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pIEgnancy and what should you
do?

, — Dr Cathy Hapgood
| Psychiatrist
Walitemata DHB
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NAEnRtified PH serious psychiatric illness.

- lelepii] J" I EHl of mental illness.

- C om" unlcatlon between GP and midwife.
Referral to psychiatrist in pregnancy so
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':""’ hat risk management plan could be
made.
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y Adm];;]or% nay still have been necessary.
EESS SUnp rise and trauma.
i er pregnancy.
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IPESCIIEd since middle ages.
givarce t reatise mid 19™ century.

> ieplele 1 1987 Increase admissions post
~  par ﬂm

.—ﬁé:’EI\/ID UK since 1997
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SREEYCHIELAC diserders and suicide in particular
a6l cause of maternal death.
..E

VSTt i/ oft women who committed suicide had
SeVe e mental illness.

-} -__-:"'lad been treated by psychiatric services in
- that pregnancy.
» Half had a past history of admission to a
psychiatric unit.
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SOOlIINENNNCreased rates of affective psychosis
IRE oc St partum period.

\/\/omrm fwho died by suicide did so violently
ating serious mental illness.

Uica
—= e er more socially advantaged then other
== 'maternal deaths.

“» |llnesses had rapidly deteriorating course.
® Most post natal recurrence of existing disorder.




Nhyrdenweneed to know about
ESyeHiaidc diserdersiin preg
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Je\,., the commonest complication of
birth.
- ey are the leading cause of death in the first
== -e gt partum year (CEMD).
= . even when recorded there is a high risk of

=& madequate antenatal care.

e .. risk of relapse Is high for some disorders and
comes with a long warning period.
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SESYEIatic [INESS can e precipitated by
plEegnancy and childbirth, both new
fJJJOfG 3['S and recurrence.

- Hr"a Aancy can effect existing psychiatric
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— —disorders.

_.-
e
o

=e. Psychlatrlc disorder can have an effect on
~ the obstetric course and ultimately the
baby.

. —_




_—

yiepa-disorders, -~ = -

i — — -

SNVBeW diserders are common ini pregnancy.
I rlur third trimester.

r\oeu,r-: depressed mood.

SRR -factors similar to non pregnant women.

Y unger soclally disadvantaged, low SE group,
~ more children.

® Overall high risk development of mood disorder.
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2ECOgNItion of depression |

IS AlG .
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ElIEf that pregnancy is a happy time.
SAIIIFIC ;pregnancy similar to depression.



Blues

ijost Natal Depression
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Puerperal Psychosis
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FO5IELal depression

SONSEL U9 101 6-MoNnths' post partum.

- Celf] Jru‘ rom weeks to even years.
=usual . Sx of depression.
S Atment anti depressants and
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= ychotherapy CBT.
e ncidence around 15%



o EST OR PLEASURE plus
SVABPELILE Chiange
- Jmomzp a or nypersomnia
- P3 ff"‘ omotor agitation or retardation
o J_,,,:c S energy or fatigue
-:'_:‘ie ‘X/Vorthlessness or guilt
- = Diminished ability to think or concentrate
® Recurrent thoughts death, suicidal ideas or plan

® Used to be thought atypical.
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50%) rleg sed in attimester
shiatric history of depression.
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> rligjf] mor'u’c‘" i
S=CIREach ing effects on woman, infant and
family.



vigildgement,,. -
> Moty Al naged in Primary Care
= EPDS \ Uable screening tool.
= kel ber PTSD post partum
_ __,a{ al Support really important
— = Encourage use of support group
~ = psychological treatment CBT IPT
® Antidepressants if moderate or severe

® Use psychiatric services for consultation
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o uicical
- JJooJrrr‘e pressmn suspected
SRPEyCho tic
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== "aﬁy onset post natal with elevation

