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Module 2: Lesson 5
Pharmacotherapy &
Management of Severe
Perinatal Mental Illness

• Lack of understanding about the role of medications
• Patients told to come off medications

- Can increase the rates of relapse

• Important to balance the risks and benefits on a case-by-case 
basis

Medication – related Challenges 

1. Moderate to severe PMH illness

2. Research findings

3. Psychotropic medication
4. Risk-benefit analysis of  medication

5. Somatic interventions

Lesson 5 Overview
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Moderate to Severe
Anxiety and Depression

Possible supportive factors

• Increased sleep
• Access to support 

(practical / emotional)
• Increasing parenting 

confidence

Influencing Factors on Clinical Presentations

Possible inhibitive factors

• Sleep deprivation
• Breast-feeding 

challenges
• Birth complications
• Unmet expectations
• Increased isolation

Moderate to Severe Depression and Anxiety

In Pregnancy:

• Consider the use of  selective serotonin reuptake 
inhibitors (SSRIs) as first-line treatment for moderate 
to severe depression and/or anxiety in pregnant 
women.
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Moderate to Severe Depression and Anxiety

In Pregnancy:

• Before choosing a particular antidepressant for 
pregnant women, consider the woman’s past 
response to antidepressant treatment, obstetric 
history (eg. other risk factors for miscarriage, 
preterm birth or postpartum haemorrhage) and any 
factors that may increase risk of  adverse effects.

Moderate to Severe Depression and Anxiety

Postpartum:

• Use SSRIs as first-line treatment for moderate to 
severe depression in postnatal women.

• Before prescribing antidepressants to women who are 
breastfeeding, consider the infant’s health and 
gestational age at birth. 

Moderate to Severe Depression and Anxiety

• Consider the short-term use of  benzodiazepines
for treating moderate to severe symptoms of  anxiety 
while awaiting onset of  action of  an antidepressant
in pregnant or postnatal women.

• Use caution in repeated prescription of  long-acting 
benzodiazepines around the time of  birth. 
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Moderate to Severe Depression and Anxiety

• Use caution in prescribing non-benzodiazepine 
hypnotics (z-drugs) to pregnant women for 
insomnia.

• Doxylamine, a Category A drug in pregnancy,
may be considered for use as a first-line hypnotic in
pregnant women who are experiencing moderate to 
severe insomnia. 

Moderate to Severe Depression and Anxiety

• Advise women with moderate to severe anxiety and 
depressive disorders that psychological 
interventions are a useful adjunct, usually once 
medications have become effective.

Guiding Principles
for Pharmacotherapy
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Guiding Principles - Pharmacotherapies

• Discuss the potential risks and benefits of  
pharmacological treatment in each individual
case with the woman and, where possible, her
significant other(s).

Guiding Principles - Pharmacotherapies

• Ensure that women are aware of  the risks of  relapse 
associated with stopping medication and that, if  a 
medication is ceased, this needs to be done gradually 
and with advice from a mental health professional.

Management of  Suicide Risk

• When a woman is identified as at risk of  suicide 
(through clinical assessment and/or the EPDS), 
manage immediate risk, arrange for urgent mental 
health assessment and consider support and 
treatment options.
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Mother-Infant Interaction Difficulties

• For women who have or are recovering from 
postnatal depression and are experiencing
mother-infant relationship difficulties, consider 
provision of  or referral for individual
mother-infant relationship interventions.

Th
is

 m
at

er
ia

l m
us

t n
ot

 b
e 

sh
ar

ed
 o

r r
ep

ro
du

ce
d 

w
ith

ou
t w

rit
te

n 
pe

rm
is

si
on

 fr
om

 C
O

PE
: C

en
tre

 o
f P

er
in

at
al

 E
xc

el
le

nc
e 



Applied Skills in Perinatal Mental Health: 
Module 2: Lesson 5 

© COPE: Centre of Perinatal Excellence 7

• Case-by-case basis

• Weighing up the risks 
versus the benefits

• Referring to best 
practice guidelines

Clinical Considerations

Management of
Severe Mental Illness

Guiding Principles - Pharmacotherapies

• Ideally, treatment with psychoactive medications 
during pregnancy would involve close liaison
between a treating psychiatrist or, where appropriate, 
the woman’s GP, and her maternity care provider(s).

• In more complex cases, it is advisable to seek a second 
opinion from a perinatal psychiatrist.
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Guiding Principles - Pharmacotherapies

• When exposure to psychoactive medications has 
occurred in the first trimester - especially with 
anticonvulsant exposures - pay particular attention to 
the 18-20 week ultrasound due to the increased risk 
of  major malformation.

Guiding Principles - Pharmacotherapies

• Plan for pharmacological review in the early 
postpartum period for women who cease
psychotropic medications during pregnancy.

