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Introduction.
Bipolar disorder is a severe and chronic mental health condition characterised by episodes of mania, hypomania and depression. The condition affects approximately 1–2% of the population and is associated with significant functional impairment, increased suicide risk and reduced quality of life (Grande et al., 2016). Because bipolar disorder often develops in early adulthood, many women are diagnosed during their reproductive years. As a result, the management of bipolar disorder during pregnancy has become an important area of clinical concern within perinatal mental health services.

Pregnancy and the postpartum period represent a time of increased vulnerability for women with bipolar disorder. Hormonal changes, sleep disruption and psychosocial stress can contribute to mood instability during this period. Evidence suggests that women with bipolar disorder face a particularly high risk of relapse during pregnancy and after childbirth. A prospective cohort study conducted by Viguera et al. (2007) found that approximately 71% of women with bipolar disorder experienced a recurrence of mood symptoms during pregnancy when mood stabilising medication was discontinued. These findings highlight the challenges faced by pregnant women with bipolar disorder and the clinicians responsible for their care.

Medication management during pregnancy involves balancing the need to maintain maternal mental health stability with concerns regarding the safety of pharmacological treatment for the developing fetus. Mood stabilisers such as lithium, lamotrigine and antipsychotic medications are commonly used to treat bipolar disorder. However, some medications have been associated with potential teratogenic risks, which may lead women to discontinue treatment during pregnancy. At the same time, untreated bipolar disorder can have serious consequences for both mother and baby, including increased risk of relapse, impaired functioning and poor engagement with antenatal care (Bergink et al., 2016).

Within the United Kingdom, increasing attention has been given to the importance of perinatal mental health care. The expansion of specialist perinatal mental health services within the National Health Service reflects recognition that women with severe mental illness require coordinated and specialised care during pregnancy and after birth. National guidance developed by the National Institute for Health and Care Excellence emphasises the importance of multidisciplinary care, careful medication review and shared decision-making when managing bipolar disorder during pregnancy (NICE, 2014).
 Despite improvements in service provision, uncertainty remains regarding optimal medication strategies and relapse prevention approaches for pregnant women with bipolar disorder. Understanding the existing evidence base is therefore essential for informing clinical practice and improving outcomes for both mothers and infants.

Review Question:
What does current evidence report regarding medication management and relapse prevention for pregnant women diagnosed with bipolar disorder within UK perinatal mental health services?

Objectives:
• To explore current literature on medication management of bipolar disorder during pregnancy
• To examine relapse risk associated with continuation or discontinuation of mood stabilising medication
• To identify relapse prevention strategies used in perinatal mental health services
• To identify gaps in current research relating to treatment and relapse prevention during pregnancy

Background.
Pregnancy can be a challenging period for women with bipolar disorder due to the increased risk of mood instability and relapse. Biological changes such as hormonal fluctuations and sleep disruption may contribute to the onset of mood episodes. In addition, psychological and social stressors associated with pregnancy and early parenthood can further increase vulnerability.

Research consistently demonstrates that the postpartum period carries one of the highest risks for relapse in women with bipolar disorder. Bergink et al. (2016) report that women with bipolar disorder have a particularly high risk of experiencing postpartum psychosis or severe mood episodes during the weeks following childbirth. These findings emphasise the need for careful monitoring and relapse prevention strategies throughout pregnancy and the postpartum period.

Medication management during pregnancy remains a complex issue. Lithium has long been considered one of the most effective mood stabilisers for preventing relapse in bipolar disorder. However, concerns have been raised regarding its potential teratogenic effects. Earlier studies suggested that lithium exposure during pregnancy may increase the risk of congenital cardiac abnormalities. More recent research indicates that although the risk exists, the absolute risk is relatively low compared with the potential consequences of untreated bipolar disorder (Patorno et al., 2017).

Lamotrigine has emerged as an alternative treatment option for some women with bipolar disorder during pregnancy. Lamotrigine is generally considered to have a more favourable safety profile compared with some other mood stabilisers. Wesseloo et al. (2017) examined relapse risk among pregnant women using lamotrigine and lithium and found that lamotrigine was not associated with significantly higher relapse risk compared with lithium.

