namely that women want perinatal-
specific care from practitioners with perinatal mental health experience and
training [27].
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Mental Health Disorders in Pregnancy and the Early Postpartum 19

Prenatal
Non-pharmacological

The NICE guideline CR192 [15] recommends that, for mild depressive episodes
in pregnancy, the intervention should be psychosocial and not pharmacological.
In the UK this would usually be available through NHS Improving Access to
Psychological Therapies (IAPT) services and those services should prioritise
people in the perinatal period. Cognitive behavioural therapy (CBT) is an
example of a psychosocial intervention used in these women. There are other
psychosocial interventions recommended by NICE that are offered for mild
depressive episodes. There is conflicting evidence that one modality is superior
to another although some modalities are easier to evaluate in research studies.
One study identified CBT, interpersonal therapy (IPT), mindfulness-based
interventions (MBI) and religious-based interventions [28] as beneficial for
depression. IPT was shown to be better than CBT for women with prenatal
depression who have experienced childhood trauma [29]. A review of clinical
guidelines from 12 different countries found these guidelines supported
a psychological intervention such as CBT for mild to moderate depression [30].

The US Preventive Services Task Force recommends counselling inter-
ventions for pregnant or postpartum women at increased risk of perinatal
depression. The statement concludes that there is moderate certainty that
counselling interventions have a moderate net benefit in preventing peri-
natal depression [31].

Transcranial magnetic stimulation (TMS) might be available in some settings
and may be beneficial for treating depression during pregnancy as an alternative
to antidepressants or a psychological intervention [32]. Electroconvulsive
therapy (ECT) is not usually used in pregnancy due to conflicting evidence on
the safety for the fetus unless the situation is immediately life-threatening for
mother and the infant [15,33].

Pharmacological

For moderate and severe depressive episodes prescribing medication in
addition to a psychological intervention is usually needed, although some
women are anxious about taking medication in pregnancy. There is
a good evidence base for the effectiveness of antidepressants in severe
depression (see below). The BAP perinatal prescribing guidelines [18]
recommend continuing the antidepressant that is known to work for the
woman unless there are specific risks regarding that antidepressant in
pregnancy.
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20 High-Risk Pregnancy: Management Options

The most prescribed antidepressants are selective serotonin reuptake inhibi-
tors (SSRIs), but tricyclic antidepressants (TCA), serotonin and noradrenaline
reuptake inhibitors (SNRIs) and mirtazapine can also be prescribed [15].

A review of clinical guidelines from 12 different countries that included
eight perinatal-specific guidelines also supported the use of antidepressants
for severe depression, but with a preference for prescribing sertraline and
a preference to avoid paroxetine [30]. That paper also highlighted that chan-
ging antidepressant for ongoing treatment is discouraged. A detailed discus-
sion should be undertaken with each woman to establish that in general the
benefits outweigh the risks when considering prescribing antidepressants in
pregnancy [15].

For treatment-resistant depression, combinations of medications may be
used, such as an SSRI and low-dose mirtazapine, or an SSRI and low-dose
nortriptyline, or an antidepressant and a low-dose antipsychotic, or an anti-
depressant and a mood stabiliser. Such women should be offered discussions
with specialist perinatal psychiatrists to consider these therapeutic options.

Current Evidence for Prenatal Use of Antidepressants

Tricyclic antidepressants have been prescribed since the late 1950s and there
have been no concerns over the use of amitriptyline, clomipramine, imipramine
or lofepramine in pregnancy. However, prescriptions of TCAs have reduced
since the 1990s, whereas SSRIs prescriptions for depression increased after the
NICE guidelines recommended using SSRIs as a first-line treatment. This
means that more recent meta-analyses have far more data on SSRIs than TCAs.

There have been concerns about SSRIs in pregnancy. Currently the evidence
can be summarised as follows:

« It is difficult to separate out the effects of antidepressants from the effects of
maternal depression on the fetus.

» There may be a small effect on gestational age [34] and on Apgar scores, with
babies being born slightly preterm with lower Apgar scores, but these out-
comes may be due to confounding factors.

* There have been concerns about SSRIs being associated with an increased
risk of cardiac defects in the fetus. However, more recent large studies that
adjusted for depression-associated confounders did not find a significant
increase in the risk of cardiac defects [18].

 There is an increased rate of the diagnosis of postpartum haemorrhage when
SSRIs are taken in late pregnancy (aRR = 1.84; CI 1.39-2.44) [35], although
the clinical significance and severity of this is unclear.
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* The absolute risk of persistent pulmonary hypertension of the neonate
(PPHN) is low. One study reported an increased risk of PPHN with SSRIs
with adjusted odds ratio of 1.28 (CI=1.01-1.64) [36].

* Poor neonatal adaptation syndrome (PNAS) is a risk with SSRIs and SNRIs
that is probably dose-related and appears to be a little worse with SNRIs.
Usually, it resolves spontaneously, but at times symptomatic treatment is
required [37].

* There is an increased risk of admission to the neonatal intensive care
unit (NICU) when antidepressants are used in late pregnancy (aOR =
1.6, CI = 1.5-1.8) [38].

 Autistic spectrum in the offspring is probably not associated with antidepres-
sant use prenatally. Any reported link is probably due to confounding factors
[39,40].

» There is no evidence of an increased risk of attention deficit hyperactivity
disorder (ADHD) in offspring exposed to antidepressants in utero [34,40].

» There is no evidence of an increased risk of behavioural problems at age 7 in
children whose mothers took antidepressants prenatally [41].

Labour and Delivery
General

These are addressed in the ‘General approach to management of women with
mental health problems in pregnancy’ section above.