• Arrange observation of  infants exposed to 
psychoactive medications in pregnancy for the first 
three days postpartum.

Antipsychotic Medications

• Use antipsychotics for treating psychotic symptoms
in pregnant women.

• Use caution when prescribing metabolic-inducing 
antipsychotics to pregnant women, due to the 
increased risk of  gestational diabetes.
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Antipsychotic Medications - Clozapine

• If  considering the use of  clozapine in pregnant 
women, seek specialist psychiatric consultation.

• Use clozapine with caution in women who are 
breastfeeding and monitor the infant’s white blood 
cell count weekly for the first six months of  life.

Antipsychotic Medications

• If  women commence or continue antipsychotic 
treatment during pregnancy, monitor them for 
excessive weight gain and the development of  
gestational diabetes and refer them for advice on 
weight management as required.

Antipsychotic Medications - Preconception

• Given their teratogenicity, only consider prescribing 
anticonvulsants (especially valproate) to women
of  child-bearing age if  effective contraception is
in place.
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Anticonvulsant Medications - Preconception

• Once the decision to conceive is made, if  the woman 
is on valproate wean her off  this over 2-4 weeks, 
while adding in high-dose folic acid (5 mg/day) which 
should continue for the first trimester.

Anticonvulsant Medications

• Use great caution in prescribing anticonvulsants as 
mood stabilisers for pregnant women and seek 
specialist psychiatric consultation when doing so.

• If  prescribing lamotrigine to a woman who is 
breastfeeding, arrange close monitoring of  the infant 
and specialist neonatologist consultation where possible.

Anticonvulsant Medications - Lithium

• If  lithium is prescribed to pregnant women, ensure 
that maternal blood levels are closely monitored and 
that there is specialist psychiatric consultation.

• If  lithium is prescribed to a pregnant woman, reduce 
the dose just prior to the onset of  labour and aim to 
recommence treatment immediately after the birth at a 
pre-pregnancy dose.
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Perinatal  
Depression
A guide for health professionals

The term ‘perinatal depression’ refers to depression experienced at any time in the antenatal period or in the  
12 months following the birth of a baby (postnatal period). Perinatal depression is common. However, it is often missed  
or misattributed to aspects of pregnancy (e.g. hormones) or having a baby (e.g. adjustment, sleep deprivation). Being 
aware of symptoms, referral pathways and effective treatments is critical for health professionals caring for women in the 
perinatal period.

Prevalence
Australian research indicates that:

• Up to 1 in 10 women experience depression in pregnancy

• Around 1 in 7 experience depression in the year following birth. 

It is also common for women to experience depression and 
anxiety concurrently. 

Causes
There is no single, definite cause of depression – rather it is likely 
to result from a combination of biological (e.g. personal/family 
history of depression), psychological (e.g. coping strategies, 
cognitive style) and social factors (e.g. access to support). 

The combination of these risk factors may place a woman at 
increased risk of developing depression in the perinatal period. 
These risk factors are reflected in recommended psychosocial 
assessment scales/questions. 

Symptoms
• A woman experiencing perinatal depression is likely to 

experience a loss of interest or pleasure in her everyday 
life together with a range of other physical (e.g. lethargy, 
numbness), cognitive (e.g. negative thinking), behavioral  
(e.g. withdrawal) and/or emotional symptoms (e.g. tearfulness).  

• Like depression experienced at other times of life, depression 
in the perinatal period is identified by the presence of a 
number of symptoms experienced over a period of time  
– typically 2 weeks or more. 

• Depression affects the ability of the woman to function to her 
normal capacity from day to day. Moderate to severe perinatal 
depression can also affect a mother’s ability to care for her 
baby and/or other children in her care.

Screening and assessment
Edinburgh Postnatal Depression Scale

The Edinburgh Postnatal Depression Scale (EPDS) is a screening 
tool specifically designed to identify possible depression in the 
perinatal period. Comprising 10 questions, the screening tool 
asks the woman to choose from one of four responses that best 
describe how she has been feeling in the past 7 days. 

All women should be offered the EPDS at least four times in the 
perinatal period – as early as practical in pregnancy, once later 
in pregnancy, 6–12 weeks after the birth and again in the first 
postnatal year. 

When screening Aboriginal and Torres Strait Islander women 
or migrant and refugee women, language and cultural 
appropriateness of the tool are considerations. 

Appropriate responses to EPDS scores are:

10 to 12 – offer repeat EPDS as the woman may go on 
to develop a depressive disorder

13 or more — offer further assessment as the woman 
may have major depression

Positive score on Question 10 — offer further 
assessment as the woman is at risk of harming herself 
and/or her children.

cope.org.au

Perinatal  
anxiety
A guide for health professionals

The term ‘perinatal anxiety’ refers to anxiety experienced at any time in the antenatal period or in the 12 months following 
the birth of a baby (postnatal period). Perinatal anxiety is common. However, it is often missed or misattributed to aspects 
of pregnancy (eg hormones) or having a baby (eg adjustment, sleep deprivation). In addition, high levels of stigma may 
prevent women seeking help.

