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Abstract
Purpose The aim of this study was to explore the experiences of women living with severe mental illnesses making decisions 
about psychotropic medication use in pregnancy and breastfeeding, and what helped or hindered the decision-making process.
Methods We report on a qualitative study from 12 women who attended the pregnancy service between May 2018 and 
June 2019. Interviews occurred at 4–6 weeks postpartum on women with severe mental illnesses, which was nested within 
a larger mixed-methods study.
Results Three main themes were elicited from the participants’ transcriptions and included (i) the decision-making process 
with subthemes of shared decision-making, consistency and complete care, collaboration and clear communication, and chal-
lenges of managing medication; (ii) how information is given, with subthemes of information delivery and communication 
breakdown; and (iii) breastfeeding dilemmas with subthemes of lithium and breastfeeding choice and autonomy regarding 
breastfeeding on medication.
Conclusion Findings offer understanding of patients’ experiences in the decision-making and use of psychotropic medication 
during pregnancy and breastfeeding. Women living with severe mental illnesses, such as bipolar and psychosis, face difficult 
medication decisions due to uncertainty around use in pregnancy, potentially causing conflict with their dual role as both 
persons with a diagnosed mental illness but also new mothers. The clinician needs to provide comprehensible and concise 
information, giving space for a woman’s voice to be heard to guide them from a position of hesitancy to one of assurance. Col-
laboration within a multidisciplinary team and external care providers combined with consistency of care assists this process.
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Introduction

Many women with severe mental illnesses (SMI) are moth-
ers (Howard et al. 2001), and in Australia, over half of 
women with an SMI diagnosis have had children (Morgan 
et al. 2014). SMI can have long-term impact on the well-
being of mother and child due to a constellation of risk fac-
tors, including the severity of the mental illness and the chal-
lenges associated with its treatment, and this is especially 
so for those living with severe mental illness defined in this 
study as those with schizophrenia and other psychosis, and 
bipolar disorders (Jones et al. 2014). Over recent decades, 
the prescribing of fertility-sparing medication increased 
access to specialized perinatal mental health services, and 
support in their parenting choices (Nicholson 2014) has seen 
women living with SMI become mothers; therefore, man-
aging their pregnancy care is crucial to ensuring optimal 
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outcomes. There is a need for health professionals to develop 
enhanced models of pregnancy care, as well as act collabora-
tively, considering the patients’ and their families’ perspec-
tives (Kim 2012; Shah 2012).

Factors that inform management for both parents and 
treating clinicians include the nature and stability of the ill-
ness, uncertainty about relative risks and benefits, the con-
sequences of untreated illness, and exposure to medications 
for the fetus in the antenatal and postnatal period (Jones 
et al. 2014). The impact mental illness has on women with 
SMI in their capacity to make informed decisions, feelings 
of reduced autonomy over decision-making, and the process 
and stigma regarding their ability to be caring parents (Baga-
dia et al. 2020) is an important consideration.

Several qualitative studies have recently been released 
discussing the experiences of women within perinatal ser-
vices (Bagadia et al. 2020; Banerjee et al. 2021), but little 
remains known as to how women’s experiences impact their 
decisions regarding medication use and care through preg-
nancy and postnatally, specific for those living with severe 
mental illness such as bipolar disorders and schizophrenia. 
A narrative review of decision-making for antidepressant use 
during pregnancy by Hippman and Balneaves (2018) sug-
gests that women want a nonjudgmental environment where 
this can occur. Furthermore, they describe barriers and facil-
itators to this process rely on cognitive factors, including 
trustworthy sources of information, emotional factors related 
to severity of illness, stigma and guilt, and social support 
(Hippman and Balneaves 2018).

To gain a better understanding of psychopharmacological 
treatment within a specialized perinatal mental health ser-
vice, we undertook a qualitative study nested within a larger 
mixed methods study. The aim of this qualitative study was 
to explore the experiences women living with severe mental 
illness had in making decisions about psychotropic medica-
tion use. Additionally, we wished to explore the information 
that was provided on medications in pregnancy and breast-
feeding, and what helped or hindered women’s decision-
making process.

