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	ANTENATAL AND POSTNATAL MENTAL PRACTICE STANDARDS 

	Ref No
	Standard
	Compliance
	Exceptions
	Definitions

	208
	After assessment, women requiring psychiatric treatment should be seen within one month of initial assessment (good practice) but certainly within three months.
	100%
	Women who refuse or decline treatment
	Recorded within progress notes

	209
	Before treatment decisions are made, the Healthcare Professional should discuss with the woman the absolute and relative risks associated with treating and not treating the mental disorder during pregnancy and postnatal period.
	100%
	Women that do not present to the service
	Healthcare Professionals should:

· Acknowledge the uncertainty surrounding the risks

· Explain the background risk of fetal malformations for pregnant women without a mental disorder

· Describe risks using natural frequencies rather than percentages

· Is possible use decisions aids in a variety of verbal and visual formats that focus on an individualised view of the risks

· Provide written material to explain the risks and, if possible, audio-taped records of the consultation

· Record discussion within progress notes

	210
	When prescribing a drug for a woman with a mental disorder who is planning a pregnancy, pregnant or breastfeeding, prescribers should: 

(a) Choose drugs with lower risk profiles for the mother and the foetus or infant, 

(b) Start at the lowest effective dose, and slowly increase it; this is particularly important where the risks may be dose related, 

(c) Use monotherapy in preference to combination treatment, 

(d) Consider additional precautions for preterm, low birth weight or sick infants. 

 
	100%
	None
	Clinical notes should contain a justification for the use of medication in women who are pregnant, breastfeeding or planning a pregnancy. This should include risk assessment in relation to the choice of medication and the chosen dose and the use of any polypharmacy. Any additional risk factors should be taken into account.

	211
	For women who develop mild or moderate depression during pregnancy or the postnatal period, the following should be considered: 

· Self help strategies (guided self-help, computerised cognitive behavioural therapy or exercise)
· Brief cognitive behavioural therapy or interpersonal psychotherapy 
	100%
	None
	None

	MEDICATION ISSUES

	228
	When prescribing a drug for a woman with a mental disorder who is planning a pregnancy, pregnant or breastfeeding, prescribers should: (a) choose drugs with lower risk profiles for the mother and the foetus or infant, (b) start at the lowest effective dose, and slowly increase it; this is particularly important where the risks may be dose related, (c) use monotherapy in preference to combination treatment, (d) consider additional precautions for preterm, low birth weight or sick infants. 
	100%
	None
	Clinical notes should contain a justification for the use of medication in women who are pregnant, breastfeeding or planning a pregnancy. This should include risk assessment in relation to the choice of medication and the chosen dose and the use of any polypharmacy. Any additional risk factors should be taken into account.

	229
	All women of childbearing potential should understand (a) the risks associated with becoming pregnant while taking psychotropic drugs, and (b) the risks from an untreated mental disorder and from stopping medication abruptly without discussion with their doctor. 
	100%
	None
	Evidence in the clinical notes of the provision of appropriate information in verbal and / or written form.

	230
	If a woman taking paroxetine is planning a pregnancy or has an unplanned pregnancy, she should be advised to stop taking the drug. 
	100%
	Exceptional individual clinical circumstances
	Exceptions should be clearly documented in the clinical notes

	231
	Benzodiazepines should not be routinely prescribed for pregnant women because of the risks to the foetus (for example, cleft palate) and the neonate (for example, floppy baby syndrome). Consider gradually stopping benzodiazepines in women who are pregnant. 
	100%
	Short-term treatment of extreme anxiety and agitation
	Clinical notes should contain a justification for the use of benzodiazepines in women who are pregnant or breastfeeding and there should be evidence of involvement of the patient in the decision with the provision of appropriate information. This should include risk assessment in relation to initiation of benzodiazepines or continuation in women taking these medications already.  

	232
	Valproate should not be routinely prescribed to women of child‑bearing potential. If there is no effective alternative, the risks of taking valproate during pregnancy, and the importance of using adequate contraception, should be explained.  Valproate should not be prescribed to women younger than 18 years because of the risk of polycystic ovary syndrome and increased risk of unplanned pregnancy in this age group. If a woman who is taking valproate is planning a pregnancy, or is pregnant, she should be advised to stop taking the drug. 
	100%
	Individual clinical circumstances
	Where valproate is prescribed in women of childbearing potential, women under the age of 18 years, or in women who are pregnant or breastfeeding there should be evidence in the clinical notes of detailed risk assessment and involvement of the patient in the decision with the provision of appropriate information in verbal or written form. Where prescribed in women of childbearing potential doses should be limited to a maximum of 1 gram per day unless there is clinical justification and should be administered in divided doses and in the slow release form, with 5 mg/day folic acid.