Antenatal anxiety may occur in response to fears about aspects of the pregnancy (e.g. parenting role, miscarriage, 
congenital disorders), or as a continuation of a pre-pregnancy condition and/or comorbidly with depression. Higher levels 
of self-reported anxiety or anxiety disorder in pregnancy increase the risk of depression postnatally.

Anxiety disorders can have significant effects on the health and wellbeing not only of the mother, but also her partner 
and other children. The latest research also reveals that anxiety disorders can have a negative impact on the growth and 
development of the fetus/baby, so early detection and intervention is paramount. 

Being aware of symptoms, referral pathways and effective treatments is critical for health professionals caring for women in 
the perinatal period.

Prevalence
Australian research indicates that around 1 in 5 women will 
experience anxiety in pregnancy or in the year following birth. 
It is common for women to experience depression and anxiety 
concurrently. 

Causes
There is no single, definite cause of anxiety – rather it is likely 
to result from a combination of biological (eg personal/family 
history of depression), psychological (eg coping strategies, 
cognitive style) and social factors (eg access to support). 

The combination of these risk factors may place a woman at 
increased risk of developing anxiety in the perinatal period. 
These risk factors are reflected in recommended psychosocial 
assessment scales/questions. 

Symptoms
There are many types of anxiety disorder. While the symptoms 
of perinatal anxiety disorders differ, Women who have an anxiety 
disorder may experience:

• anxiety or fear that interrupts thoughts and interferes with 
daily tasks

• panic attacks – outbursts of extreme fear and panic that are 
overwhelming and feel difficult to bring under control

• anxiety and worries that keep coming into the woman’s mind 
and are difficult to stop or control

• constantly feeling irritable, restless or “on edge”

• having tense muscles, a “tight” chest and heart palpitations

• finding it difficult to relax and/or taking a long time to fall 
asleep at night

• anxiety or fear that stops the woman going out with her baby

• anxiety or fear that leads the woman to check on her baby 
constantly.

Screening and assessment

Edinburgh Postnatal Depression Scale

The Edinburgh Postnatal Depression Scale (EPDS) is a screening 
tool specifically designed to identify possible depression in the 
perinatal period. Comprising 10 questions, the screening tool 
asks the woman to choose from one of four responses that best 
describe how she has been feeling in the past 7 days. Some 
questions are specific to a woman’s experience of anxiety  
(items 3, 4 and 5).

All women should be offered the EPDS at least four times in the 
perinatal period – as early as practical in pregnancy, once later 
in pregnancy, 6–12 weeks after the birth and again in the first 
postnatal year. 

When screening Aboriginal and Torres Strait Islander women 
or migrant and refugee women, language and cultural 
appropriateness of the tool are considerations.

Women in the perinatal period should be routinely 
screened for possible symptoms of anxiety and 
assessed for psychosocial risk factors for mental health 
problems. The evidence supports the use of  
the following approaches. 

cope.org.au

Bipolar disorder in  
the perinatal period
A guide for health professionals

Bipolar disorder is characterised by intense and sustained mood shifts usually between episodes of depression and mania. 
Risk of relapse increases significantly in pregnancy (often following cessation of medication) and in the postnatal period 
(especially in the first few weeks after childbirth).

Prevalence
The prevalence of bipolar disorder in the general population is 
estimated to be 1 in 100.

Causes
While the cause of bipolar disorder is unknown, it is frequently 
inherited and often linked to stressful life events.

Symptoms
Common behaviour associated with depression:

• Moodiness that is out of character 

• Increased irritability and frustration 

• Finding it hard to take minor personal criticisms 

• Spending less time with friends and family 

• Loss of interest in food, sex, exercise or other pleasurable 
activities 

• Being awake throughout the night 

• Increased alcohol and drug use 

• Staying home from work or school 

• Increased physical health complaints like fatigue or pain 

• Slowing down of thoughts and actions.

Common behaviour associated with mania:

• Increased energy 

• Irritability 

• Overactivity 

• Increased spending 

• Being reckless or taking unnecessary risks 

• Increased sex drive 

• Racing thoughts 

• Rapid speech 

• Decreased sleep 

• Grandiose ideas 

• Hallucinations and/or delusions.

Providing antenatal and postnatal care 
Care planning

In planning care for women with bipolar disorder, give priority 
to ensuring that health professionals involved take into account 
the complexity of the condition and the challenges of living with 
severe mental illness. Where available, involve specialist perinatal 
mental health services.

