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The postnatal period appears to be associated with
higher rates of adjustment disorder, generalised anxiety
disorder, and depression. Women who have a history of
serious mental illness are at higher risk of developing a
postpartum relapse, even if they have been well during
pregnancy. Psychiatric causes of maternal death are
more common than some direct causes of death. 

UK rates increased from 13/100,000 in 2006-2008 to  
16/100,000 in 2010-2012, higher than, for example,
mortality caused by haemorrhage or anaesthetic
complications of childbirth.9 In the period between 2006
and 2008, 67 women died from psychiatric causes. 
The main cause of death was suicide (29 women).

Postnatal depression is more severe than baby blues, 
follows a chronic course and may relapse outside the
perinatal period. Although 13% of patients already 
have depression in pregnancy, the majority tend to 
be diagnosed after delivery; up to 19% from childbirth 
to three months post partum. 

NICE recommends using the Two Question Depression 
Screen and the Generalized Anxiety Disorder scale from
the booking visit through to one year postpartum. 
A positive response to depression or anxiety questions
warrants a full assessment using either PHQ-9 or the
Edinburgh Postnatal Depression Scale.

The incidence and relapse rates for bipolar disorder 
and schizophrenia are probably no higher in pregnant
women than in women who are not pregnant. Bipolar
disorder may relapse in pregnancy because women
decide to stop their medication because of concern
about its teratogenic potential. It may also present as a
first depressive episode in pregnancy or the postnatal
period. In the postpartum period women have a high
risk of experiencing a severe relapse.

The incidence of postpartum psychosis is between
0.5 and 1 per 1,000 deliveries and has a sudden and
dramatic presentation with delusions, mania, severe
depression, or mixed episodes with wide fluctuations of
symptoms and severe mood swings. It can present
within 90 days after childbirth but usually starts in the
first postnatal days, or even in the first hours after giving
birth, and leads to high psychiatric admission rates.

A stepped approach to management entails low-key 
interventions for less severe illnesses, building up to
specialist treatments for more severe and risky
conditions. Psychological therapies may be preferred
over pharmacotherapy in the perinatal period to avoid
risks to the child.

Benzodiazepines should be avoided in the perinatal 
period, except for short-term treatment of severe
agitation. Sodium valproate, carbamazepine and
lamotrigine should not be given in the perinatal period.

specialist treatments for more severe
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Psychological therapies may be
preferred over pharmacotherapy in
the perinatal period to avoid risks to
the child. The woman and her family
must be helped to weigh up the
potential consequences of drug
treatment or withdrawal against the
consequences of no treatment or a
change in treatment.39

Risk-benefit analyses change
throughout the pregnancy and into
the postnatal period, depending on
whether the woman breastfeeds. 
The treatment plan may have to be
complex and involve changes in
medication, depending on
pharmacokinetics or teratogenicity
and side effects of drugs changing
throughout the trimesters of
pregnancy. Women should avoid
breastfeeding on carbamazepine,
clozapine, lithium or valproate.39

Reassurance and psycho-education
may be sufficient for baby blues or
mild depression and anxiety. Third
sector support is available from the
National Childbirth Trust (www.nct.org.uk)
or the Association for Post Natal
Illness (www.apni.org). For moderate
to severe depression or anxiety,
professional psychotherapy (such as
CBT) is recommended, if necessary
combined with an antidepressant.39

Benzodiazepines should be avoided
in the perinatal period, except for
short-term treatment of severe
agitation.39 Insomnia may be
addressed most safely with sleep
hygiene, but if this is insufficient,
promethazine is recommended.39

Depot antipsychotic medication is
to be avoided in the perinatal period
and women on newer antipsychotic
drugs require monitoring and advice
about the risks of gestational diabetes. 

Semi-sodium valproate, which is
contraindicated in women of
childbearing age, carbamazepine and
lamotrigine should not be given in the

perinatal period. Sensitive advice
about the risk of potential adverse
outcomes of the pregnancy and help
to stop the medication should be
given, if patients become pregnant. 

Lithium is given for bipolar disorder
in pregnancy, if antipsychotics have
been ineffective in controlling mood. 
It increases the risk of fetal heart
malformations, and high levels in
breast milk may be toxic to the infant.
Plasma levels must be monitored
throughout because of changes in
circulating fluid volume, dehydration
must be avoided, and lithium must be
stopped in labour and restarted
immediately postpartum.39 Psychosis
or mania should be recognised and
treated early to prevent adverse
outcomes for mother and child.46

Occasionally electroconvulsive
therapy is given in the perinatal period
for severe mental illness, particularly
when the physical health of the
woman or fetus are at risk.

Pregnant women with drug and
alcohol problems should be
encouraged to detoxify supported by
specialist mental health and alcohol
services. Where this is not feasible or
acceptable, reduction of her substance
abuse should be the target. Support
should be continued after childbirth, as
a woman who has detoxified and then
restarts opiates is at high risk of an
accidental overdose.31

REFERRAL
Maternity services and general
practice will usually share the care of
pregnant women. It is important that
information about mental health, as for
physical health, flows freely between
these and any other agencies involved.
There may be resistance to disclose a
psychiatric history, because of stigma
and concerns that the baby will be
taken into care,47 but professionals
should enquire about any relevant
symptoms to ensure adequate
assessment and treatment. 

It may also be advisable to refer
some women planning a pregnancy to
a (specialist perinatal) mental health
service for preconception counselling. 

More than 90% of mental health
problems can be managed in primary
care.39 Should the illness be more

‘Postnatal psychotic
disorders have 
a rapid onset and
necessitate an
urgent response
from specialist
mental health
services ’

‘Suicide continues
to be a significant
cause of maternal
death in the UK’