	233
	Lithium should not be routinely prescribed for women, particularly in the first trimester of pregnancy or during breastfeeding.  If a woman taking lithium is planning a pregnancy, and is well and not at high risk of relapse, she should be advised to stop taking the drug because of the risk of cardiac malformations in the foetus. 
	100%
	Individual clinical circumstances including women at high risk of relapse in whom alternative treatments are not appropriate
	Clinical notes should contain a justification for the use of lithium in women who are pregnant or planning a pregnancy and there should be evidence of involvement of the patient in the decision with the provision of appropriate information.

	234
	If a woman continues taking lithium during pregnancy, serum lithium levels should be checked every 4 weeks, then weekly from the 36th week, and less than 24 hours after childbirth. Women taking lithium should deliver in hospital, and in prolonged labour, it may be appropriate to check serum lithium levels). 
	100%
	None
	None

	235
	If a woman who is taking carbamazepine or lamotrigine is planning a pregnancy or has an unplanned pregnancy, she should be advised to stop taking these drugs. If appropriate an alternative drug (such as an antipsychotic) should be considered. Carbamazepine or lamotrigine should not be routinely prescribed for women who are pregnant because of the lack of evidence of efficacy and the risk of neural tube defects in the foetus. Lamotrigine should not be routinely prescribed for women who are breastfeeding. 
	100%
	Individual clinical circumstances including women at high risk of relapse in whom alternative treatments are not appropriate
	Clinical notes should contain a justification for the use of these drugs in women who are pregnant, breastfeeding or planning a pregnancy and there should be evidence of involvement of the patient in the decision with the provision of appropriate information.

	236
	If a pregnant woman was taking drugs of known teratogenic risk at the time of conception and/or in the first trimester, healthcare professionals should: (a) confirm the pregnancy as quickly as possible, (b) offer appropriate screening and counselling about the continuation of the pregnancy, the need for additional monitoring and the risks to the fetus if the woman continues to take medication (c) undertake a full paediatric assessment of the newborn infant (d) monitor the infant in the first few weeks after delivery for adverse drug effects, drug toxicity or withdrawal.  Infants of mothers who are breastfeeding while taking psychotropic medication should be monitored for adverse reactions. 
	100%
	None
	Drugs with known teratogenic risk include lithium, valproate, carbamazepine, lamotrigine, benzodiazepines and paroxetine). Clinical notes should contain information about arrangements for confirmation of pregnancy, counselling and monitoring of the foetus, neonate and infant.

	237
	A course of ECT should be considered for pregnant women with severe depression, severe mixed affective states or mania in the context of bipolar disorder, or catatonia, whose physical health or that of the foetus is at serious risk. 


	100%
	None
	Clinical notes should contain reference to consideration of ECT in these patient groups.

	238
	A pregnant woman requiring rapid tranquillisation (a) should not be secluded after rapid tranquillisation, (b) restraint procedures should be adapted to avoid possible harm to the foetus, (c) when choosing an agent for rapid tranquillisation in a pregnant woman, an antipsychotic or a benzodiazepine with a short half-life should be considered, (d) if an antipsychotic is used, it should be at the minimum effective dose because of neonatal extrapyramidal symptoms, (e)  if a benzodiazepine is used, the risks of floppy baby syndrome should be taken into account (f) during the perinatal period, the woman’s care should be managed in close collaboration with a paediatrician and an anaesthetist. 
	100%
	None
	Clinical notes should contain reference to risk assessment in relation to rapid tranquillisation procedures including choice and dose of medication.

	239
	For pregnant women with treatment-resistant depression, a trial of a different single drug or ECT should be considered before combination drug treatment. Lithium augmentation should be avoided. 
	100%
	None
	None

	240
	If a woman is taking an antidepressant and her latest presentation was a depressive episode of at least moderate severity, GAD or panic disorder consideration should be given to switching to psychological therapy or switching to an antidepressant with lower risk. 
	100%
	None
	Evidence of consideration of switch should be documented in the clinical notes.

	241
	For a woman with a moderate depressive episode and a history of depression, or with a severe depressive episode during pregnancy or the postnatal period, the following should be considered: (a) structured psychological treatment specifically for depression (CBT or IPT), (b) antidepressant treatment if the woman has expressed a preference for it or (c) combination treatment if there is no response, or a limited response to psychological or drug treatment alone, provided the woman understands the risks associated with antidepressant medication. Antidepressant drugs should be considered for women with mild depression during pregnancy or the postnatal period if they have a history of severe depression and they decline, or their symptoms do not respond to, psychological treatments. 
	100%
	None
	Clinical notes should contain reference to consideration of psychological therapy specifically for depression.