Non-pharmacological

The level of supervision needed immediately after delivery if the woman is
severely depressed and at risk of neglecting the baby. After delivery, the baby
needs the normal neonatal examination and vigilance for any effects of maternal
medications. They may show signs of PNAS but there is no specific guidance on
how long the baby needs to remain in hospital. The baby should be feeding well
before discharge.

Pharmacological

The MDPP should include a strategy for medication through labour, delivery and
the immediate postpartum period, including the decision to start an antidepressant
immediately after delivery if the woman does not want to start medication in
pregnancy. Neonatologists should be informed of patients delivering on medica-
tions that can affect the newborn. This should also be in the care plan.
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Postnatal
General

The MDPP should include the postnatal period. When managing depres-
sion in the postnatal period it is important to consider the baby and the
whole family unit, as depression can impact on mother’s interaction with
her infant, which in turn can impact on attachment of the infant to the
mother [15].

Non-pharmacological

Psychosocial interventions such as CBT or compassion-focused therapy
(CFT) are offered alongside medication. The evidence for these is dis-
cussed in the prenatal section for depression above. For a moderate or
severe depressive episode care would usually be provided by the specialist
perinatal mental health service using a multidisciplinary team (MDT)
approach using a biopsychosocial approach to seek to address the multiple
factors involved.

For severe depression, if there are imminent risks to mother and/or infant,
then admission to a specialist psychiatric mother and baby unit may be neces-
sary. In cases of severe depression ECT may be required [33].

Pharmacological

If a depressive episode occurs postnatally, the treatment will be dependent on its
severity and any risks involved (see above for further details on treating
depression). For a new onset of depression postnatally where a woman is
breastfeeding, sertraline is commonly the preferred treatment due to it having
the lowest relative infant dose (RID). The recommendation is if a medication
has a RID of less than 10% of maternal plasma levels then it can be used in
breastfeeding. British Association of Psychopharmacology perinatal guidelines
also recommend for women who have had antidepressants in the past using
a medication that is known to be beneficial.

For preterm infants, whose mothers are taking antidepressants postnatally,
there needs to be a conversation between neonatologists and perinatal psychiat-
rists to discuss the use of expressed breast milk. A plan should be agreed on
a case-by-case basis.

In the United States, zuranolone has recently been licensed for postpartum
depression. It is an oral medication that is a ‘positive allosteric modulator of
synaptic and extrasynaptic GABA, receptors and neuroactive steroid’ [42].
This is an exciting novel treatment that has been developed from intravenous
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infusion of brexanolone, which was demonstrated to be clinically effective but
expensive and difficult to use in day-to-day clinical practice [43]. The research
into this novel group of medications has also suggested there are inflammatory

pathways involved in postpartum depression and this group of medications
leads to a reduction in TNF-a and IL-6 [12].
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Bipolar Disorder
Diagnosis of Bipolar Disorder [25]

Bipolar disorder is usually subdivided into bipolar disorder type 1 and bipolar
disorder type 2.

Bipolar disorder type 1 requires one episode of mania with or without
psychotic symptoms plus another mood disorder episode (which could be
either hypomania or mixed affective, or depression or psychotic
depression).
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Bipolar disorder type 2 requires one episode of hypomania or mixed affective
episode and one other mood disorder episode that is not mania (usually
a depressive episode).

ICD-11 [25] symptoms of mania include:

» Extreme high mood lasting at least one week characterised by euphoria or
irritability.

* Increased activity.

» Subjective experience of increased energy.

» Rapid speech or pressure of speech or flight of ideas.

* Racing thoughts.

* Grandiosity.

* Decreased need for sleep (usually sleeping 1-2 hours per 24 hours).

¢ Distractibility.

 Impulsive and reckless behaviour.

+ Labile or irritable affect.

+ Severe impairment of functioning, usually requiring admission to psychiatric
hospital.

ICD-11 [25] symptoms of hypomania include:

* Persistent mild elated mood or irritability for at least several days.

* Increased activity.

 Rapid speech.

* Racing thoughts.

* Increased self-esteem.

* Increased libido or sociability.

* Decreased need for sleep.

* Distractibility.

 Impulsivity.

* Marked impairment of functioning but not to the extreme of mania and not
requiring hospital admission.

A mixed affective episode has a combination of some symptoms of hypomania
and some depressive symptoms.

Of all mental health disorders, bipolar disorder has the strongest link to
postpartum psychosis, with most episodes of postpartum psychosis being the
first presentation of bipolar disorder or a relapse of bipolar disorder. There is
a strong heritability of bipolar disorder (approximately 80%), so family history is
important in considering the risk of relapse postpartum. Risk of relapse overall
postpartum for women with a diagnosis of bipolar disorder is 37% (CI 29%—
45%) [11]. This relapse rate is of any episode of bipolar disorder postpartum.

Downloaded from https://www.cambridge.org/core. IP address: 3.137.177.194, on 28 Jan 2025 at 21:22:51, subject to the Cambridge Core terms of
use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/9781009518123


https://www.cambridge.org/core/terms
https://doi.org/10.1017/9781009518123
https://www.cambridge.org/core

26 High-Risk Pregnancy: Management Options

Table 3 Relapse rates postpartum for bipolar disorder — overall, with
and without prophylactic medication [11]

Condition Relapse rate  95% CI

Overall relapse rate for bipolar disorder 37% 29%—45%

Bipolar disorder with prophylactic medication  22% 14%-37%

Bipolar disorder without prophylactic 66% 57%—-75%
medication

Prophylactic medication reduces the relapse rate from 66% (CI 57%—75%)
without any prophylactic medication to 22% (CI 14%-37%) [11]. This informa-
tion needs to be discussed with women in the prepregnancy, prenatal and
postnatal periods to assist them in making informed decisions about family
planning and management of their bipolar disorder in the perinatal period.
Table 3 summarises these data.

