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Psychiatry in obstetrics



PARTICIPANTS HAND BOOK



Affecting the whole family! !
1. Mental disorders during pregnancy and the postnatal period can have serious

consequences for the health and wellbeing of a mother and her baby, as well as for her
partner and other family members.

How can mental health be affected by pregnancy?

2. Good mental health during pregnancy.

Already having a mental illness when they get pregnant.

3. Have had mental health problems in the past.
Women who stop medication when they get pregnant have a high risk of getting ill again
(e.g. 7 out of every 10 women who stop antidepressants in early pregnancy become
unwell again).

4. Having mental health problems for the first time in pregnancy.
When can it happen?

5. Preconception



6. Antenatal

7. Postnatal (Blues, Depression,
Psychosis)

e Continuous monitoring for high risk patient should be at all times.
Risk factors:

1. Prior history of disorder.

Trauma.

2. Pregnancy/Birth complications/Miscarriage.

STDs and HIV.

3. Extremes of age. Social status.

4. Substance abuse.



Prediction and Detection

1. It is important to assess mental wellbeing of high risk patients by medical professional
on every visit.

2. Whooley questions should be asked to all patients:
QI: how have you been feeling about yourself lately? Q2: during the past month, have
you often been bothered by feeling down, depressed or hopeless? (23: during the past
month, have you often been bothered by having little interest or pleasure in doing
things?

Delivery of care

'D Ideally, should be delivered by perinatal mental health network, consisting of perinatal
mental health specialist, obstetrician, social worker and safeguarding team if needed.

Decision should be a multidisciplinary decision involving the psychiatrist, obstetrician
and GP.



Mental Disorders

"A mental disorder or mental illness is a psychological or behavioural pattern that occurs
in an individual and is thought to cause distress or disability that is not expected as part of
normal development or culture"

There are five types of mental disorders:

1. Anxiety disorders: Phobia
Generalized anxiety disorder
Social anxiety disorder
Panic disorder
Agoraphobia
Obsessive compulsive disorder Post-traumatic stress disorder

2. Mood and Bipolar disorders: Major depressive
disorders

Dysthymia
Bipolar disorders



3. Personality disorders.

4. Psychotic disorders:
Schizophrenia
Delusional disorder
Schizoaffective disorder
Schizotypy

5. Eating disorders: Anorexia nervosa
Bulimia nervosa



Depression
"a mental disorder characterized by episodes of allencompassing low mood

accompanied by low self-esteem and loss of interest or pleasure in normally enjoyable
activities"

Although up to 70% of women report some negative mood symptoms during
pregnancy, the prevalence of women who meet the diagnostic criteria for depression
has been shown to be between 13.6% at 32 weeks gestation and 17% at 35 to 36
weeks gestation. Peak through first and third trimester.
Depression that is left untreated in pregnancy, either because symptoms are not
recognized or because of concerns regarding the effects of medications, can lead to a
host of negative consequences, including lack of compliance with prenatal care
recommendations, poor nutrition and self-care, self-medication, alcohol and drug use,
suicidal thoughts and thoughts of harming the fetus, and the development of postpartum
depression after the baby is born.



Depression
One study that examined 1123 mother-infant pairs reported that infants of mothers

depressed in pregnancy showed less frequent positive facial expressions and
vocalizations, and that these infants were also harder to console.
(Zuckerman B, Bauchner H, Parker S, et al.
Maternal depressive symptoms duringpregnancyj
and newborn irritability. J DevBehavPediatr
If history of mild or moderate depression;

1. gradual withdrawal of antidepressants
2. switch to psychological therapy (CBT, IPT) If history of

severe depressive episodes or new moderate/severe
episodes; - structured psychological treatment.

3. antidepressant treatment.
4. combination treatment if no response.
In treatment-resistant patients; consider different single drug

or ECT before considering combination
drug treatment.



Panic disorder
"is an anxiety disorder characterized by recurring severe panic attacks".

The course of panic disorder during pregnancy is variable and remains unclear.

While case reports of pregnant women with pre-existing panic disorder have
suggested a decrease in symptoms during pregnancy, large-scale studies have reported
that there is no decrease in symptoms for women with preexisting panic disorder.

First-onset panic disorder during pregnancy is reported.
The possible effects of anxiety and panic on the course of the pregnancy and the health
of the fetus are not well understood.