Method

This nested qualitative study was part of a larger mixed 
methods naturalistic study (Frayne et al. 2020) involving 
longitudinal data collected over the course of the pregnancy 
for women who were seen at an antenatal service dedicated 
to the management of women with SMI. We followed a 
pragmatic paradigm to guide our study, which focused 
on an understanding of the complex needs for pregnant 
women with SMI and on efforts to provide practical guid-
ance and give meaning to and understand the consequences 
of our health care delivery. We employed a postpositivist 

approach with the assumption of an external reality that can 
be documented and understood (factors that impact wom-
en’s perceptions and experiences of taking psychotropic 
medications during pregnancy and breastfeeding) as well as 
objective methodology with co-author RE, an independent 
interviewer.

Diagnoses for the service including schizophrenia or psy-
chosis (ICD code: F20, F25, F28), bipolar affective disorders 
(F31), and severe non-psychotic condition, with antenatal 
care delivered through a multidisciplinary team comprising 
of a psychiatrist, obstetrician, midwife, social worker, and 
dietician, further described in detail elsewhere (Frayne et al. 
2019). The decision-making model developed by Wisner 
et al. (2000) for risk-benefit discussions around psychotropic 
medication use in pregnant women is used within this ser-
vice and is delivered at their first booking appointment (usu-
ally between 12- and 20-week gestation) and continuously 
discussed throughout their pregnancy visits as needed.

Women who attended for care between May 2018 and 
June 2019 were recruited at their first antenatal appoint-
ment into the prospective mixed method study. Permission 
was obtained to contact them for a postpartum interview. 
The hospital human research ethics committee approved the 
study (RGS0000000532), and informed written consent was 
obtained. Demographic, pregnancy, and mental health data 
was collected during the pregnancy as per the larger mixed 
methods study protocol (Frayne et al. 2020). Interviewees 
were selected sequentially upon their delivery. Telephone 
interviews, of 15- to 45-min duration, took place between 
4 and 6 weeks postpartum. A semi-structured questionnaire 
was used for all interviews containing predominantly open 
questions encompassing three overarching topics relating to 
(i) information, (ii) barriers and facilitators, and (iii) support 
(see Appendix 1).

Qualitative data were transcribed, imported into NVivo 
version 12, along with undergoing sequential inductive 
analysis by RE, who was independent to the healthcare pro-
vided. Analytical memos were employed to further explore 
and reflect on the data. Participants were de-identified and 
described as P1-12. Codebook thematic analysis occurred 
after each interview, with data familiarization, coding and 
generating initial themes using an inductive/deductive 
method. Codebook themes were generated from reviewing 
the literature and after an initial read of the raw data by 
author RE, a psychiatrist, and then by JF, who had provided 
nonpsychiatric care to the women in pregnancy. Subthemes 
and themes were identified at a semantic level, conceptual-
izing ideas from the interviews. All authors developed and 
reviewed, refined and then defined theme labels (Braun and 
Clarke 2006). Saturation as described by Ando et al. (2014) 
and defined in this study as the point at which limited new 
concepts or descriptions relevant to the research aims were 
found after 12 recorded interviews.
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Results

A description of the sample of participants is shown in 
Table 1.

Three main themes were elicited from the participants’ 
transcriptions and included the decision-making process, 
information giving, and breastfeeding dilemmas. Table 2 
describes these further with the subthemes listed.