A study looking at women with a diagnosis of bipolar disorder and the
risk of relapse after their second delivery when stratified against their
relapse following their first delivery suggests that women are more likely
to have a similar relapse after their second delivery to the relapse after
their first delivery (see Table 4). This further highlights the importance of
prophylactic medication for women with bipolar disorder who had a severe
relapse after their first delivery.

Maternal Risks

Risks can vary depending on whether the woman is in recovery or what type of
relapse the woman is experiencing. These risks include:

* Increased risks of adverse outcomes in pregnancy including increased rates of
induced labour or planned caesarean section (odds ratio = 2.12, 95% CI =
1.68-2.67). The risk of preterm birth is increased by 50% and there is an
increased risk of antepartum haemorrhage [45].

» Disengagement with maternity services.

* Discontinuation of medication leading to relapse or further deterioration.

* Disinhibition and recklessness leading to alcohol use or substance misuse or
a vulnerability to exploitation by others or an increased risk of assaulting
others.

* Suicide when severely depressed.

* Accidental death when manic.
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Table 4 Risk of relapse of bipolar disorder Type 1 following subsequent
pregnancies [44]

First perinatal % Risk of  Second perinatal

period (first relapse after period (second % Risk of relapse after
pregnancy with a future pregnancy with  a future pregnancy
a live birth) pregnancy a live birth) 95% CI)
Affective 42.7% (35.7-50.7)
psychosis
Affective 30.9% Non-psychotic 9.2% (2.16-17.17)
psychosis depression
No occurrence 48.1% (41.08-58.09)
Affective 8.6% (1.6-16.5)
psychosis
Non-psychotic  31.3% Non-psychotic 49.7% (42.78-57.66)
depression depression
No occurrence 41.7% (34.75-59.64)
Affective 9.7% (4.0-16.2)
psychosis
No occurrence  37.8% Non-psychotic 23.9% (20.27-35.66)
depression

No occurrence 66.4% (60.62—72.86)

* The medications normally used in the management of bipolar disorder
including olanzapine and quetiapine have risks including metabolic syn-
drome, weight gain, gestational diabetes, prenatal and delivery risks associ-
ated with obesity and gestational diabetes.

 Impact on wider relationships and relationship breakdown.

Fetal/Neonatal Risks

These are:

* Increased risk of placental abnormalities, lower Apgar scores, 50% increased
risk of preterm delivery and increased risk of infants being small for gestational
age [45].

* Prenatal maternal relapse leads to increased dosage of medications prenatally.

* Some medications used to treat bipolar are associated with an increased rate
of fetal anomalies (see below for further details).

» Risks of neglect if the mother is severely depressed, manic, or hypomanic.
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» Risk of infanticide if the mother has psychotic symptoms as part of severe
depression or mania, although this is an extremely rare outcome and is far
rarer than completed suicide [46].

Management Options

The ‘General approach to management of women with mental health problems in
pregnancy’ above applies to women with bipolar disorder. Below are the additional
specific management considerations regarding management of bipolar disorder.

Prepregnancy
General

Discuss the risks of recurrence of the condition during and after pregnancy and
the risks and benefits of medications.

Pharmacological

If a woman is taking lamotrigine as a mood stabiliser, then her lamotrigine level
should be taken and recorded prepregnancy to provide a reference baseline level
for comparison during pregnancy.

Prenatal
General

An MDPP for the prenatal period, labour and delivery and postnatal period
should be developed and implemented for each woman.

Possible Legal Consideration in Extreme Cases

If a woman with bipolar disorder is either severely depressed or manic, with or
without psychotic symptoms, to the severity that she lacks capacity to make deci-
sions regarding her maternity care in labour and delivery, then as well as secking
expert opinion from the consultant perinatal psychiatrist the maternity service will
need to seek legal advice. If required, there will be a legal process available that will
ensure maternity care can proceed legally. In the UK this could involve going to the
Court of Protection regarding the delivery and all aspects of care around the delivery.

Pharmacological

Women should have a discussion regarding their medication in pregnancy and the
risk of relapse to reach an informed decision to either continue or stop maintenance
medication in pregnancy. Maintenance medication usually includes a psychotropic
medication with mood-stabilising properties, most commonly an antipsychotic
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[15,18]. The medication that is most effective for maintenance treatment is usually
continued unless there are specific reasons to stop that medication. Specifically, in
the context of bipolar disorder, valproate should not be used in pregnancy because of
the fetal risks. Furthermore, it is not a good mood stabiliser and there are better
therapeutic options [15,18].

A review of international evidence-based guidelines for the pharmacological
management of bipolar disorder in the perinatal period demonstrated moderate
levels of agreement regarding the teratogenic effects of lithium, sodium valpro-
ate and carbamazepine. The review commented there was less agreement
regarding the safety of lamotrigine, antipsychotics and antidepressants in preg-
nancy [47]. There is less evidence about the safety of antipsychotics than is
available for antidepressants.

Antipsychotics do not appear to be associated with significant risk to mater-
nal and infant outcomes once statistical techniques are used to try to reduce the
impact confounding factors such as smoking and obesity [7] apart from risper-
idone, where there may be a small increased risk of fetal malformations
following in-utero exposure [48,49]. However, evidence is limited and this
needs to be explained to the women [18]. A recent cohort study that followed
offspring of mothers who took antipsychotic medication in pregnancy up for 14
years has shown that prenatal exposure is not associated with an increased risk
of neurodevelopmental disorders except for aripiprazole [50].

First-generation antipsychotics (e.g. haloperidol, flupentixol, zuclopentixol,
fluphenazine, chlorpromazine) are less commonly used in non-pregnant
women, and therefore are less commonly used in pregnancy. They are not
known to be teratogenic [18], but can cause extrapyramidal side effects
(EPSEs) in the woman and EPSEs have been observed in the neonate.