Preconception planning
Preconception planning should start at diagnosis of bipolar 
disorder among women of childbearing age. Many of these 
women will have poor health literacy and will need clear 
explanations of the importance of contraception if the woman 
is not planning a pregnancy, the effects of some medications 
on fertility, the risk of relapse in pregnancy or after the birth 
(particularly if medications are stopped) and the complexities of 
raising a child in the context of severe mental illness. 

Preconception planning should include discussion of 
pharmacological treatments to be used after the birth, which will 
involve decision-making by the woman about whether she will 
breastfeed.

For women with bipolar disorder, a multidisciplinary 
team approach to care in the perinatal period is 
essential, with clear communication, advance care 
planning, a written plan, and continuity of care across 
different clinical settings.

cope.org.au

Schizophrenia in  
the perinatal period
A guide for health professionals

Schizophrenia is a severe mental illness that is characterised by psychosis and associated with much stigma and 
misinformation. While some people with schizophrenia experience only one or a few episodes, for others it may remain a 
recurrent health condition.

Prevalence
The prevalence of schizophrenia in the general population is 
estimated to be 1 in 100.

Causes
No single cause of schizophrenia has been identified, but several 
factors have been shown to be associated with its onset.

• Genetic factors – the risk increases to 10 in 100 among people 
with a parent with schizophrenia 

• Biochemical factors – imbalance of certain biochemical 
substances in the brain, particularly dopamine, is thought to 
be involved in development of schizophrenia  

• Stress – stressful events often precede the onset of 
schizophrenia

• Alcohol and other drugs – harmful alcohol and drug use may 
trigger psychosis in people who are vulnerable to developing 
schizophrenia

Symptoms
Major symptoms of schizophrenia include:

• delusions – false beliefs of persecution, guilt or grandeur, or 
being under outside control

• hallucinations – these most commonly involve hearing voices

• thought disorder – speech may be difficult to follow with no 
logical connection.

Other symptoms of schizophrenia include:

• lack of drive

• thinking difficulties 

• blunted expression of emotions 

• social withdrawal 

• lack of insight.

Providing antenatal and postnatal care 
Care planning

In planning care for women with schizophrenia, give priority to 
ensuring that health professionals involved take into account 
the complexity of the condition and the challenges of living with 
severe mental illness. Where available, involve specialist perinatal 
mental health services.

Preconception planning

Preconception planning should start at diagnosis of schizophrenia 
among women of childbearing age. 

Many women will have poor health literacy and will need clear 
explanations of the:

• importance of contraception if not planning a pregnancy

• effects of some medications on fertility

• risk of relapse in pregnancy or after the birth (particularly if 
medications are stopped) 

• complexities of raising a child in the context of severe mental 
illness. 

Preconception planning should include discussion of 
pharmacological treatments to be used after the birth. 

This will involve decision-making by the woman about whether 
she will breastfeed.

For women with schizophrenia, a multidisciplinary 
team approach to care in the perinatal period is 
essential, with clear communication, advance care 
planning, a written plan, and continuity of care across 
different clinical settings.

Guideline Factsheet Series

Consumer Fact Sheets
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Health Professional Fact Sheets

Electroconvulsant Therapy - Antenatal

• In pregnant women, ECT should be only be 
undertaken in conjunction with close fetal
monitoring (using cardiotocography to monitor fetal 
heart rate) and access to specialist maternal-fetal 
medical support.
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Electroconvulsant Therapy - Postnatal

• Consider electroconvulsive therapy (ECT) when a 
postnatal woman with severe depression has not 
responded to one or more trials of  antidepressants
of  adequate dose and duration.

Electroconvulsant Therapy - Postnatal

• Consider electroconvulsive therapy (ECT) as a
first-line treatment where there is a high risk of  
suicide or high level of  distress; when food intake
is poor; and in the presence of  psychotic or 
melancholic symptoms.

Transcranial Magnetic Stimulation

• Non-invasive procedure that uses magnetic fields
to stimulate nerve cells in the brain to improve 
symptoms of  depression.
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Early Warning Signs

• What are they

• Who identifies and how is this communicated

• Plans for action
• Who needs to be involved/engaged

Pharmacotherapy &
Management of Severe
Perinatal Mental Illness

Lesson 5: Recap

1. Consider SSRIs for moderate to severe anxiety
and/or depression

2. Benzodiazapines - short-term use only
3. Non-Benzodiazapines - use cautiously in pregnancy
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Lesson 5: Recap

4. Use antipsychotic medications with caution
in pregnancy

5. Do not initiate clozapine in pregnancy and monitoring 
infant in breastfeeding women without specialist advice

6. Do not prescribe sodium valproate in pregnancy
7. Use great caution when prescribing anticonvulsants 

and lithium (avoid lithium in breastfeeding women)
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