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period: the first, because of its high
prevalence, 13% in the first few months
following birth,8 the second because of
its potentially disastrous consequences,
including suicide, neglect of the baby
and infanticide.

IDENTIFYING PATIENTS 
The most efficient strategy to identify
patients at risk relies on focussing on
clinically vulnerable subgroups: enquiries
about depressive symptoms should be
made at the usual screening visits.1, 7, 9, 10

In particular, a personal and family history
of postpartum psychosis (especially
bipolar affective disorder and
schizophrenia) and severe depression

What are the
management
options?

When should
patients 
be referred?
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Which patients
are at 
increased risk?

IN PERINATAL MENTAL
ILLNESS NOT ONLY DOES
THE PATIENT SUFFER,1 BUT
OBSTETRIC OUTCOMES, 

mother-baby interactions2 and hence
longer term emotional and cognitive
development of the child are also
affected.3-6 Perinatal mental illness also
has an impact on other family members.

The UK Confidential Enquiry into
Maternal and Child Health has
consistently found psychiatric disorders
to be one of the leading causes of
maternal death, often through suicide.7

Postnatal depression and puerperal
psychosis are two disorders most
commonly associated with the perinatal

»

»

should be checked for, as well as previous
psychiatric contact.1, 9

Although antenatal psychosocial
assessment tools, such as the Whooley
Questions, Edinburgh Postnatal Depression
Scale or the Antenatal Psychosocial
Health Assessment may increase
awareness of psychosocial risk,11, 12 there is
no good evidence that routine screening
may lead to improved perinatal mental
health.13-18 Thus the extended Whooley
questions, recommended by NICE,11

(see box 1, p16) do not have sufficient
sensitivity or positive predictive value to
justify their routine use in the antenatal
period.18 Other screening instruments, such
as the Patient Health Questionnaire 
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and the Hospital Anxiety and Depression
Scale have not been validated in
postnatal populations.19

Symptoms of perinatal depression are
no different from symptoms of
depression at other times of life:
depressed mood; anhedonia; change of
appetite or sleep patterns; fatigue;
decreased libido; feelings of guilt and
hopelessness. Attention should be paid
to any signs of poor self-care, avoidance
of eye contact, overactivity or underactivity
orabnormalities in the rate of speech. 

Particular care should be taken to ask
about suicidal ideation and thoughts of
harming others, including the baby.
Patients with severe depression with
psychotic features, or with puerperal
psychosis, may hold delusional beliefs
and be hallucinating. They may or may
not have insight into their illness. As in
postnatal depression, there are no
validated screening tools for use in
puerperal psychosis.1

RISK FACTORS
Antenatal depression
Awareness is increasing that pregnancy
is not protective against depression as
previously thought.20 There are data
from meta-analyses to support several
risk factors for antenatal depression,21 see
table 1, above.

Postnatal depression
Several systematic reviews8, 22-24 have
identified a number of robust risk factors.
One of the most important is a previous

history of depression, see table 2, left. The
degree of risk is directly correlated with
severity of past episodes. Prior contact
with specialist psychiatric services or
psychiatric hospital admission may be
useful information to elicit. 

Several other associations have been
reported, but not corroborated,25, 26 and
include: multiple births; assisted
reproduction; stillbirth;27 low birthweight
baby;28 history of abuse; obstetric
complications; lower family income;
lower occupational status/employment;
unplanned pregnancy;30not breastfeeding;
antenatal thyroid dysfunction; antenatal
stress; and two or more children.

Both antenatal and postnatal
depression are increasingly being
recognised in men. Postnatal depression
may occur in up to 26% of men three to
six months postpartum.31 Potential risk
factors include maternal depression and
poor relationship.32

Puerperal psychosis
Puerperal psychosis is rare (around 
1 to 2 per 1,000). Sixty per cent of women
with puerperal psychosis already have 
a diagnosis of bipolar disorder or
schizoaffective disorder.33, 34 In untreated
women with bipolar disorder, relapse
rates may be up to 50% (antenatal), and
70% (postnatal).35

In women with bipolar disorder
additional risk factors include: 
• previous personal or family history of
puerperal psychosis36

• discontinuation of mood stabiliser35

• primiparity37

• difficult labour37

• family history 
• hormonal changes38

Box 1
The extended Whooley questions 
1. During the past month, have you often been bothered by feeling down,
depressed or hopeless? 

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

3. Is this something you feel you need or want help with?

Table 1  
Risk factors for antenatal
depression
• Maternal anxiety
• Life stress
• Prior depression
• Lack of social support
• Domestic violence
• Unintended pregnancy
• Relationship factors

Table 2 
Confirmed risk factors for
postnatal depression
• Depressed/anxious during
pregnancy
• Past history of depression
• Baby blues*
• Family history of perinatal
depression
• Adverse life events
• Poor social support
• Dissatisfaction with relationship
with partner29

*Intermittent mild affective symptoms that may
affect more than 50% of women following
childbirth and remit spontaneously after a few days

Risk factors in women without a
psychiatric history are: being unmarried;
having a first baby; perinatal death;39

family history of puerperal illness;36 older
age at delivery40 and not living with the
infant’s father. However, these factors
have not been verified in a meta-analysis.