Second-generation antipsychotics, including olanzapine and quetiapine, are
used as mood stabilisers. These are associated with an up to twofold increased
rate of gestational diabetes [ 18]. Olanzapine and quetiapine can cause metabolic
syndrome, which affects the way lipids and glucose are metabolised and is
associated with increased birthweight of the neonate [18].

Lithium can be used in pregnancy as a mood stabiliser, but is associated with
increased rates of fetal abnormalities with an absolute risk difference being 7 per
1,000 [51], particularly fetal cardiac malformations. There are differing clinical
opinions on the use of lithium in pregnancy. Prepregnancy lithium levels that are
therapeutic for the individual woman need to be known so that lithium levels can be
monitored regularly in pregnancy and lithium dose titrated appropriately. There are
differing protocols on the frequency of monitoring lithium levels in pregnancy; one
recommends every month in pregnancy until 36 weeks’ gestation and then every
week [12,52]. The dose should be adjusted to keep the levels within the therapeutic
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range. If lithium is stopped abruptly in pregnancy there is around a 50% risk of
recurrence of bipolar disorder in pregnancy, particularly if lithium has been taken
for less than 2 years [18].

Polish Psychiatric Association guidelines for pregnant women with bipolar
disorder advise to reduce the lithium carbonate dose to 500 mg/day but do not
comment on maintaining a therapeutic serum level [53]. In the UK, the lithium
dose is usually managed by maintaining a therapeutic serum level of between
0.7 and 1.0 mmol/l, so the dose would not automatically be reduced as this could
bring serum levels below the therapeutic level and trigger a relapse. Other than
this difference the Polish Psychiatric Association guidelines are similar to the
NICE guideline [15]. The period of maximum risk of lithium to the fetus is
weeks 2—6 after conception when women may not know they are pregnant [18].

In the past, sodium valproate and semi-sodium valproate have been used as
a mood stabiliser, but due to valproate being a major teratogen it should not be
used in women of childbearing potential [15]. Any woman who conceives on
valproate needs to agree an urgent plan to reduce and stop it and an alternative
mood stabiliser would need to be started.

Lamotrigine can be used as a mood stabiliser for bipolar disorder type 2, but
is not effective in preventing episodes of mania so should not be used in bipolar
disorder type 1. There is no increased risk of major congenital malformations in
women who take lamotrigine in pregnancy [45]. Lamotrigine levels can be
monitored in pregnancy if there is a prepregnant level for the individual woman
that is known because there are differences in pregnant women in their clear-
ance rate of lamotrigine.

Women with known bipolar disorder should not have an antidepressant
prescribed alone due to the risk of triggering a hypomanic or manic episode.
However, sometimes women with bipolar disorder type 2 have both a mood
stabiliser and an antidepressant for maintenance therapy.

A discussion should occur with the woman if she is taking psychotropic
medication in pregnancy, informing her of symptoms her newborn baby may
manifest which require urgent contact with the healthcare team.

Labour and Delivery
General

The MDPP should include a section covering labour and delivery.

Pharmacological

Antipsychotics should be continued through labour and delivery. However,
lithium is not continued through labour and delivery due to the pharmacodynamic
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changes at delivery. Specifically, lithium toxicity can occur at delivery, and it is
commonly stopped when labour starts and lithium levels checked 12 hours after
the woman'’s last dose [18]. However, there are differing opinions in this area.
Fluid balance needs to be monitored during labour and delivery. Lithium should
be stopped 12 hours before an elective caesarean section and lithium plasma
levels should be checked after the caesarean section [18].

Postnatal
General

The MDPP should cover the postnatal period. Vigilance should be maintained
because of the high risk of relapse postnatally for women with bipolar disorder,
particularly for the first 3 weeks and up to 12 weeks after the birth [15]. Clinicians
from the specialist perinatal mental health service should see the women regularly
for 12 weeks, with more frequent visits initially. If a woman relapses, that episode
needs to be managed appropriately. If the relapse is an episode of mania or mania
with psychotic symptoms or severe depression or severe depression with psych-
otic symptoms then usually admission to hospital is required, this should be to
a psychiatric mother and baby unit [15]. If the woman develops an episode that
includes psychotic symptoms it should be managed in the same way as for
postpartum psychosis except the medication will need to be continued for at
least 2 years after full recovery. However, if the relapse comprises a depressive
episode or a hypomanic episode, this may be managed in the community.

Pharmacological

Lithium can reduce the likelihood of postpartum psychosis. However, lithium
toxicity can occur in the neonate if the woman takes lithium in pregnancy [18].
Breastfeeding is not recommended by NICE CG192 [15] for women taking lithium.
However, two articles published in 2021 and 2022 looked at lithium levels in the
newborn in groups of either breastfeeding or combination feeding of breast and
formula resulted in the Drugs and Lactation Database (LactMed) [54] in
December 2022 stating that in a woman taking lithium it is not an absolute
contraindication to breastfeeding in healthy full-term infants. There is currently
some debate on whether a woman can breastfeed while taking lithium. If a woman
insists on breastfeeding while taking lithium, one option is for the infant to have
regular blood tests to check their lithium level.

Women can breastfeed while taking olanzapine and quetiapine as the RID is less
than 10% [18]. Risperidone has a moderate RID value and amisulpride has a high
RID value, so they should not be used in women who choose to breastfeed [18].
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Aripiprazole is a partial agonist for D, receptors, so may lower prolactin levels and
affect milk supply.

First-generation antipsychotics have low RID values so can be used in
breastfeeding [18]. Lamotrigine RID averages 30—35% [18], which is high, so
women should be advised not to breastfeed while taking lamotrigine.

