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psychotic symptoms, affects 1 in 1,000
women and can develop very quickly in
the first two weeks postpartum, often
requiring urgent admission to a
specialised mother and baby unit. 

Prompt detection of perinatal mental
health disorders can expedite treatment
and reduce the impact on the woman,
her baby and her family. Left untreated
perinatal mental illness can impact on
mother-infant bonding, the mother’s
long-term mental health and have a
range of negative child outcomes which
can persist into adulthood. 6 Suicide
remains a leading cause of maternal
mortality in the postpartum period in
the UK.7 The NHS Long Term Plan has
pledged to improve access to specialist
perinatal mental health services and its
availability from preconception to 

Which women
should 
be referred?

How should 
women 
be assessed?

What are the
treatment 
options?

COMMON MENTAL HEALTH
DISORDERS AFFECT ONE
IN FIVE WOMEN DURING
PREGNANCY AND THE  

12-month period following childbirth.1
However, they are often unrecognised
and undertreated in general practice.2
Depression and anxiety disorders are
the most prevalent mental health
disorders during this period as they are
at other times of life.

Epidemiological studies suggest that
there is an increase in the incidence of
depression in the postpartum period
compared with rates before pregnancy,
during pregnancy or after the 12 months
following childbirth.3 However, a
significant proportion of postnatal
depression and anxiety may begin in the
antenatal period.4

The most common anxiety disorder
postpartum is generalised anxiety
disorder but women may also be
affected by obsessive compulsive
disorder (OCD), panic disorder or post
traumatic stress disorder (PTSD), which
can be triggered as a result of a
traumatic pregnancy or childbirth.

The postpartum period is also
associated with an increased risk of
psychosis.5 Postpartum psychosis, 
a severe mood disturbance with

» 24 months after birth and also offer help
to partners.8

PRESENTATION
Mood disorders often go undetected
after childbirth as they can be confused
with normal postpartum psychological
and physiological changes. 

It is important to distinguish postnatal
depression from a minor mood
disturbance (baby blues), the latter is
fairly common and requires no
treatment but is a potential risk factor
for postnatal depression.9 

During baby blues, the mother
typically presents with mood swings
ranging from elation to sadness,
insomnia, tearfulness, crying spells,
irritability, anxiety, and a diminished
ability to concentrate. Symptoms
develop within 2 to 3 days postpartum,
peak on the fifth day, and resolve within
10-14 days.10 Distinguishing between
baby blues and other postpartum
mental disorders can be difficult and it is
advisable to offer follow-up contacts to
monitor the severity of symptoms.11

It is also important to recognise that
women who may be experiencing poor
mental health during this period may
have difficulty in discussing their
problem for fear of stigma, negative
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• 1 in 5 women develop mental health problems during pregnancy and the postpartum period

•Depression and anxiety are the most common mental health disorders in the postpartum period

•Suicide remains a leading cause of maternal mortality in the first year following childbirth

‘A significant
proportion of
postnatal depression
and anxiety may
begin in the
antenatal period’



thepractitioner.co.uk

SPECIAL REPORT
POSTPARTUM MOOD DISORDERS

22

feelings of worthlessness and
hopelessness about the future, and
about biological symptoms such as
severe insomnia, i.e. even when the baby
is asleep the woman cannot sleep, and
poor appetite, although this may be
masked if the woman is breastfeeding.
Women’s worries or preoccupations
should be explored as well as their
relationship with, and feelings towards,
the baby. Impaired bonding with the
baby, a lack of feeling of attachment

Box 1

The Whooley questions

•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?

Box 2

Assessment of suspected mental health disorders during the postpartum period13

•A history of any mental health problems during pregnancy, the postnatal
period and/or at other times
•Physical wellbeing (including weight, smoking, nutrition and activity level) and
history of any physical health problem 
•Alcohol and drug misuse
•The woman's experience of pregnancy and any problems experienced by her
or the baby
•The mother-baby relationship
•Any past or present treatment for a mental health problem, and response to
any treatment
•Social networks and quality of interpersonal relationships
•Living conditions and social isolation
•Family history (in a first-degree relative) of mental health problems
•Domestic violence and abuse, sexual abuse, trauma or childhood maltreatment
•Housing, employment, economic and immigration status
•Responsibilities as a carer for other children and young people or other adults 