REFERRAL
Women with a personal history of
postpartum psychosis or bipolar
affective disorder should be considered
as high risk for postpartum psychosis.
Risk is further increased if there is
additional family history of postpartum
psychosis or bipolar affective disorder. 

The Confidential Enquiry into Maternal
Deaths and the Royal College of
Obstetricians and Gynaecologists
recommend that all pregnant women
who are identified as being at high risk
should have a shared care plan for their
late pregnancy and early postnatal
psychiatric management.7, 16 With the
woman’s agreement, a copy of the plan
should be kept in her records. 

The plan should identify what support
should be in place and who to contact if
problems arise, together with their
contact details (including out of hours),
and address decisions on medication
management in late pregnancy, the
immediate postnatal period and
breastfeeding.1

Women with current mood disorder of
mild or moderate severity who have a
first-degree relative with a history of
bipolar disorder or postpartum
psychosis should be referred for
specialist psychiatric assessment.

A family history alone indicates a
raised, but low, absolute risk of early
postpartum serious mental illness. 

Where family history only is identified,
information should be shared between
primary care and maternity services,
and any evidence of mood disturbance
during pregnancy or in the postnatal
period should lead to referral to mental
health services.1 Patients should be
referred to psychiatric services if
indicated by increased risk and for
specific psychiatric and psychological
interventions.

‘Both antenatal
and postnatal
depression 
are increasingly
being recognised
in men’
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MANAGEMENT
Psychological treatments
Cognitive behaviour and interpersonal
therapy are the most effective
psychological treatments in the
management of mild to moderate
antenatal and postnatal depression.41

They may help prevent postnatal
depression in those at high risk. NICE
recommends that women who require
psychological treatment should be seen
within one month of, and no longer than
three months after, initial assessment.9

Pharmacotherapy
Women of childbearing potential should
generally be made aware of the potential
effects of medications in pregnancy.
When prescribing during pregnancy and
lactation good communication with the
patient is essential. Discussion should
centre on the following themes: 
• What is the risk of relapse and
deterioration during the perinatal and
antenatal period?
• What is the patient’s treatment
preference?
• Discuss the potential risk-benefit
balance
• What are the risks of suddenly
stopping medications?
• Discuss increased harm to the fetus
associated with overdose of medication
• Discuss which medications are safest
when breastfeeding

During the perinatal and antenatal
period prescribers should: 
• Choose a drug with the lowest risk
profile for both patient and fetus
• Always start with the lowest possible
dose and increase slowly under review
• Try to use monotherapy when possible 

Relevant up-to-date information
should be taken from the most recent
BNF, or can be requested from the UK
Teratology Information Service 
(tel: 0844 892 0909; www.uktis.org).

Antidepressants
Antidepressants are effective in the
antenatal and postpartum periods. As a
group they are not thought to increase
the risk of major malformations. 

However, paroxetine has shown an
association with cardiac malformations
and should therefore be avoided in
pregnancy and in those planning to
become pregnant.42

Persistent pulmonary hypertension of
the newborn has been linked with SSRI
exposure after 20 weeks’ gestation.42

Tricyclic antidepressants have the
lowest known risk in pregnancy and
breastfeeding; however they have 
a higher fatal toxicity when compared 
with SSRIs. 

All antidepressants carry a risk of
withdrawal and toxicity in neonates, so
require careful monitoring.

Elevated drug concentrations of
fluoxetine, citalopram and escitalopram
have been found in breastfed infants.
Doxepin has high milk to plasma ratios
and should be avoided in breastfeeding.
Sertraline, paroxetine, nortriptyline and
imipramine have undetectable drug
concentrations in the infant.43,44

Mood stabilisers
All commonly used mood stabilisers are
teratogenic when used in the first
trimester. When planning a pregnancy
each case should be reviewed
individually, and risk of relapse of mood
disorder should be weighed against risk
of harm to the fetus. 

Lithium has been associated with an
increased risk of: Ebstein’s anomaly,
floppy baby syndrome, non-toxic goitre,
hypothyroidism, nephrogenic diabetes
insipidus and cardiac arrhythmias.45

Hence, if possible, lithium should be
avoided in pregnancy. 