If a woman with bipolar disorder has a depressive episode, then an anti-
depressant can be added to the mood stabiliser until she recovers. She can
breastfeed on most SSRIs and TCAs. Venlafaxine has RIDs reported between
4% and 15%, making the risks of breastfeeding unclear. The recommendation is
to look to use a medication that is known to have been effective for her in the
past where possible. A full assessment of the newborn is needed when a woman

has taken psychotropic medication in pregnancy.
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Postpartum Psychosis [53,54,55]

Postpartum psychosis usually occurs early in the postnatal period. It is
characterised by the rapid onset of psychotic symptoms that almost always
have affective (mood) symptoms associated. Initially the woman has
a fluctuating mental state that can change rapidly so at times she can
seem lucid, but at other times frightened and perplexed. This quickly
develops into florid psychotic symptoms usually followed by affective
symptoms, although at times the affective symptoms can develop at the
beginning of the episode.

Epidemiology
Postpartum psychosis

e Occurs in 1 in 500—1,000 maternities.

* Has a relapse risk after a subsequent delivery with a previous episode of
postpartum psychosis of 33% (22-42%) [11].

* Is at greater risk with a personal or family history of bipolar disorder.

 Is more common in first pregnancies and in women having their first baby
with a new partner.
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Symptoms

These are:

 Hallucinations

* Delusions

» Affective symptoms — either symptoms of mania or depression or mixed
affective symptoms

* Disturbed or bizarre behaviour

» Confusion

» Perplexity

 Fearfulness

Presentation

Most women report onset of symptoms within the first few days postpar-
tum and the majority have presented to health services within a month
postpartum. In practice, the maternity services are likely to be the services
that women or their partners first present to or contact reporting possible
psychotic symptoms. Women may present initially with being overtalkative
(or the overuse of digital messaging systems), overactive, not sleeping
when the infant sleeps, perplexed and having new, rapidly changing emo-
tions (‘labile affect’) that are not in keeping with the normal emotional
changes seen postpartum.

Maternal and Fetal Risks

These are:

* Maternal suicide

¢ Injury of mother due to disturbed behaviour

* Injury of infant due to disturbed behaviour

* Maternal self-neglect

* Risk to infant due to decrease in mother’s level of functioning
* Neglect of infant

* Relationship breakdown

Management Options

The ‘General approach to management of women with mental health problems
in pregnancy’ above applies to women with postpartum psychosis. Below are
the additional specific management considerations regarding management of
postpartum psychosis.
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Prepregnancy
Pharmacological

If a woman’s first episode of mental illness is postpartum psychosis, the
recommendation is to continue the treatment regimen of medication for at
least 12 months after remission of symptoms occurs. The duration of remis-
sion will determine the advice about medication in the current pregnancy. The
advice about specific medications is that recorded in the bipolar disorder
section above.

Prenatal

An MDPP should be developed and implemented for each woman covering the
prenatal period, labour and delivery and the postnatal period.

General

A woman who has had a previous episode of postpartum psychosis should be
referred to a specialist perinatal mental health service for active management of
her mental health in the perinatal period, including consideration of prophylactic
medication [57].

Labour and Delivery

General

In most cases of postpartum psychosis (92%), the woman is well from a mental
health perspective during labour and delivery. In the 8% of cases where
psychotic symptoms present before the onset of labour, the plan for delivery
should cover:

* The risk to mother and fetus due to the mother’s behaviour.

* The risk of challenging or non-cooperative behaviour during delivery due to
psychotic symptoms.

* Psychotropic medication that may be needed.

* The woman’s capacity to consent to both mental health and obstetric care,
noting that as symptoms fluctuate so can a woman’s mental capacity.

Pharmacological

If the symptoms first present a few days before delivery and treatment has been
commenced, the treatment is usually a combination of antipsychotics (e.g.
olanzapine or haloperidol) and benzodiazepines (e.g. lorazepam). These can
compromise the newborn. The main concern is respiratory depression necessi-
tating neonatal intensive care.
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Postnatal

General
Admission to Mental Health Mother and Baby Unit

The NICE guidelines categorise new onset of psychotic symptoms as an
emergency that requires an urgent mental health assessment within 4 hours
of referral to mental health services [15]. If the presentation is out of hours,
general mental health teams would usually conduct the assessment. The team
who assesses the woman should consider admitting the woman and her baby
together to a specialist psychiatric mother and baby unit as postpartum
psychosis is a serious and life-threatening condition with rapidly developing
and fluctuating symptoms. If the mother refuses admission, this may necessi-
tate the implementation of the relevant legislation for the country [58,59,60]
where the woman is being treated. In England and Wales, the appropriate
legislature is the Mental Health Act (1983), which requires one psychiatrist,
another doctor who either knows the patient or has training in assessment of
mental health disorders and an approved mental health practitioner to assess
the woman and decide if compulsory admission to hospital is required. Under
the Mental Health Act, the first compulsory admission to hospital is a section 2
and would last up to 28 days. If admission to a mother and baby unit is not
arranged, there needs to be clear documentation of the reasoning for that
decision. There should be an emergency referral to the specialist perinatal
mental health service at the start of the next working day so the woman can be
seen urgently by a senior perinatal mental health clinician, if she is not already
in a mother and baby unit.

A high level of supervision of the mother is needed. Ideally this should be
undertaken with the woman as an inpatient receiving continuous observation to
ensure she and her baby are in a safe environment. Clinicians should specifically
ask the mother whether her psychotic symptoms relate to the infant, as such
symptoms frequently involve hallucinations and delusions about her child.
These are associated with increased risk to the child. Once the woman begins
to recover, it is important to explain to her what has happened as gaps in
memory during episodes of postpartum psychosis are common. Once they
have recovered from postpartum psychosis women need to be made aware
that they have a 50% risk of relapse following each future childbirth.