Box 3

Risk factors for postpartum mood disorders. Adapted from SIGN127 9

Risk factors for postpartum depression
•Past history of depression or anxiety during pregnancy and/or at other times
•Baby blues 
•Family history of depression
•Lack of social support
•Poor relationship with partner
•Preterm birth, infant health problems, need for neonatal intensive care
•Parents’ perceptions of their own upbringing
•Unplanned pregnancy
•Unemployment
•Not breastfeeding
•Antenatal parental stress
•Antenatal thyroid dysfunction
•Longer time to conception
•Depression in the father
•Having two or more children
•Current, or history of, substance misuse

Risk factors for postpartum psychosis
•Preexisting psychotic illness (especially bipolar disorder)
•Personal history of postpartum psychosis
•Antenatal admission for psychosis or bipolar disorder
•Family history of affective psychosis
•Discontinuation of mood stabiliser prophylaxis
•Primiparity
•Delivery complications
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between the woman and services on
how to monitor and treat the condition
during the whole perinatal period.13 

This plan should be shared with all the
relevant healthcare professionals
including the GP. This is of vital
importance as discontinuation of
medication without consultation with
healthcare professionals may trigger 
a relapse during this period.18

Ask sensitively about current
symptoms of low mood, anxiety,

perceptions of them as mothers or fear
of social services becoming involved.12
Therefore, current NICE guidance states
that all women should be asked about
their mental wellbeing on routine
postnatal contacts.13 NICE guidelines
recommend the use of the Whooley
case finding questions for screening for
depression. These two questions, see
box 1, above, address symptoms of
depression that are necessary but not
sufficient to make a diagnosis of
depression and have been found to be
highly sensitive at detecting perinatal
mood disorders in primary care.14

ASSESSMENT
If a woman gives a positive response to
either of the Whooley questions, which
suggests that she may have a mental
health problem or there is clinical
concern, a full assessment should be
performed. Consider using other self-
report validated questionnaires such as
the Edinburgh Postnatal Depression
Scale (EPDS) or the Patient Health
Questionnaire (PHQ-9) as an aid in the
assessment. A score of > 12 on the EPDS
indicates probable depression. However,
a positive score does not equate to
diagnosis and should always prompt
further assessment,14 see box 2, above. 

Ask about a history of mental health
problems, including previous
pregnancies and postpartum, as well as
any family history of mental health
problems in a first-degree relative,
particularly of affective psychosis. 
A past or present history of severe
mental illness or a family history of
severe perinatal illness in a first-degree
relative places women at higher risk of a
mental health disorder in the
postpartum period, see box 3, right.15,16

It is estimated that more than a third of
those with bipolar disorder (37%) will
have a postpartum relapse, and one in
six (17%) will have a psychotic relapse i.e.
postpartum psychosis.17 

This information should ideally be
gathered antenatally at booking and a
referral facilitated to local perinatal
mental health services where a
collaborative plan can be agreed



23

Box 4

DSM-5 criteria for depression

At least 5 symptoms present for at least 2 weeks, for most of nearly every day:

One symptom must include:
•Depressed mood
•Markedly diminished interest or pleasure in all or most activities

Other symptoms:
•Clinically significant weight loss, or increase or decrease in appetite
• Insomnia or hypersomnia
•Psychomotor agitation or retardation
•Fatigue or loss of energy
•Feelings of worthlessness or excessive or inappropriate guilt
•Diminished ability to think or concentrate, or indecisiveness
•Recurrent thoughts of death or suicidal ideation (with or without a specific plan)

Symptoms cause clinically significant distress or impairment in social,
occupational, or other important areas of function

Symptoms are not due to direct physiological effects of a substance or another
medical condition, not better explained by schizoaffective disorder or other
psychotic disorders, and there has never been a manic or hypomanic episode

situation. It is vital to exclude the
presence of psychotic symptoms such
as confusion, delusions or hallucinations.
Postpartum psychosis often presents as
a mixed-affective, schizoaffective or
manic state, with prominent confusion
and fluctuating symptoms, but
depressive and schizophrenia-like
presentations may also occur.20

CONFIRMING DIAGNOSIS  
A diagnosis of depression or an anxiety
disorder in the postpartum period is
always a clinical diagnosis that should
follow the usual diagnostic criteria as set
out in ICD-10 or DSM-5, see box 4, below
left. There are no criteria for these
disorders that are specific to the
postpartum period. There is some
evidence that in postpartum depression
sad mood is less prominent whereas
psychomotor agitation/restlessness and
impaired concentration are more
prominent when compared with
depression at other times.21 It can also be
difficult to decide whether somatic
symptoms such as sleep disturbance are
due to pregnancy and motherhood or
depression. It has been suggested that
sleep deprivation is an important
contributing factor for postpartum
depression.21 Interestingly, sleep loss can
also trigger episodes of elevated mood
in patients with bipolar affective
disorder.22 There are no consensual
diagnostic criteria for postpartum
psychosis as presentation can be highly
variable but important clinical features
are described in box 5, below left.20

