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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. 
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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.


