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4. ANTENATAL CARE 

 Management of maternal depression or anxiety disorder is best evaluated and adjusted 

before conception to ensure proper treatment during pregnancy.  If possible non-

pharmacological treatment is preferred.  If pharmacological treatment is indicated, 

several factors influence the choice of antidepressants with particular attention given to 

prior response to pharmacological treatment and the safety profile. Untreated or 

undertreated mental health during pregnancy also carries risk.    

 It is not advisable to abruptly stop any antidepressant medication when pregnant as this 

can be associated with a risk of depression returning or withdrawal problems. The 

decision on whether to continue with treatment requires a risks vs benefits conversation 

with GP or mental health services.  It is important that women have all the information 

so they are able to make an informed decision. 

 At booking appointment all women should complete a prediction tool for emotional 

wellbeing in pregnancy.  If appropriate, refer to the Perinatal Mental Health Team.   

 All women that are taking an antidepressant should be provided with a patient 

information leaflet ‘Safety of Antidepressants in Pregnancy and Breastfeeding’. 

 During the antenatal period infant feeding method and information concerning 

antidepressants and lactation should be provided, and whenever possible the intended 

feeding method (breast or formula) should be agreed and documented antenatally.  The 

place of delivery should also be discussed. 

5. PLACE OF BIRTH 

 Women on a single antidepressant not exceeding the BNF maximum dose with 

stable mental health and no other risk factors may choose intended place of birth. 

 For more complex cases (e.g. on higher doses or multiple mental health or analgesic 

medications), they should be referred to the Specialist Public Health Midwife for 

discussion at the Public health Liaison meeting. It is advisable to deliver in the RD&E 

rather than at home or in a community unit.  If a woman choses to birth at home against 

advice please ensure that you have had an individualised discussion with a Neonatal 

Consultant around the implications for the baby if elements of care are declined post 

birth. This discussion may lead to consideration for a MASH referral being made. Any 

discussions should be documented on My Care so all care givers are aware 
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6. POSTNATAL CARE  

 Poor Neonatal Adaptation Syndrome (PNAS) is estimated to occur in 25-30% of babies 

who have been exposed to an antidepressant. Symptoms usually occur within 8 – 48 

hours of birth, and are generally resolved within 72 hours. Many babies will have mild 

self-limiting symptoms such as: poor or restless sleep, not waking to feed, poor feeding, 

agitation/irritability, vomiting and/or diarrhoea, tremors, jitteriness or stuffy nose. No 

specific treatment is required.    

 No observations for the neonate are needed if the woman is on a single 
antidepressant less than the BNF maximum dose, with stable mental health and 
no other concerns, hence this cohort do not have to stay in hospital. No specific 
monitoring is recommended for newborns or children who were exposed to an SSRI, 
SNRI or mirtazapine in utero or whilst breastfeeding. Routine discharge planning and 
later visits should be the same as for non-exposed healthy term and late preterm infants. 

 Before discharge from the maternity unit they should be given clear guidance about what 

to look out for and how to report any concerns with their newborn baby including a patient 

information leaflet. 

 Women may choose to stay for neonatal observation if they wish. 

 Baby should have the usual new-born baby check NIPE examination and Pulse 

Oximetry First Screening.  No additional investigations or tests are required.  Mother and 

baby can be discharged home in the usual way when medically fit. 

 For women taking more than one type of medication or at a higher dose than the 

maximum as stated in the BNF should be advised to stay and for their baby to be 

observed on the postnatal ward for at least 24 hours. 

 Babies may be hypo- or hyper-tonic (floppy or tense), sleepy or irritable, they can also 

develop abnormal movements (fits have occasionally been reported) and feeding 

problems which could potentially lead to hypoglycaemia or an abnormal respiratory 

pattern and occasionally apnoea. If any of these symptoms are present the infant needs 

a prompt medical review, wherever they were born. 

7. BREAST FEEDING 

 Breastfeeding in women who have taken antidepressants is generally considered to be 

safe. SSRI, SNRIs or mirtazapine are excreted into breast milk in small amounts and 

are considered ‘low risk’ or ‘very low risk’ in breastfeeding. Women taking mirtazapine 

should be advised to avoid co-sleeping (as per WHO advice for sedation medication) 

and childcare support overnight should be considered. Babies born preterm or with other 

health concerns should have a discussion about safety in breastfeeding prior to feeding.  

Women’s thoughts around feeding their baby should be explored as per Baby Friendly 

guidance.  Breastfeeding should be supported and appropriate information provided to 

ensure the woman has adequate knowledge on her feeding choices.  If support other 

than that provided by the community midwife is needed, referral to the Infant Feeding 

Coordinators can be considered in the antenatal period.   
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8.  RESOURCES 

8.1 More information can be found on the following websites for Healthcare workers: 

• In pregnancy: UK Teratology Information Service: 0344 892 0909 (9am-5pm 

Monday to Friday), www.uktis.org   

• In breastfeeding: Drugs and Lactation Database (LactMed): 

https://www.ncbi.nlm.nih.gov/books/NBK501922/  

• UK Drugs in Lactation Service https://www.sps.nhs.uk/atricles/ukdilas/: 0116 258 

6491, ukdilas.enquiries@nhs.net 

• The DPT Prescribing Guidelines for mental health conditions  

https://www.dpt.nhs.uk/resources/medicines-in-mental-health/for-prescribers-and-

professionals/clinical-protocols-and-prescribing-guidelines 

8.2 More information can be found on the following websites for Patients : 

• BUMPS - Best Use of Medicines in Pregnancy : 

https://www.medicinesinpregnancy.org/     

• Royal College of Psychiatrists patient information leaflets: 

https://www.rcpsych.ac.uk/members/your-faculties/perinatal  

• Choice & Medication website: 

https://www.choiceandmedication.org/devon/printable-leaflets/drugs-in-pregnancy/  
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10 MONITORING COMPLIANCE WITH THIS GUIDELINE  

Any concern or non-compliance with this guideline that is identified through the 
investigation of clinical incidents, claims or complaints will be reviewed as per the Trust 
Policies regarding Incidents, Claims and Complaints, and may result in an audit and/or 
amendment to the guideline. 

Relevant Policies: 

• Incident reporting policy and procedure 

• Claims management policy and procedure 

• Policy and Procedure for the Management of Complaints, Concerns, Comments 
and Compliments 
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