The woman, her partner and family members need to be reassured in the
management that the short-term prognosis is very good, that women respond
rapidly to treatment, symptoms resolve quickly and women recover fully. The
partner and family members will need support to understand what has hap-
pened. This will probably be their first experience of seeing a psychotic person
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and they could be frightened. They should also be made aware of the risk of
recurrence after future childbirth.

Mental health, maternity and health visiting services will be required to
provide high levels of ongoing physical and psychological support. In future
it may become standard practice to perform autoantibody immune screening, as
some episodes of psychosis are due to autoantibodies (in non—pregnancy-
related first-onset psychosis about 10% are due to autoimmune causes), but
currently this is not standard practice.

Non-pharmacological

Electroconvulsive therapy is an effective treatment for postpartum psychosis
[33] that leads to rapid resolution of symptoms, but due to needing a general
anaesthetic for each treatment and the side effects of short-term memory loss
around the time of the treatments, it is reserved for the most severe cases where
the woman is at imminent risk of death. One example would be psychotic
depression with catatonic symptoms, where the woman has not been eating or
drinking for a few days.

Pharmacological

The baby should be monitored for respiratory compromise and poor neonatal
adaptation following delivery if the woman had psychotropic medications
prior to delivery. Treatment is with antipsychotics [15,18,55]. However, there
is limited information on which antipsychotic is better [55]. Whether the
woman is breastfeeding is an important additional factor in antipsychotic
choice.

For rapid tranquilisation benzodiazepines and antipsychotics are used. If
a woman was breastfeeding or had expressed her desire to breastfeed, then loraze-
pam is chosen as it has a short half-life so is less likely to impact on infant
respiration. The prescription of an antidepressant in addition to an antipsychotic
should be considered if the presentation has a psychotic depression as a component.

Lithium can be an effective treatment if the woman does not want to
breastfeed. The issue of a woman breastfeeding while taking lithium was
discussed above in the section on bipolar disorder. Lithium can reduce the
likelihood of postpartum psychosis so may be used as maintenance therapy if
women understand the risks to the next fetus and they do not want to breastfeed
[18]. In practice, if lithium is used to treat postpartum psychosis it would be
continued for up to 2 years. If the woman became pregnant, she would be
advised to continue or restart the treatment and to continue taking for 2 further
years to cover the next pregnancy and postpartum period.
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(Cont.)
- A high level of physical, medical and psychological care is required.
- Offer support to the wider family.
- Following resolution of symptoms, ensure the woman is aware of what

occurred and her risk of recurrence (~50%) following
future childbirth.

* Pharmacological

- Medication depends on the presentation: antipsychotics are usually
the first line of treatment; adding benzodiazepines provides rapid
tranquilisation if the woman has marked agitation.

- Choice of drug may be influenced by whether the woman is breast-
feeding and/or mood stabilisers.

* Non-pharmacological

- Electroconvulsive therapy should be considered for the most severe
cases where the woman is at imminent risk of death.

Schizophrenia

Schizophrenia is a severe and enduring mental health disorder that is characterised
by relapsing and remitting episodes of psychosis. Symptoms include so-called
‘positive symptoms’, which include hallucinations, delusions and thought dis-
order, as well as so-called ‘negative symptoms’, which include blunting of affect,
apathy, avolition and poor socialisation. Lack of insight is usually present during
a relapse, which impacts on willingness to seek and engage with treatment. For
some people insight does not return once psychotic symptoms have resolved,
which makes engagement with mental health services very difficult indeed.

Epidemiology

The median prevalence of schizophrenia is 4.6 per 1,000 with no gender
difference but a higher prevalence in immigrants [61]. There is limited infor-
mation on relapse rates of schizophrenia postpartum [62].

Risks [61]

Maternal risks are:

* Deterioration of the condition.

 Self-neglect.

* Suicide with an increased risk soon after resolution of a psychotic episode and
the return of insight.
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» Risk of harm to others when psychotic, although the risk of suicide is five
times higher than risks of homicide.

» Lack of engagement with maternity care.

» Lack of engagement with mental health services.

» Smoking, obesity, metabolic syndrome (a side effect of some antipsychotics),
diabetes, lack of exercise, substance misuse and alcohol use are all higher in
people with schizophrenia, which will impact on pregnancy outcomes.

 Later presentation for prenatal care.

* Delayed recognition of labour.

* Increased risk of gestational diabetes, gestational hypertension, pre-eclampsia,
domestic abuse and social adversity.

Risks for the fetus/infant are [63]:

* Any maternal risks that impact on the fetus (gestational diabetes, hyperten-
sive disease, maternal drug treatment).

* Fetal growth restriction (some of this risk is due to self-neglect leading to
poor diet and failure to seek appropriate medical care in pregnancy).

* Clozapine reduces fetal heart rate variability [18].

» The neonate may be sedated due to sedating antipsychotics, which can impact
on neonate feeding sufficiently leading to weight loss.

» The neonate can experience withdrawal symptoms from antipsychotics. The
exact symptoms will depend on the antipsychotic and the dose, they may be
like neonatal adaptation syndrome seen with some antidepressants.

» The neonate can experience extrapyramidal side effects at birth if they are a side
effect of the antipsychotic the mother is taking (commonly typical antipsychotics
and risperidone), but these are usually transient and resolve spontaneously.

* Neglect of the infant.

 If delusions involve the infant, then there is an increased risk of harm to
infant. Infanticide is very rare, and rates are hard to quantify [46].

* Negative symptoms impact on the mother—infant relationship and child
development.

+ Evidence of the long-term neurodevelopmental outcomes of infants exposed
to antipsychotics in utero is limited [18].