REFERRAL
Refer women suspected to be suffering
from postpartum psychosis urgently to
secondary mental health services,
preferably the local perinatal mental
health service, for immediate
assessment, ideally within four hours of
referral.13 There are significant risks
associated with the disorder and women
often require inpatient treatment in 
a specialised mother and baby unit.23 

Because of the high risk of significant
recurrence in the perinatal period,
women with a history of severe mental
illness should be under the care of
mental health services, ideally a
specialist perinatal mental health team
wherever possible.

NICE guidelines recommend that
women with a known or suspected
mental health problem in the postnatal
period should be assessed for treatment
within two weeks of being referred to a
specialist team and psychological
interventions should be provided within
one month of initial assessment.13

about their mental health and to identify
red flags. The RCGP Perinatal Mental
Health Toolkit can be accessed online
(www.rcgp.org.uk/clinical-and-
research/resources/toolkits/perinatal-
mental-health-toolkit.aspx). 

Women should be screened for
symptoms of mania or hypomania by
asking about periods of abnormally
high or irritable mood and increased
activity, or a change in their usual energy
level that was noticed by others as
abnormal, or got them into a difficult

with the infant, and a sense of
numbness are important features to
note.

Assess the physical wellbeing of the
mother and the baby as well as the
mother’s level of social support. It is also
important to enquire sensitively about
domestic violence and abuse as well as
comorbid substance misuse13 and to be
aware of the wider socioeconomic and
psychosocial factors that may make the
woman more vulnerable to the
development of postpartum mental
health disorders, see box 2, opposite. 

It is important to explore the risk of
harm to self and to the baby by directly
asking about suicidal thoughts and self-
harm as well as thoughts of harming the
baby.  There is no evidence that raising
these issues with women increases the
risk of self-harm or suicide.19

The Royal College of General
Practitioners (RCGP) has produced a
toolkit to help GPs to open a discussion
with women in the perinatal period

»

Box 5

Clinical features of postpartum psychosis

•Onset usually early in the postpartum period, within the first two weeks
•The clinical picture often changes rapidly, with wide fluctuations in the
intensity of symptoms and severe swings of mood, between elation and
depression
•A wide variety of psychotic phenomena such as delusions and hallucinations,
the content of which is often related to the new child
•Disturbance of consciousness marked by confusion, bewilderment or perplexity

‘It is vital to exclude
the presence of
psychotic symptoms
such as confusion,
delusions or
hallucinations’
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MANAGEMENT
For women who have a known
diagnosis of past or present mental
health problems, it is preferable to
discuss management of their mental
health when they are planning a
pregnancy. A pre-emptive discussion
about the risks and benefits of different
psychological and pharmacological
treatment in the perinatal period can
help minimise the risk of relapse for the
mother and the impact of the illness 
or medication on a developing fetus or
infant.5

Psychological therapies are
recommended in the treatment of
postpartum mood disorders but access
is variable. The UK government has
committed to improving access to
evidence-based psychological therapies
such as parent-infant, couple,
coparenting and family interventions
within perinatal mental health services
and expanding access to IAPT services
in the coming years.8

There is limited evidence regarding
the risks and benefits of psychotropic
medication, including antidepressants
and antipsychotics, in the perinatal
period.24 Most studies exclude pregnant
and breastfeeding women and
guidelines in this field often make
recommendations by generalising
evidence from studies in non perinatal
populations. One exception is sodium
valproate, for which a recent MHRA
warning was issued against prescribing
in women of childbearing potential
unless certain strict conditions are met,
because of the risk of malformations
and developmental problems in children
if exposed in utero.25

Decisions regarding management
should be made together with the
woman and her partner. It is important
to ensure that they are well informed
about the diagnosis and the effect it
could have on their quality of life, the
baby’s development and family
relationships. If the woman wants to
breastfeed, consider the attitudes of the
woman and her partner to the balance
of risk of recurrence or worsening of
illness versus the safety of medication in
breastfeeding.

DEPRESSION
Interventions should be tailored to the
patient according to the severity of
symptoms and past history.13 Offer
women with persistent subthreshold
depressive symptoms or mild to
moderate depression in the postnatal
period facilitated self-help. However, if a
woman has a prior history of severe
depression, antidepressants should be

considered, even if she is presenting
with mild symptoms, because of the
high risk of perinatal relapse.