One study showed a correlation between increased anxiety and increased resistance in
uterine artery blood flow.

Thyroid screening should be performed.



Panic disorder
Non-pharmacological therapies (CBT, supportive psychotherapy, relaxation
techniques, sleep hygiene, and dietary counseling) should be considered before
pharmacological therapies (benzodiazepines, antidepressants).

If new episodes of panic disorder; paroxetine should not be started and a safer drug
should be considered.



disorder
Generalized anxiety
1. No data on the prevalence or course of generalized anxiety disorder (GAD) through

pregnancy.

2. Difficult to differentiate from normal anxiety during pregnancy.

3. If already on treatment for GAD, switching to CBT should be considered.
Obsessive-compulsive
e "is an anxiety disorder characterized by thoughts that cannot be controlled (obsessions)

and repetitive behaviours or rituals that cannot be controlled (compulsions) in
response to these thoughts".

Symptoms of the disorder include excessive washing or cleaning; repeated checking;
extreme hoarding; preoccupation with sexual, violent or religious thoughts; relationship-
related obsessions; aversion to particular numbers; and nervous rituals, such as opening
and closing a door a certain number of times before entering or leaving a room.



disorder
Obsessive-compulsive

Several reports suggest that women may be at an increased risk for the onset of OCD
during pregnancy and the postpartum period.

1. In one study of women with diagnosed OCD, 39% of the participants reported that their
OCD began during a pregnancy.

2. Should be treated normally, as usually on psychological therapy.

3. Avoid combination of more than one antidepressant.



Eating disorders
1. The prevalence of eating disorders in pregnant women is approximately 4-9%.

2. Studies have suggested that the severity of symptoms may actually decrease during
pregnancy.

3. Anorexia nervosa reduces a woman's fertility. Women with bulimia nervosa are more
prone to unplanned pregnancy.

4. Consider psychological treatment rather than antidepressants.

5. Advise against breastfeeding if on fluoxetine.
Psychoses in pregnancy
Women with psychoses are less fertile, partly as a result of hyperprolactinaemia
secondary to antipsychotic drugs, the newer atypical drugs such as clozapine and
olanzapine, do not have this effect.

The occurrence of newly-discovered episodes of psychosis during pregnancy is rare.

Women with a history of psychosis, the relapse rates are high.



Psychoses in pregnancy

1. It is clear from a number of systematic reviews that women with psychotic disorders are
at increased risk of obstetric complications and stillbirths.

2. The most common manifestations being bipolar illness, followed by psychotic
depression and schizophrenia.

Bipolar mood disorder
1. "A psychiatric diagnosis for a mood disorder; usually of alternating episodes of mania

and depression"

2. Risk of relapse is same in pregnancy as at any
other time.

3. Abrupt stoppage of treatment in unplanned
pregnancy increases the risk.

Bipolar mood disorder



Pregnant women who are stable on antipsychotic, should be maintained on
antipsychotics with monitoring of weight gain and diabetes.

1. If stopped lithium as a prophylactic treatment, consider antipsychotics.

2. If new episode while on medication consider increase of dose or change to another
antipsychotic.



Schizophrenia
is "a mental disorder characterized by a breakdown of thought processes and by a
deficit of typical emotional responses"

Common symptoms include auditory hallucinations, paranoid or bizarre delusions, or
disorganized speech and thinking, and it is accompanied by significant social or
occupational dysfunction.

Prevalence of about 0.3—0.7% in general population.
Psychosis during pregnancy can have devastating consequences for both the mother and
her fetus, including failure to obtain proper prenatal care, negative pregnancy outcomes
such as low birth weight and prematurity, and neonaticide or suicide.

Women with a history of psychosis require close monitoring by health care professionals
during pregnancy.



Schizophrenia
Women with schizophrenia who are planning a pregnancy or pregnant, should be
treated according to guidelines except switch from atypical to typical antipsychotics
should be considered.

Women with schizophrenia who are breastfeeding, should be treated according to
guidelmes except that women receiving depot medication should be advised that their
infants may show extrapyramidal symptoms.