Management Options

The ‘General approach to management of women with mental health prob-
lems in pregnancy’ above applies to women with schizophrenia. Below are
the additional specific management considerations regarding management of
schizophrenia.
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Prenatal

An MDPP should be developed and implemented for each woman covering the
prenatal period, labour and delivery and the postnatal period.

General

If the woman is disengaging from either maternity and/or mental health services
a more proactive and assertive approach is required [ 15]. Referral to children’s
social services may be needed depending on social support and other relevant
factors.

Pharmacological

When the pregnancy is disclosed to the general mental health service, urgent
expert advice should be sought from a consultant perinatal psychiatrist. The
woman’s antipsychotic medication should be reviewed, ensuring she does not
rapidly stop that medication. The conversation will allow the woman to make an
informed decision about her medication based on the risks and benefits of that
medication in pregnancy. Most women will assume all medications need to be
stopped, but for a woman with schizophrenia stopping medication can trigger
arelapse and hospital admission. That discussion will be informed by the details
of the woman’s past psychiatric history [15].

The use of antipsychotics in pregnancy and lactation has been discussed in
the management of bipolar disorder above. Antipsychotic levels change during
pregnancy due to changes in pharmacokinetics which varies from one medica-
tion to another [64]. One article demonstrated quetiapine and aripiprazole levels
reduced during pregnancy whereas olanzapine levels were more stable [64].
This may mean doses of antipsychotics need increasing during pregnancy;
however, in clinical practice we do not usually measure serums levels of
antipsychotics and therefore there will not be a known therapeutic level for
the woman, so dose titration will usually be in response to symptoms. If the dose
of antipsychotic is increased in pregnancy, it usually needs decreasing postpar-
tum with a return to the effective prepregnancy dose because antipsychotics are
commonly sedating and sedation can impact on the woman’s ability to care for
her infant, particularly for clozapine, olanzapine and quetiapine.

Clozapine is used for treatment-resistant schizophrenia (defined as when
a patient’s schizophrenia does not respond to two antipsychotic medications at
maximum dose) and is usually started as an inpatient. It has the risk of serious side
effects including agranulocytosis necessitating ongoing monitoring of white cell
counts. The evidence for the safety of clozapine in pregnancy is limited [ 18]. There is
an increased rate of gestational diabetes in pregnant women on clozapine. Thus, it is
reasonable to undertake a 75-g oral glucose tolerance test every 2—-3 months through
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the pregnancy. Women taking clozapine in pregnancy must see a consultant perinatal
psychiatrist in pregnancy to discuss their mental health care and these risks.

Antipsychotics can be given as depot injections between weekly and monthly,
usually where a patient is non-compliant with respect to oral medication which
has led to a relapse. However, the longer half-life of the depot preparations can
adversely affect the neonate. This ‘conflict’ between avoiding a relapse in the
woman who is non-concordant with oral medications versus the potential neo-
natal risks with depot injections requires careful consideration. Unfortunately,
there is limited evidence on the use of depot antipsychotics in pregnancy to guide
management [65] and therefore the recommendation is to extrapolate based on
the findings from studies on oral antipsychotics in pregnancy [65].

Labour and Delivery
General

The management in labour and delivery will depend on the mental state of the
woman at that time and the associated risks. Higher levels of supervision may be
required following delivery depending on the woman’s mental state.

Pharmacological

Clozapine has the potential to reduce fetal heart rate variability [18].

Postnatal
General

Sedation is a common effect of antipsychotics so the woman may need her birth
partner to stay with her overnight on the maternity ward to check she is waking
to attend to the baby.

If a woman with schizophrenia has a relapse, postpartum consideration should be
given to an admission with her baby to a mother and baby unit, if there is sufficient
time for her to recover and be discharged and assuming there are no safeguarding
concerns regarding the mother’s ongoing ability to provide for the child’s needs.

Pharmacological

First-generation antipsychotics plus olanzapine and quetiapine are in low
levels in the breast milk so women can breastfeed while taking them [18].
Risperidone is in moderate levels in breast milk, so caution is needed in
breastfeeding [18]. Amisulpride has a high RID so should not be used in
breast feeding [18]. Aripiprazole can reduce prolactin levels, which can
impact on infant feeding.
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Clozapine has the potential to cause risks to the infant including floppy infant
syndrome, infant seizures and agranulocytosis [18]. Women taking clozapine
should not breastfeed due to risks of seizures and agranulocytosis [18].

Extrapyramidal withdrawal symptoms have been described in neonates
of mothers who took antipsychotics in late pregnancy. However, studies
that controlled for confounding factors did not confirm a specific associ-
ation between antipsychotic exposure and poor neonatal adaptation [18].

Women should be advised not to co-sleep with the infants due to the side

effect of sedation if they are taking antipsychotics.
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Anxiety Disorders

Anxiety is a normal experience that everyone has at different times in their life.
Pregnancy and delivery are associated with normal levels of anxiety at some
points for most women. Anxiety disorders occur in 10—-15% of pregnant women
and are diagnosed when their anxiety reaches such a level it impacts on daily
functioning, and they meet the diagnostic criteria for an anxiety disorder as
defined by ICD-11 [25]. Anxiety disorders include the following:

* Generalised anxiety disorder (GAD) — persistent, free-floating anxiety (anx-
iety not fixed or focused on one topic) with autonomic symptoms of anxiety.

* Obsessive compulsive disorder (OCD) — a fear that a particular negative event
may happen to the person or their loved one (e.g. death or contamination by
infection) leading to a particular behaviour that is intended to protect against
the underlying fear and relieves the feeling of anxiety.
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 Panic disorder — panic attacks that occur repeatedly for at least a month and
there is no objective danger triggering the attacks.