The decision‑making process

Shared decision‑making

Most women reported a discussion on risk-benefit analy-
sis, with risks of medication exposure to the baby antena-
tally and postnatally weighed against the risks of desta-
bilizing their mental health. “[Psychiatrist] went through 

Table 1  Demographics, psychosocial, and clinical profile of women with SMI

#parity = births completed

Patient Age (years) Country of birth #Parity Education level attained Psychiatric diagnosis Medication

P1 31 Australia 1 Not completed Bipolar type 1 lithium 450 mg
lamotrigine 50 mg, quetiapine 50 mg

P2 29 Australia 2 Year 12 Bipolar type 1 lithium 1250 mg
quetiapine 200 mg

P3 33 Australia 1 Tertiary Bipolar type 2 lithium 900 mg
duloxetine 120 mg
escitalopram 20 mg
lamotrigine 200 mg
quetiapine XR 250 mg

P4 36 Australia 1 Tertiary Bipolar type 1 aripiprazole 10 mg
P5 30 Australia 2 Year 12 Bipolar type 2 Fluoxetine 40 mg

lamotrigine 400 mg
quetiapine 100 mg

P6 41 Australia 2 Tertiary Bipolar type 1 lamotrigine 200 mg
escitalopram 10 mg olanzapine 2.5 mg

P7 34 Australia 6 Not completed Bipolar type 2 Lithium 450 mg
Olanzapine 5 mg mirtazapine 30 mg

P8 28 Afghanistan 1 Year 12 Schizophrenia olanzapine 5 mg
P9 33 Australia 3 Tertiary Bipolar type 2 quetiapine XR 300 mg
P10 37 Australia 1 Trade certificate Bipolar type 1 lamotrigine 300 mg

sertraline 100 mg
P11 33 Australia 2 Trade certificate Schizophrenia aripiprazole 10 mg

olanzapine 10 mg
P12 31 Ethiopia 2 Trade certificate Schizophrenia aripiprazole depo 400 mg

Table 2  Themes and subthemes on the experiences of women with severe mental illness making decisions about psychotropic medication use

Theme Subtheme Description

The decision-making process Shared-decision making Giving information and sharing the decision-making process 
was important for women to understand balancing the risk 
of medication.

Consistency and complete care Developing a holistic approach, feeling listened to, and having 
consistency in care

Collaboration and clear communication Consistent and clear advice across health providers
The challenges of managing medication Complicated further by polypharmacy, pregnancy, potential 

medication change needed
How information is given Information delivery Past knowledge and experiences, and how information was 

presented both verbally and nonverbally
Communication breakdown Due to cultural and language barriers being underestimated

Breastfeeding dilemmas Lithium use and breastfeeding choice Conflicting pressures
Autonomy regarding breastfeeding on medication Patient-centered focus, breastfeeding choices, support
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the side effects …we both decided that it was safest for me 
and my mental health if I stayed on the same medications 
(P5).” A shared decision-making process occurred often 
with the majority expressing that the clinicians consid-
ered their wishes when it came to treatment changes while 
ensuring they understood the risks involved. This process 
of deliberation occurred over multiple appointments, “I 
did stop the lithium about three weeks before he was born 
so I could try breastfeeding and I haven’t gone back…. 
That was my decision, but I had a lot of advice regarding 
that (P7).” A patient-centered approach included being 
heard, respected, and supported in choices. “I had a good 
experience, everyone listened to me, took into consid-
eration my feelings and the things that I wanted… (P7).” 
When a paternalistic model was used, women felt less 
engaged with these decisions, “Not good for baby, so they 
changed the medication to a different one… They gave me 
information, but I forgot (P12).”

Consistency and complete care

The health provider-patient interaction women experi-
enced from receiving care through a multidisciplinary 
team was central to developing a holistic approach. “You 
knew that you were seeing your obstetrician, your mid-
wife and your psychiatrist. I felt like I was being looked 
after head to toe (P6).” It provided an understanding of 
how their mental health was interconnected with their 
antenatal care. “For me the reason I was there was for 
mental health issues, and I felt this was really well looked 
after during pregnancy…’ (P3) and ‘…because my men-
tal health wasn’t great and having a lot of appointments 
where people listened to me, I felt really, good about 
that… (P7).”