Pharmacological medication
Antidepressants
1. Most tricyclics have a higher fatal toxicity index than selective serotonin reuptake

inhibitors (SSRI's)
2. Fluoxetine is the SSRI with the lowest known risk during pregnancy
-Imipramine, nortriptyline and sertraline are present in breast milk at relatively low
levels. (unlike fluoxetine)
3. SSRI's after 20 weeks gestation may be associated with an increased risk of persistent

pulmonary hypertension in the neonate
4. Paroxetine taken in the first trimester may be associated with foetal heart rate defects
5. All antidepressants carry the risk of withdrawal or toxicity in neonates — in most

cases the effects are self limiting.
Benzodiazepines
6. should not be routinely prescribed for pregnant women, except for short term

treatment of extreme anxiety and agitation.
7. Risk to foetus cleft palate
8. Risk to neonate — floppy baby syndrome

Valproate



Pharmacological medication
9. Risk of neural tube defects
-If possible convert to another drug (e.g. for bipolar disorder convert to antipsychotic)
-If no alternative limit to max I gram per day in divided doses in slow release format.
(Administer 5mg per day folic acid)
Antipsychotic
10. Clozapine should not be routinely prescribed for women who are pregnant

theoretical risk of foetal agranulocytosis in the Infant
11. Olanzapine — risk factors for gestational diabetes should be taken into account
12. Depot antipsychotics and anticholinergic drugs should not be routinely prescribed to

pregnant women because may show extrapyramidal side effects several months after
administration.

Carbamazepine and Lamotrigene
13. Carbamazepine increased risk of neural tube defects (6 to 20 per 1000), also risk of

gastromtestmal tract problems and cardiac abnormalities - Lamotrigenecarnes risk of
oral cleft (9 per 1000 exposed foetuses. - Stop if possible

Lithium
14. Increases risk of foetal heart abnormalities (8 per 1000 increased to 60 per 1000)



Pharmacological medication
15. Avoid m first trimester and during breast feeding
16. Stop if not at high risk of relapse — gradual withdrawal over 4 weeks
17. Consider converting to antipsychotic
18. Consider stopping for first then restarting in second trimester if not planning to breast

feed
19. If continuing check levels every 4 weeks, then weekly from 36 weeks and withm 24

hours of childbirth. Adjust dose to keep at the lower end of the therapeutic range
20. Monitor fluid balance in labour risk of dehydration and lithium toxicity
— may be necessary to check lithium levels

Electroconvulsive therapy (ECT)
21. No evidence available on risk of harm to foetus.



Summary
Mental disorders in pregnancy may be under-diagnosed and under-estimated.

1. Mental disorders affect the mother, the baby and the whole family and can have
serious consequences on the pregnancy.

2. Multi-disciplinary team should be involved.

Early prediction is associated with better outcome.

3. Psychological therapy is superior to pharmacological therapy during pregnancy and
breast feeding. (it always the balance of advantages against disadvantages)
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REGI No- U14 MB272 

PSYCHIATRY IN OBSTETRICS 

MCQs 

1.. ...s the SSRI with the lowest known risk during pregnancy 

a) Fluoxetine bjCitalopam c) Sertraline d) Vilazodone 

2. ..increased risk of neural tube defects 

a) Lamotrigene bCarbamazepine c) Clozapine d) nortriptyline 

3. . ..reduces a woman's fertility 

Anorexia nervosa b) Schizophrenia c) Mania d) Depression 

4. floppy baby syndrome is caused by.. 

a) Anti Depressants b) Anti Convulsants cAnti Anxiety.d) SSRIs 

5. Olanzapine risk factors for.. 

a) PIH bGDM c)ACP d) HELLP syndrome 

6. What is the ratio of risk of Neural Tube Defect, while the patient is on Carbamazepine? 

a) 2-4 0/100 b) 5-70/100 ef 6-20/100 d) 3-10/100 

7. Which anti - psychotic has high risk of Oral Cleft defect? 

a) Lamotrigene 
byClozapine c) nortriptyline d) Vilazodone 

8. . ...% of participents reported that their OCD began during pregnancy 

a) 34 b) 39 c47 d) 37 
% 

9. Prevalence of eating disorder in pregnant women.. 

a9-12b) 10-20 c) 4-9 d) 2-9 

10. All are present in breast milk relatively low levels EXCEPT 

a) imiprimine 
b}Nortriphyline c) Sertaline d) Fluoxetine 
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Annexure 4

Course/Training Feedback Form

Course:
Date:
Name:
Reg NO.
Department: Obstetrics and Gynaecology

Q 1: Please rate your overall satisfaction with the format of the course:

a. Excellent b. Very Good c. Satisfactory d. unsatisfactory

Q 2: Please rate course notes:
a. Excellent b. Very Good c. Satisfactory d. unsatisfactory

Q 3: The lecture sequence was well planned
a. Excellent b. Very Good c. Satisfactory d. unsatisfactory

Q 4: The lectures were clear and easy to understand
a. Excellent b. Very Good c. Satisfactory d. unsatisfactory

Q 5:Please rate the quality of pre-course administration and information:
a. Excellent b. Very Good c. Satisfactory d. unsatisfactory

Q 6: Any other suggestions:

Comments:

Thank you for taking the time to complete this survey, your comments are much appreciated.