	242
	For women who have a new episode of panic disorder during pregnancy, psychological therapy (CBT), self-help or C-CBT should be considered before starting drug treatment. For women who have a new episode of panic disorder during pregnancy, paroxetine should not be started and a safer drug should be considered. 
	100%
	None
	None

	243
	For women who have a new episode of GAD during pregnancy CBT should be offered in preference to drug treatment. 
	100%
	None
	None

	244
	In women with OCD who are planning a pregnancy or pregnant: (a) if taking medication alone, stopping the drug and starting psychological therapy should be considered, (b) if not taking medication, starting psychological therapy should be considered before drug treatment and (c) if taking paroxetine, it should be stopped and switch to a safer antidepressant considered. 
	100%
	None
	None

	245
	In women with PTSD who are planning a pregnancy or pregnant: (a) if she is taking an antidepressant the drug it should be stopped and trauma-focused psychological therapy offered, (b) if not taking medication, starting psychological therapy should be considered before drug treatment and (c) if taking paroxetine, it should be stopped and switch to a safer antidepressant considered.
	100%
	None
	Trauma-focused psychological therapy = CBT or eye movement desensitisation and reprocessing therapy

	246
	If a woman who is taking medication for bulimia nervosa is planning a pregnancy or pregnant, healthcare professionals should consider gradually stopping the medication after discussion with her. In women who have an episode of bulimia nervosa while breastfeeding psychological treatment should be offered, rather than fluoxetine at 60 mg. If a woman is already taking fluoxetine at 60 mg, she should be advised not to breastfeed. 
	100%
	None
	None

	247
	If a pregnant woman with bipolar disorder is stable on an antipsychotic and likely to relapse without medication, she should be maintained on the antipsychotic, and monitored for weight gain and diabetes. If a woman with bipolar disorder has an unplanned pregnancy and is stopping lithium as prophylactic medication, an antipsychotic should be offered. If a pregnant woman who is not taking medication develops acute mania, a typical or an atypical antipsychotic should be considered. The dose should be kept as low as possible and the woman monitored carefully.  
	100%
	None
	None

	248
	If a woman who needs antimanic medication plans to become pregnant, a low-dose typical or atypical antipsychotic should be the treatment of choice. 
	100%
	None
	None

	249
	If a woman with bipolar disorder planning a pregnancy becomes depressed after stopping prophylactic medication, psychological therapy (CBT) should be offered in preference to an antidepressant because of the risk of switching to mania associated with antidepressants. If an antidepressant is used, it should usually be an SSRI (but not paroxetine) and the woman should be monitored closely. 
	100%
	None
	None

	250
	If prescribing medication for moderate to severe depressive symptoms in a pregnant woman with bipolar disorder, quetiapine alone, or SSRIs (but not paroxetine) in combination with prophylactic medication should be preferred. 
	100%
	None
	None

	251
	In women with schizophrenia who are planning a pregnancy or pregnant: if taking an atypical antipsychotic consideration should be given to switching to a low-dose typical antipsychotic, such as haloperidol, chlorpromazine or trifluoperazine 
	100%
	None
	None

	252
	If a pregnant woman is taking clozapine, switching to another drug and careful monitoring should be considered. Clozapine should not be routinely prescribed for women who are pregnant or breastfeeding. When deciding whether to prescribe Olanzapine to a woman who is pregnant, risk factors for gestational diabetes and weight gain, including family history, existing weight and ethnicity, should be taken into account. 
	100%
	Individual clinical circumstances
	Clinical notes should contain a justification for the use of clozapine or olanzapine  in women who are pregnant or planning a pregnancy and there should be evidence of involvement of the patient in the decision with the provision of appropriate information.

	253
	Depot antipsychotics should not be routinely prescribed to pregnant or breastfeeding women. Women should be advised that their infants may show extrapyramidal symptoms several months after administration of the depot. 
	100%
	Individual clinical circumstances
	Clinical notes should contain a justification for the use of depot antipsychotics in women who are pregnant or planning a pregnancy and there should be evidence of involvement of the patient in the decision with the provision of appropriate information.

	254
	Anticholinergic drugs should not be prescribed for the extrapyramidal side effects of antipsychotic drugs except for acute short-term use. Instead, the dose and timing of the antipsychotic drug should be adjusted, or the drug changed.
	100%
	None
	None