All women commented that consistency in staff was 
a strong factor in developing rapport and trust required 
to make treatment decisions. Even when care was per-
ceived as being of high quality, “It was very good, 
happy with the doctors I saw - but it would have been 
better to have more consistency (P4).” Not only consist-
ency during their pregnancy care but having a long-
standing therapeutic relationship within the community 
was valued. “Important [having the same psychiatrist 
through pregnancy] - but not as important as I have a 
psychiatrist outside the hospital that I have been see-
ing for a long time (P9)” and “It was mainly my GP 
who had gone through that, but additionally I had seen 
the psychiatrist, which was the same psychiatrist that 
I had last time [in pregnancy] (P5).” Women without 
this consistency expressed difficulties in establishing 
a strong therapeutic relationship, “That [psychiatrist] 
kept swapping and changing, I didn’t know who was 
there really (P2).”

Collaboration and clear communication

All interviewed women were on psychotropic medication, 
either with monotherapy or more commonly polytherapy, 
prior to engagement with the antenatal service. Some were 
managed in the community with access to community men-
tal health services or private psychiatrists and others by their 
general practitioners. Collaboration and clear communica-
tion with community health providers were seen as impor-
tant components to care. “We were linked in and discussing 
it all together (P7).” One woman had sought preconception 
counseling at the hospital through referral from her private 
psychiatrist. “This [medication] was stopped with precon-
ception counselling, a decision made at the time jointly with 
preconception counselling [at the hospital] and my private 
psychiatrist (P4).” Patients were reassured when their usual 
treating doctor agreed with the specialist perinatal mental 
service recommendations, reinforcing a collaborative man-
agement approach and continuity of care. “This was the 
advice with my private psychiatrist, and this was the same 
advice given by [perinatal psychiatrist] after I got pregnant 
(P4).”

Challenges of managing medication

Most women in this sample presented for antenatal care with 
multiple prescribed psychotropic medication. Pregnancy was 
utilized as a motivator for change for some, with women able 
to reduce medications if clinically appropriate with the sup-
port and an acknowledgement of the difficulties. “They kept 
emphasizing that I would be well supported, and it might 
be in mine and the baby’s best interests to try and wean off 
some of my medication so that’s why I eventually decided 
to try it. That was why I was successful in coming off two 
medications before I gave birth. I am still off those medica-
tions… (P3).”

Ceasing medication was sometimes not a choice with 
adherence challenges compounded by the pregnancy. “Occa-
sionally I would forget to take things but that could be baby 
brain and being pregnant…In my pregnancy I really strug-
gled with implementing stuff myself (P1).” With regular 
antenatal appointments and concurrent psychiatric review, 
patients who struggled with medication adherence found 
routine monitoring beneficial. “They would always ask me, 
like every appointment what I was taking… (P1).”

How information is given

Information delivery

A verbal exchange of information was reported regard-
ing medication use during consultations, particularly for 
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multiparous women who had discussed medication in previ-
ous pregnancies. “I know all about it. Been through it heaps 
of times’ (P2). Women who had been stable on medications 
for many years reported similar discussions ‘all verbal, but 
to be honest it’s not like I started any new medications, so I 
already knew about the medications that I was on and how 
they affected me (P3).”

Written information was appreciated; however, it was 
most beneficial when done as part of a discussion. “I would 
prefer someone to sit down and talk than be given a pam-
phlet (P8).” Written information allowed women to process 
it in their own time and gain clarification through further 
discussion with their treating clinician. “[The psychiatrist] 
printed stuff out for me and would highlight the really impor-
tant bits that I needed to look at. …would discuss it with me 
before they gave me the leaflets… That was really good (P1)” 
and “to have it all additionally down on paper to take home 
as well I found that easy for me (P5).”

Being given ample opportunity to discuss treatments 
strengthened health literacy. “[Psychiatrist was] amazing 
at talking these things through with me. And I think that if 
someone is talking things through and not just talking at 
you like, you have got to do this or you have got to do that 
but listening to where you are coming from and supporting 
you… (P1).” Allowing questions to be asked in a supported 
environment was seen as beneficial. “Being supportive, 
being listened to and answering all my questions, because I 
ask a lot of questions helped (P7).”