However, if the benefits are deemed to
outweigh the risks, a detailed ultrasound
scan can be offered, looking specifically
at the four chambers of the heart. If an
abnormality is detected this is an
indication for fetal cardioechogram to
assess for Ebstein’s anomaly. Serum
monitoring is required monthly during
pregnancy and more frequently during
labour when the risk of toxicity to mother
and neonate is high. Lithium is found in
high concentrations in breast milk, and
breastfeeding should therefore be
avoided. If the baby is to be breastfed,
careful serum monitoring of the infant
should be implemented.45, 46

Use of antiepileptic medication in
pregnancy is associated with increased
congenital malformations, specifically
neural tube defects. The use of reliable
contraceptive methods should be
discussed. Valproate, as a mood
stabiliser, should be avoided.1 It is
considered the most teratogenic and has
shown an association with long-term
neurobehavioural changes. If no other
alternative is available, and valproate has
to be continued in pregnancy, NICE
guidance suggests no more than 1g be
given daily in divided doses with 5mg of
folic acid.9

Excretion of antiepileptic medication in
breast milk varies from sodium valproate,
1-2% of maternal serum levels, to
carbamazepine, 6-65%, and lamotrigine,
18%.47-49 Regular sodium valproate when
breastfeeding has not shown short-term
adverse effects in the baby.48, 49 Decisions
regarding the use of these medications
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Perinatal mental illness influences obstetric outcomes, 
mother-baby interactions and longer term emotional and
cognitive development of the child. Psychiatric disorders
have consistently been found to be one of the leading
causes of maternal deaths, often through suicide. Postnatal
depression and puerperal psychosis are two disorders most
commonly associated with the perinatal period.

The most efficient strategy to identify patients at risk relies 
on focussing on clinically vulnerable subgroups: enquiries
about depressive symptoms should be made at the usual
screening visits. Antenatal psychosocial assessment tools
may increase awareness of psychosocial risk but there is
no good evidence that routine screening may lead to
improved perinatal mental health. Attention should be
paid to any sign of poor self-care, avoidance of eye
contact, overactivity or underactivity, or abnormalities in
the rate of speech. Particular care should be taken to ask
about suicidal ideation and thoughts of harming others,
including the baby.

One of the most important risk factors is a previous history 
of depression. The degree of risk is directly correlated
with severity of past episodes. Both antenatal and
postnatal depression are being increasingly recognised in
men. Postnatal depression may occur in up to 26% of men
three to six months postpartum. Potential risk factors
include maternal depression and poor relationship.

Puerperal psychosis is rare (around 1 to 2 per 1,000). 
Sixty per cent of women with puerperal psychosis already
have a diagnosis of bipolar disorder or schizoaffective
disorder. Women with a personal history of postpartum
psychosis or bipolar affective disorder should be
considered as high risk for postpartum psychosis. All
pregnant women who are identified as being at high risk
should have a shared care plan for their late pregnancy
and early postnatal psychiatric management. Women
with current mood disorder of mild or moderate severity
who have a first-degree relative with a history of bipolar
disorder or postpartum psychosis should be referred for
specialist psychiatric assessment.

Cognitive behaviour and interpersonal therapy are  
the most effective psychological treatments in the
management of mild to moderate antenatal and postnatal
depression. Tricyclic antidepressants have the lowest
known risk in pregnancy and breastfeeding. All commonly
used mood stabilisers are teratogenic when used in the
first trimester. Use of antiepileptic medication in pregnancy
is associated with increased congenital malformations
(specifically neural tube defects). There is an increased risk
of gestational diabetes with clozapine and olanzapine.
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during lactation should be made
following a full discussion of the risks and
benefits with the mother.

Antipsychotics
There is an increased risk of gestational
diabetes with clozapine and olanzapine.50

NICE guidance recommends switching
from clozapine to another antipsychotic
during pregnancy and lactation because
of the theoretical risks of agranulocytosis
in the infant.9 Depot antipsychotics
should be avoided in pregnancy.

FOLLOW-UP IN PRIMARY CARE
Women with mood disorders during
pregnancy and lactation should be
followed up at least as frequently as
other patients with mental health
disorders. Shared decision-making with
this group of patients, including other
healthcare professionals, such as health
visitors, is vital. 

Ideally psycho-education should be
offered to women prior to conception, in
addition to during and after pregnancy,
to facilitate informed decision-making.
Those with, or at high risk of, perinatal
mood disorders should have a written
care plan devised in conjunction with the
patient and other healthcare
professionals (see above), which will
provide a useful resource for the GP.

Importantly, there should be good
communication between specialist
perinatal mental health services and
primary care services.9 During pregnancy
and lactation certain medication, such as
lithium, will require closer serum level
monitoring. 
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We welcome your feedback
If you would like to comment on this
article or have a question for the
authors, write to:
editor@thepractitioner.co.uk 

Useful information 
Association for Post-Natal Illness
Has a network of volunteers who have
experienced postnatal illness. Provides
information leaflets and advice
www.apni.org
Helpline: 020 7386 0868 
(Mon-Fri 10am-2pm)
Parentline (24 hours): 0808 800 2222

Family Action
Support and practical help for families
affected by a range of problems
including mental illness. Provides
‘Newpin’ services offering support to
parents of children under 5 whose
mental health is affecting their ability
to provide safe parenting
Tel: 020 7254 6251 
www.family-action.org.uk

Depression Alliance
Information and support for people
who suffer with depression, and their
families
Tel: 0845 123 23 20
www.depressionalliance.org