* Specific phobias — a fear of a specific object that usually leads to avoidance of
that object (e.g. a needle phobia).

» Social anxiety — a fear of scrutiny by other people in social situations that
leads to women avoiding social situations.

» Agoraphobia — a fear of crowded places leading to avoiding those places.

* Post-traumatic stress disorder (PTSD) — following a traumatic event, the victim
experiences nightmares and flashbacks (in which she sees herself in the event
when awake) of the event leading to avoidance of places, people or situations that
are connected to the traumatic event with autonomic arousal and hypervigilance.

» Adjustment disorders — adjustment to a significant change in the person’s life
with associated symptoms of anxiety or low mood. Common after childbirth
and resolves spontaneously.

Risks for the Woman

Risks depend on the specific anxiety disorder and what the woman avoids due to
her anxiety disorder. For example, if she has a needle phobia, she might decline
all blood tests during pregnancy with the associated risks. If she has agorapho-
bia, she might not leave the house and so might not engage in antenatal care. If
she has had a previous traumatic delivery leading to PTSD, she might avoid
hospitals, which will impact on maternity care.

Risks for the Fetus/Infant

* Prenatal maternal anxiety and stress is associated with increased risk of the
offspring having anxiety disorders, depression, ADHD and conduct dis-
orders. One hypothesis is that the hypothalamic pituitary adrenal axis may,
in some way, play a role in how maternal stress impacts on fetal brain
development [66]. However, research into this is limited.

* Women with OCD can have obsessional thoughts that they might sexually
abuse their own baby, which would be an egodystonic thought that can lead to
a woman not cleaning the infant’s genital area properly. It can also lead to an
unhelpful and unnecessary referral to children’s services.

+ Ifawoman with agoraphobia avoids going out, that could impact on her ensuring
her infant gets medical care and could impact on the socialisation of the child.

» Comorbidity of anxiety disorders and depression is common so risk factors
can be like those of depression.

* Poor neonatal adaptation syndrome can occur in women who are taking
SSRIs at delivery, but this is usually self-limiting (see above).
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Management Options [67,68]

The ‘General approach to management of women with mental health problems
in pregnancy’ (above) applies to women with anxiety disorders. Below are the
additional specific management considerations regarding management of anx-
iety disorders.

Prenatal
General

An MDPP should be developed and implemented for each woman covering the
prenatal period, labour and delivery and the postnatal period.

Non-pharmacological

For mild to moderate anxiety disorders, the NICE guideline CG192 [15]
recommends psychosocial and psychological approaches, such as CBT, in
managing anxiety disorders. A systematic review and meta-analysis showed
CBT and MBI both reduced anxiety symptoms in the perinatal period [69].

Pharmacological

For severe anxiety disorders a combination of antidepressants (e.g. SSRIs) and
psychosocial intervention is recommended [15]. Evidence on the use of anti-
depressants in pregnancy for anxiety disorders has been discussed above in
‘Perinatal Depression’.

Sometimes propranolol is prescribed to prevent tachycardia due to an anxiety
disorder. However, it is not a treatment for an anxiety disorder and is not
consistent with NICE guidelines for treating anxiety. In pregnancy, propranolol
in the third trimester is associated with a risk of fetal growth restriction and it is
advisable to stop its use before then. The 2022 MBRRACE [1] report also
recommended stopping propranolol due to risks from an overdose.

Benzodiazepines should only be used short term, for example for up to two
weeks, as they cause dependency. However, there may be some women who
conceive on regular benzodiazepines. These women will need to slowly reduce
and stop their benzodiazepine use in pregnancy and certainly before getting
close to being full term to prevent respiratory depression in the infant.

Some women are prescribed pregabalin for anxiety; however, data suggest
a small increased risk of major congenital malformations (RR = 1.8, 1.26-2.58)
[70]. There are varying opinions on the quality of these data and the conclusions
drawn from them. This information needs sharing with women prescribed
pregabalin preconceptually and discussed if they become pregnant on pregabalin.
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Labour and Delivery
General

Consideration needs to be given to minimise potential triggers in labour and delivery
for women with PTSD. Ironically, labour sometimes appears to function as a useful
distraction for women with anxiety disorders in that they are less anxious.

Postnatal
General

New onset of anxiety symptoms in the early postpartum should be investigated
for potential organic causes. The MBRRACE [16] reports have demonstrated
cases where women died due to physical causes of symptoms being assumed to
be anxiety symptoms. Sepsis can initially present with an impending sense of
doom but, in such cases, there should be additional physical signs.

It is important to remember new onset of anxiety symptoms early postpartum
can be an indication of a physical health condition. About 15% [10] of women
postnatally experience an adjustment reaction to becoming a mother. In the UK
this can be monitored by community midwives until 28 days postpartum and the
health visitor when they visit to ensure it resolves spontaneously. In other
healthcare settings other professionals have this responsibility.

Non-pharmacological

It is important for healthcare staff to be vigilant about whether the anxiety
disorder is impacting on the mother—infant relationship and on baby care.
Obsessive compulsive disorder is typically exacerbated postnatally due to
the responsibility of caring for the newborn baby with, for example,
excessive hand washing. Thus, women who are normally able to manage
their OCD in primary care but find it difficult with the additional respon-
sibility may need referring to specialist perinatal mental health services for
management.

As stated above in the prenatal section of anxiety disorders, CBT and MBI
can reduce anxiety symptoms in cases of perinatal anxiety disorders.

Pharmacological

Pharmacological interventions are commonly combined with psychological
interventions for the treatment of anxiety disorders. Anxiety disorders are
treated with SSRIs. Information regarding these medications is discussed in
the ‘Perinatal Depression’ section above. If the symptoms are very severe, the
woman may require low-dose antipsychotic as augmentation [15].
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