Information delivered in early pregnancy needs to be 
re-evaluated when deteriorations in mental health require 
sudden changes at a later stage of the pregnancy “I was on 
one medication and then it was changed to another at the 
last minute... You know, it’s a big thing - you’re thinking 
that you are on one medication… and then suddenly the 
advice is to go on this medication [lithium] and you can’t 
breastfeed (P6).”

Communication breakdown

Some instances of communication breakdowns occurred due 
to cultural and language barriers. Even though several of 
the women in the study were deemed to speak English and 
interpreters were seen as not required, a lack of scrutiny 
occurred as to whether the information delivered had been 
adequately understood. “…They gave me a pamphlet... they 
never discussed. They said …as this is the one you have been 
using, it was fine for pregnancy. … After they said it was 
ok to breastfed, but no other information given’ (P8) and ‘I 
never had an interpreter at any of the appointments (P12).” 
These language barriers and cultural differences may have 
also impacted a woman’s sense of self-advocacy to ask for 
further clarification, “[interviewer - Was this offered?] Not 
so much, but I didn’t really ask them to (P12).”

Breastfeeding dilemmas

Lithium use and breastfeeding choice

While most women’s choice to breastfeed was respected, it 
became more complex when women were treated with lith-
ium. Woman also sought advice from other sources. “I also 
saw a lactation consultant outside the clinic… she said she 
wouldn’t support me breastfeeding on lithium either (P1)” 
and “I always research on the internet (P 11).” Women were 
offered options for medication changes to support the choice 
to breastfeed. “They said the only way I could breastfeed was 
through valproate, but it doesn’t agree with my body…So 
I said no, I’d rather bottle feed (P2)” and “I really wanted 
to [breastfeed]…I was given information around the side 
effects of the medication on breast feeding. The fact that 
I couldn’t breastfeed on lithium, and because I was on the 
lower dose it was decided to come off lithium (P7).”

Women felt conflicting pressures regarding lithium. 
One woman expressed feeling pressure to cease lithium to 
breastfeed when she preferred formula feeding and attributed 
this to the “pro-breastfeeding” (P3) stance of the hospital. 
Another expressed feeling pressure to commence lithium 
treatment without proper acknowledgement of her intentions 
around breastfeeding. “That was a bit of an issue deciding 
if I wanted to go on the lithium afterwards... this had been 
discussed previously before I got pregnant … but when going 
on lithium came up - it was all a bit of a last-minute thing… 
(P6).” A shared decision approach enabled a compromise in 
this case. “I gave the baby a couple of feeds before I went on 
lithium that night…I was happy enough to get those feeds in. 
That was planned and discussed (P6).”

Autonomy regarding breastfeeding on medication

Autonomy over breast feeding choices was raised by several 
women in the study. After receiving information regarding 
transmission through breastmilk, they felt able to make 
informed decisions regarding medication changes. “[The 
psychiatrist] had gone through the statistics of what could 
happen and how minor they actually were but left the deci-
sion up to me if I wanted to change the medication, but this 
was the most stable I had been in years (P5)” and “some 
babies get affected by it, some don’t. They were just - it’s up 
to you (P10).”

One woman felt her decision regarding breastfeeding was 
not supported with some hospital staff unaware of the risks 
in women with SMI. She felt immense pressure to breast-
feed against her initial plans, which ultimately had a nega-
tive impact on her mental state. “I had initially decided not 
to breastfeed as I did it in my first pregnancy… the [mid-
wife] encouraged me to breastfeed, whereas the psychiatrist 
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didn’t...Unfortunately, I felt a little bit pressured to breast-
feed and I became ill when on the ward after having the 
baby (P11)” and “…we were told different things in terms of 
breastfeeding. It would have been good to have more consist-
ency with information (P4).”

Women’s perspectives on breastfeeding influenced their 
treatment choices. Prioritizing mental health over breast-
feeding for some women was seen as recognizing their own 
needs. “To be honest there was other reasons as well [not 
to breastfeed] - bottle feeding was more convenient to me…
part of my mental illness is that sleep is very crucial to being 
mentally healthy (P3)” and “it would mean that my hus-
band could feed my son as well as I could. So even though 
I do the majority of all feeding it just allows me to have 
some time out and something he could help me with. So that 
was one of the main considerations for bottle feeding (P3).” 
Some however enjoyed the positive mental health aspects 
of breastfeeding. “… that emotional bonding, I really enjoy 
breastfeeding as I feel we have such a strong connection 
from that. It is an amazing connection. We both feel content 
when breastfeeding (P5).”