OPTIONAL Section: Name ______________________________
Signature ______________________________________ Date _____________________



Course/Training Feedbach or 

Course: PSYCHIATRY N OBSTETRICS 
Date: 

Name: KAVYA K 
Reg NO. yI4 MB 2bz 
Department: Dbstetries and Gynaecology 

Q1: Please rate your overall satisfaction with the format of tiie course: 

a. Excellent lXery Good c. Satisfactory d. atrslactory 

Q2: Please rate course notes: 
aExcellent b. Very Good c. Satisfactory d. un atistactory 

Q3: The lecture sequence w as well planned 
a. Excellent bery Good c. Satisfactory d. usatislactor 

Q4: The lectures were clear and easy to understand 

aExcellent b. Very Good c. Satisfactory d. unsatisfactory 

Q5:Please rate the quality of pre-course administration and intormation: 

bery Good c. Satisfactory d. unsatistactory a. Excellent 

Q 6: Any other suggestions: 

Comments: 

Thank you for taking the time to complete this survey, your comments are much appreciated. 

OPTIONAL Section: Name 
Date 

Signature 



( 
Course/lraining eedbach Torm 

Course:PG yCHIATRy IN OBSTE TRI CS 
Date: 

Name: KEERTHI.R 
Reg NO. U4 MB 2b4,. Department: Obstetries ahd Gynaecology 

Q1: Plcase rate your overall satislaction with the format ol the coursC: 

. Excellent bery Good c. Satistactory d. unsalislactory 

Q2: Please rate course nolcs: 

Excellent b. Very Good c. Satisfactory d. unsalisfactory 

Q3: The lesture sequence was well planned 
Excellent b. Very Good c. Satislactory d. unsatislactory 

Q 4: The lectures were clear and easy to understand 
Excellent Very Good c. Satisfactory d. unsatisfactory 

a. 

Q5:Please rate the quality of pre-course administration and information: 
Excellent b. Very Good c. Satisfactory d. unsatisfactory 

Q6: Any other suggestions: 
Comments: 

Thank you for taking the time to complete this survey, your comments are much appreciated. 
OPTIONAL Section: Name 
Signature 

Date 
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6UL /DNVKPL 1DUD\DQD LQVWLWXWH RI 0HGLFDO VFLHQFHV�
%KDUDWK ,QVWLWXWH RI +LJKHU (GXFDWLRQ DQG 5HVHDUFK�
&KHQQDL�

7KURXJK 3URSHU &KDQQHO
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7KH 'HDQ�
6UL /DNVKPL 1DUD\DQD LQVWLWXWH RI 0HGLFDO 6FLHQFHV�
%KDUDWK ,QVWLWXWH RI +LJKHU (GXFDWLRQ DQG 5HVHDUFK�
&KHQQDL�

6XE� &RPSOHWLRQ RI YDOXH�DGGHG FRXUVH� 3V\FKLDWU\ LQ 2EVWHWULFV

'HDU 6LU�

:LWK UHIHUHQFH WR WKH VXEMHFW PHQWLRQHG DERYH� WKH GHSDUWPHQW KDV FRQGXFWHG WKHYDOXH�DGGHG
FRXUVH WLWOHG� 3V\FKLDWU\ LQ 2EVWHWULFVRQ -XO ���� � 'HF ���� � :H VROLFLW \RXU NLQG DFWLRQ WR VHQG
FHUWLILFDWHV IRU WKH SDUWLFLSDQWV� WKDW LV DWWDFKHG ZLWK WKLV OHWWHU� $OVR� , DP DWWDFKLQJ WKH SKRWRJUDSKV
FDSWXUHG GXULQJ WKH FRQGXFW RI WKH FRXUVH�

.LQG 5HJDUG
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(QFO� &HUWLILFDWHV
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