— I

ii_—:?gy_chomotor agitation/retardation
" ® FH bipolar disorder
® PTSD
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AIEYIET A psychosis

y ONSEL Tirst L 2 52/ POSt partumrup to 3/12
ES)C eu; Emergency
eks to months
SESEVENE éffectlve schizophreniform anad
' RIUSIoN
"'f*qnmdence 3:1000
o Jreatment includes medication and admission
e ECT
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SIPEISIoNS; halltcinations , perplexity ana
CONfision:
Ssness IS often an early symptom

L
;’1 b 1S NOT normal to have difficulty sleeping
_st partum
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- B]OOJrlr offs rer withr childbirth as specific
THJJer

rIrLJ onset rapid deterioration

0% pUerpera recurrence

_% non-puerperal recurrence FH
mportant
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RECUNTENce post pantu =

> Blogleigel]] sorder
> rllejnl r_@:' ‘relapse 70%

o (*gnf'f-” warning time
l: tlen onset
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= Rapid deterioration
e Well in pregnancy
* Mood stabilisers may have been stopped.



T'm right there in the room, and no one even acknowledges me.”

The New orker, 0/18/06
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Al Wome\/\"r';l afiseverey
iliness should be seen by a

95y chiatrist In pregnancy so that a
el magement plan can be made prior

== ~ to delivery and shared with the
,- woman and her family.
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p Uerperal PsSychosis
> B OoJrnr 1sorder
- phrenla

Sev re Depression (Psychotic & Non-
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..._ 'E sychotic)
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® Schizoaffective Disorder



pregnancy on‘e@@ﬁl*
ric dISTMEL _

Sipplardisorder risk depressive relapse in
grEgiancy and very high risk mania post natal.
Sehiizephrenia relapse usually caused by

5(0) _1ng medication.
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SN worsening schizophrenia postpartum but
Q renting a concern.

* Depression up to 50% relapse rate in
pregnancy.
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SACHIHCEN alEUL effect off psychotropic
Edications on feetus fram women and health
pleressionals.

Vied cations are sometimes stopped suddenly
Withrdevastating effects on women and her

— fﬁlly
="
= °Al| decisions to continue are risk/benefit.
® Discussion re pregnancy should occur with all

women ofi childbearing age.
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Wemen with schizephrenia have higher
genltal abnormality.

ing evidence that anxiety and depression
nancy can have long lasting adverse
5” ts 0on child development.
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:_"1'* _’rjt Imate partner stress may be |mportant

“» Some evidence that emotional support improves
outcome.
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SEVEre mental iliness is associated with...
> Sf no&mc 2
'_(_ﬂ-’sﬁ ce abuse
Icohol use
= if‘oor nutrition
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- ® 50cio economic disadvantage
® Pre term delivery



=SV mrur c problems
- Jomr& |c vielence
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== Df e 0| /Alcohol
‘J’Gare and Protection Services
- POOR Obstetric Outcome!
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SEOIMPIEX and Inter-related

- Jn'fanj_f ielationship with primary caregiver
gifgreat Importance.

_ S/ _Jﬁ’fél lliness in parent can affect almost

_— ® -

—— all'aspects of child development.
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~ ® Separation traumatic for mother and baby.

* |nfanticide rare but significant risk of
severe psychosis usually depressive.
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VIESieed to ask about PPH and FH
- C ommu._s Importance. Reduces stigma.

= [LMC 2 nd GP need to pass on important
mﬁ matlon

- chlatrlst and women of child bearing age
when prescribing.

® Women sometimes fear the answers and so
don’t ask.
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Sy CHIALNC Care not optimal.

A emIssion without baby.
) ﬂisrupted.

sieastieeding stopped.
=S 05t confidence and disempowered on return

-
— e

— = hiome.

= Family distressed.

‘o Traumatised by hospitalisation.

® Eully recovered at 12-months post partum.
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ONVOmeEn 1" 1000 Who deliver will oe
sefEusly: mentally ill, most with affective
(HJOFC‘FS

~Me Iy reguire psychiatric admission.
160,000 deliveries last year.
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= s Advocate for Mother/Baby unit in North
Island.

® There are many Sophies in New Zealand.



VEntal ILLNESS in pregnancy
and what should WE do?
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