Discussion

Women with severe mental illness face difficult decisions 
when it comes to medication use due to the complex nature 
of their mental illness and the medication prescribed, along-
side some uncertainty with the use of these medications in 
pregnancy and with breastfeeding. Findings from this quali-
tative study offer further understanding of patients’ expe-
riences in decision-making about the use of psychotropic 
medication during pregnancy and breastfeeding. In our 
study, women reported factors that positively influenced the 
decision-making process around medication that included 
a shared decision-making model, having an established 
therapeutic relationship with a multidisciplinary team that 
viewed mental health as part of total patient care, collabora-
tion including good communication involving external treat-
ing clinicians’ consistent information delivery, and a sense 
of agency and autonomy when making decisions for their 
treatment, especially regarding breastfeeding.

Decision-making among pregnant women in general, 
including those with anxiety and depression, is most strongly 
influenced by health practitioners, family, and the internet 
(Hameen-Anttila et al. 2013; Kothari et al. 2019). Health 
professionals need to discuss the information sources used, 
interpret this health information, and tailor it the specific 
needs of the individual as part of the collaborative decision-
making (National Collaborating Centre for Primary 2009). 
While this is brought out to some extent in our interviews, 
the interaction with health practitioners for women living 

with SMI relies on delivering clear and targeted information 
and providing ongoing support.

Many factors in the health provider-patient interaction 
may influence the decision-making process of whether to 
continue or change antipsychotic medication, and giving 
adequate evidence-based information about the known safety 
profile may not be enough. Consistency of staff and collabo-
ration, within a multidisciplinary team and with community 
health providers involved in their care, were reported in our 
interviews to support an environment of trust in which this 
could safely occur. The literature supports this approach, 
with trust seen as essential for willingness to follow health 
advice (Bakhireva et al. 2011) and continuity of care as an 
essential element in providing a trusting relationship in preg-
nancy care for women with SMI (Hauck et al. 2013). Women 
with epilepsy who are often on complex medication regimes 
had confidence in the information provided by their special-
ists, whose credibility appeared to have been enhanced by 
taking time to explain issues and answer questions as well as 
referring to the latest literature and consultation with other 
specialist colleagues (Widnes et al. 2012).

Health professionals are often regarded as a knowledge-
able source of information but can sometimes be conflicting 
in their advice, especially as new evidence-based informa-
tion becomes available. In fact, health professionals’ knowl-
edge of medication safety in pregnancy and breastfeeding is 
widely variable (Csajka et al. 2014; Williams et al. 2020). 
Women who receive contradictory information can have a 
negative impact on their health (Baggley et al. 2004), and 
this may potentially be supported in the future using decision 
aids (Broughton et al. 2021). However, conflicting informa-
tion can be given at any time across the continuum of care, 
as seen in several of our interviews, and is possibly best 
addressed through multidisciplinary education and clear 
documentation and planning. This is vital within a public 
health setting, as there remain challenges with staff flow and 
changes that can negatively affect the health provider-patient 
interaction.

Experiences reported by women on information provision 
from this research are supported by recent studies examining 
decision-making in the perinatal setting. A Cochrane review 
(Johnson and Sandford 2004) found that the combination 
of verbal and written health information enabled the provi-
sion of standardized care information to patients and fam-
ily, which appears to improve knowledge and satisfaction. 
One important aspect of the process of informed consent for 
many is the finding that following any medical consultation, 
only 20–60% of the disclosed information is retained, and 
nearly half of which is wrong (Petersen et al. 2014), rais-
ing the need for the consultation process to be flexible with 
follow-up rather than a once-off discussion and tailoring the 



385Experiences of decision making about psychotropic medication during pregnancy and…

1 3

information to the needs of the individual. Both of these 
aspects were reported to be positive influences in our study.