For women presenting with
moderate or severe depression in
pregnancy or postnatally, the NICE
guidelines recommend either a high-
intensity psychological intervention,
such as CBT; an antidepressant or – if
there is little or no response to CBT or
antidepressants alone – a combination
of both medication and psychological
intervention. Similarly, SIGN recommends
CBT for mild-moderate depression and
antidepressants for moderate-severe
depression.9

ANXIETY
If a woman has persistent subthreshold
symptoms of anxiety in the perinatal
period, consider facilitated self-help,
such as CBT-based self-help delivered
face to face or over the phone. If the
criteria for an anxiety disorder are met,
offer low-intensity or high-intensity
psychological intervention as first-line
treatment (do not offer low-intensity for
PTSD or social anxiety disorder and
progress to high-intensity if there is no
improvement in other anxiety disorders
in two weeks). 

Generally, medication is only started
for anxiety disorders in the perinatal
period if psychological therapy has been
unsuccessful and it is the woman’s
preference following an informed
discussion. Women with severe anxiety
disorders impacting on function or care
of the baby should be referred to
specialist perinatal services.

PSYCHOSIS
Women with postpartum psychosis
should be managed in secondary care
mental health services. Some
antipsychotics can be prescribed in
pregnancy and when the woman is
breastfeeding. Psychological
interventions can be offered to try to
reduce the risk of relapse arising from
stress or potential switches or cessation
of medication during the perinatal
period.

STARTING ANTIDEPRESSANTS
None of the currently available
antidepressants are absolutely
contraindicated in pregnancy or
breastfeeding. Most guidelines
recommend SSRIs as first-line treatment
for depression in general as well as for
antidepressant-naïve women in the
perinatal period. Decisions about
prescribing antidepressants need to be
individualised. 

Previous treatment response should

key points
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Dr Phillip Bland
Former GP with an interest in mental health, Dalton-in-Furness, UK

Common mental health disorders affect around one in 
five women during pregnancy and the first year following
childbirth. Depression and anxiety disorders are the most
prevalent mental health disorders during this period as
they are at other times of life. Epidemiological studies
suggest that that there is an increase in the incidence of
depression in the postpartum period. However, a
significant proportion of postnatal depression or anxiety
may begin in the antenatal period. The most common
postpartum anxiety disorder is generalised anxiety
disorder but women may also be affected by obsessive
compulsive disorder, panic disorder or post-traumatic
stress disorder (PTSD). PTSD can be triggered by a
traumatic pregnancy or childbirth.

Postpartum psychosis, a severe mood disturbance with
psychotic symptoms, affects 1 in 1,000 women and can
develop very quickly in the first two weeks postpartum,
often requiring urgent admission to a specialised mother
and baby unit. It is estimated that more than a third of
women with bipolar disorder will have a postpartum
relapse and one in six will develop postpartum psychosis.
Other risk factors include previous postpartum psychosis
and a family history of affective psychosis.

It is important to distinguish postnatal depression from
baby blues, which is common and requires no treatment,
although it is a potential risk factor for postnatal
depression. During baby blues the mother typically
presents with mood swings ranging from elation to
sadness, insomnia, tearfulness, crying spells, irritability,
anxiety, and poor concentration. Symptoms develop
within 2 to 3 days of delivery, peak on the fifth day, and
resolve within 10-14 days.

The Whooley depression identification questions may 
be used to facilitate discussion of emotional problems. 
If a woman responds positively to either question or there
is clinical concern a full assessment should be performed.
Use of the Edinburgh Postnatal Depression Scale (EPDS) or
the Patient Health Questionnaire (PHQ-9) is recommended.
However, a positive score does not equate to a diagnosis
of depression and should always prompt further
assessment. A sensitive enquiry should be made about
domestic violence and abuse, alcohol and drug misuse,
and social and interpersonal factors which may make the
mother more vulnerable to mental illness. It is essential to
ask about thoughts of suicide and self-harm as well as
thoughts of harming the baby.

Postpartum psychosis most often presents as a mixed-
affective, schizoaffective or manic state, with prominent
confusion and fluctuating symptoms, although depressive
and schizophrenia-like presentations may also occur. 
If the diagnosis is suspected an urgent referral should be
made to secondary care mental health services,
preferably the local perinatal mental health service, 
for immediate assessment, ideally within four hours 
of referral.
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be followed. A recent UK cohort study
found that the offspring of women with
severe persistent postnatal depression
were at substantially increased risk of
preschool behavioural problems, poor
academic attainment and adolescent
depression.29 Therefore early
identification and prompt treatment of
postpartum mental health disorders in
primary care can have beneficial effects
not only for the health of the mother but
also for the long-term development and
wellbeing of the child.