Given the complexity of treatment and the risks 
involved in continuing or discontinuing pharmacologi-
cal treatment in women with SMI, they require concise 
information presented in a timely manner that can be 
absorbed and reflected on. This is especially pertinent for 
women of culturally and linguistically diverse (CALD) 
backgrounds where written information followed by verbal 
discussion can enhance patient’s knowledge, satisfaction, 
and engagement (Tran and Castle 2009). Furthermore, it 
is important that we continually access the level of com-
prehension in women from CALD backgrounds and offer 
interpreters, even if they appear to speak adequate Eng-
lish, to improve overall health literacy. Though only two 
women in our sample were from a culturally diverse back-
ground, we found that health providers overestimated their 
comprehension of some of the issues around medication 
prescribing.

When considering engagement and collaboration, it is 
imperative that information be given in a sensitive, non-
judgmental, and non-stigmatizing method that engages 
women with SMI and empowers them to make informed 
decisions. This was seen in our study, especially around 
breastfeeding, and how their preferences and mental health 
status impact medication choice, with women shifting their 
priorities regarding self-care and parenting and face poten-
tial stigma for doing so. The NICE guidelines (2014) recom-
mend breastfeeding be encouraged in women with mental 
illness, and breastfeeding is an important concern for many 
who regard it as a central part of mothering and assists 
with infant attachment. With the public health emphasis on 
breastfeeding in terms of nutrition and welfare for babies, it 
is not surprising that many women have concerns and strong 
emotions about breastfeeding while on antipsychotic medi-
cation. Decision-making in regard to breastfeeding while on 
medication can be challenging, especially given reports of 
women receiving conflicting advice from health profession-
als (Baker et al. 2021) Some women in our study were able 
to self-advocate for their choices to breastfeed or formula 
feed where others felt rushed or pressured to decide about 
treatment.

Our study saw this for women who were prescribed 
lithium, with this treatment remaining controversial for 
breastfeeding women (Newmark et al. 2019) and not rec-
ommended based on risk benefit analysis (Galbally et al. 
2018; Poels et al. 2018). Decision hesitancy regarding the 
need to continue treatment versus a desire to breastfeed was 
tempered in our participants by experience with medication 
and mental health stability. The concerns raised by women, 
however, do highlight that any change to long-standing med-
ication should be discussed early, ideally in preconception 

counseling and repeated in pregnancy, with an individual’s 
choices remaining central to any decision-making (Galbally 
et al. 2018).

This qualitative study has enabled an exploration of the 
perspectives of women with SMI in pregnancy and breast-
feeding, especially in relation to psychotropic medication 
use. This work adds to the literature in acknowledging these 
issues for women with SMI and gives greater understanding 
for health professionals to deliver improved services specific 
to their needs. A limitation of this study is that the sam-
ple is recruited from women who delivered in a specialized 
perinatal and obstetric multidisciplinary setting, potentially 
introducing a sampling bias toward those with severe illness. 
Despite this, the knowledge and challenges highlighted from 
these interviews are likely to be similar in other services and 
may be greater in areas with no or limited perinatal mental 
health services. A further limitation might include memory 
bias related to recollected events, increased by only inter-
viewing the women and not the health workers. The experi-
ences of women with bipolar disorders compared to those 
with schizophrenia, while not highlighted in our sample, 
would benefit from further exploration.

Conclusion

Women with severe mental illness face unique challenges in 
the journey of motherhood, beginning at the point of precon-
ception. Access to multidisciplinary care allows for greater 
collaboration and continuity of care and helps women in the 
decision-making process. Women in this group face difficult 
decisions that emphasize their dual role as both persons with 
a diagnosed mental illness but also new mothers, with many 
options causing conflict. It is the clinician’s role to provide 
women with comprehensible, consistent, and concise infor-
mation, giving space for their voice to be heard, for them to 
be supported, and to guide them from a position of hesitancy 
to one of assurance.
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