Competing interests: None
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STOPPING ANTIDEPRESSANTS
In general, patients should be advised
not to discontinue antidepressants
suddenly during the perinatal period,
including postnatally, because of the risk
of discontinuation syndrome and
relapse. For moderate depression,
consider switching to a high-intensity
psychological intervention or an
alternative medication with a lower risk
of adverse effects. For severe
depression, only advise a woman to stop
after exploring the options of continuing
the medication, changing to an alternative
or combining with a psychological
intervention.

There is little evidence to suggest that
infants are at risk of withdrawal if
mothers are breastfeeding when
stopping an antidepressant, however, it
would be advisable for women to follow
down-titration guidelines and monitor
for any signs of withdrawal in their baby.

BREASTFEEDING
Offer support to women to choose the
feeding method that best suits them.
Women with a mental health problem
can be encouraged to breastfeed, unless
they are taking carbamazepine,
clozapine or lithium.  

Advise women who are breastfeeding
and also taking psychotropic
medication to be alert to any adverse
effects on their baby, such as sedation or
poor feeding. Be much more cautious
when prescribing psychotropic
medication to women who are
breastfeeding premature or sick infants.
There is little evidence to support
discarding breast milk or timing
breastfeeding according to time of
medication administration and it is not
recommended by the BAP guidelines.

MOTHER-BABY RELATIONSHIP 
Some women with a mental health
disorder may experience difficulties with
the mother-baby relationship and
bonding with their child. It is important
to be alert to the nature of this
relationship at each postnatal contact
and assess verbal interactions,
emotional sensitivity and physical care.13
Discuss any concerns and consider
referral to perinatal mental health teams
who may have access to parent-infant
psychotherapists. If there are any
concerns regarding risk to the baby the
local safeguarding procedures should

guide future treatment choices. Women
who are depressed in pregnancy are at
an increased risk of postnatal
depression so if an antidepressant has
been commenced during pregnancy, 
it is usually recommended that this is
continued in the postpartum period. 
If a woman has previously been treated
successfully with an antidepressant, 
it may be preferable to prescribe this
again rather than starting a medication
of unknown efficacy even if it possibly
has a lower risk in breastfeeding. If a
decision is made to start medication, do
not use subtherapeutic doses.24

However, wherever possible, use the
lowest effective dose and avoid
polypharmacy.26

Remind the woman that some
antidepressants can cause drowsiness
particularly on initiation and that
sedation can hinder baby care and
breastfeeding. For these reasons,
women on antidepressants should be
advised not to sleep with their baby.

There is limited data about the safety
of antidepressants in breastfeeding,26

therefore choose medication with the
lowest known risk and advise women
that there is very limited knowledge
about long-term neurodevelopmental
outcomes for the baby. 

A useful guide to the possible risk of
breastfeeding while taking a medication
is the relative infant dose (RID), 
which represents the daily amount 
of drug ingested by an infant 
during exclusive breastfeeding (infant
dose per kg/maternal dose per kg).27

Drugs with an RID below 10% are usually
regarded as safe in breastfeeding.

Recent guidelines from the British
Association of Psychopharmacology
(BAP) state that the SSRIs with the
lowest reported levels of exposure or
adverse physical effects include
sertraline and paroxetine.24 However,
sertraline is the preferred first-line
treatment when breastfeeding because
of its relatively lower risks of side effects
and withdrawal symptoms.28 The
Maudsley guidelines also recommend
mirtazapine as a first-line option.26

For women with treatment-resistant »

 
  

‘A useful guide to
the possible risk 
of breastfeeding 
while taking a
medication is the
relative infant dose’
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Useful information 

For healthcare professionals 
RCGP Perinatal Mental Health Toolkit
A toolkit to help GPs to open a
discussion with women in the perinatal
period about their mental health and 
to identify red flags
www.rcgp.org.uk/clinical-and-
research/resources/toolkits/perinatal-
mental-health-toolkit.aspx

For patients
Tommy’s Pregnancy and Post-birth
Wellbeing Plan
A 2-page plan, endorsed by NICE and
the RCGP, to help women cope with
emotional and mental health problems
during and after pregnancy
www.tommys.org/pregnancy-
information/health-professionals/free-
pregnancy-resources/pregnancy-and-
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