Another important factor in relapse prevention is access to specialist perinatal mental health services. These services involve collaboration between psychiatrists, midwives, obstetricians and mental health nurses. Multidisciplinary care allows healthcare professionals to monitor symptoms closely, provide medication support and develop personalised relapse prevention plans for women during pregnancy.

Although progress has been made in improving perinatal mental health services, gaps remain in the available evidence regarding medication safety and relapse prevention strategies. A scoping review is therefore useful for identifying existing research and highlighting areas where further investigation is required.

Another important aspect of managing bipolar disorder during pregnancy is the role of pre-conception planning. Many women with bipolar disorder may become pregnant unexpectedly, which can make medication decisions more difficult. Ideally, women who are planning pregnancy should have the opportunity to discuss treatment options with healthcare professionals before conception. Pre-conception counselling allows clinicians and patients to review current medications, assess relapse history and consider potential risks associated with specific treatments. This process can help women make informed decisions about medication management and reduce the likelihood of abrupt treatment discontinuation once pregnancy occurs.

Healthcare professionals working in perinatal mental health services often emphasise the importance of shared decision-making. Rather than simply advising women to continue or discontinue medication, clinicians work collaboratively with patients to consider the risks and benefits of different treatment options. For example, women with a history of severe or frequent mood episodes may benefit from continuing mood stabilising medication throughout pregnancy, while others with a milder course of illness may consider gradual dose adjustments under medical supervision.

Psychosocial factors may also influence relapse risk during pregnancy. Stress, relationship difficulties and lack of social support can increase vulnerability to mood instability. Therefore, medication management should be considered alongside other forms of support, including psychological therapies, social support networks and regular monitoring by healthcare professionals. Perinatal mental health teams often provide holistic care that addresses these wider factors affecting maternal wellbeing.

In recent years, increasing attention has been given to improving perinatal mental health services across the United Kingdom. Expanding access to specialist care is considered an important step in supporting women with severe mental illness during pregnancy and the postpartum period. Early identification of women at risk of relapse allows healthcare professionals to implement preventive strategies and ensure that appropriate support is available throughout pregnancy and early motherhood.

Methods:
This study adopted a scoping review methodology to explore existing literature relating to medication management and relapse prevention in pregnant women with bipolar disorder. Scoping reviews are commonly used to map the available evidence on a particular topic and identify gaps within the literature (Arksey and O’Malley, 2005).

Search Strategy
Electronic databases including PubMed, MEDLINE and CINAHL were searched to identify relevant peer-reviewed research articles. The search strategy included combinations of keywords such as:
• bipolar disorder
• pregnancy
• perinatal mental health
• relapse prevention
• mood stabilisers
• lithium
• lamotrigine

Inclusion Criteria
• Peer-reviewed journal articles
• Studies examining bipolar disorder during pregnancy or the postpartum period
• Research addressing medication management or relapse prevention
• English-language publications

Exclusion Criteria
• Studies focusing on other mental health conditions
• Editorials or commentary papers
• Non-peer-reviewed sources

Five key studies were selected for detailed analysis. Data extracted from each study included research design, sample characteristics, medication type and main findings. The selected studies were analysed using thematic analysis in order to identify patterns relating to relapse risk and medication management.

Results
Overview of Included Studies:
Following the database search and screening process, five peer-reviewed studies were identified as relevant to the review question. These studies examined the relationship between medication management and relapse prevention in pregnant women with bipolar disorder. The studies included prospective cohort research, observational studies and population-based analyses. Although the methodologies varied, each study explored the impact of medication use during pregnancy on relapse risk or maternal and neonatal outcomes.

	Study.
	Design. 
	Population.
	Key Findings.

	Viguera et al. (2007)
	Prospective cohort study.
	Pregnant women with bipolar disorder.
	Discontinuation of mood stabilisers significantly increased relapse risk.

	Wesseloo et al. (2017)
	Population-based cohort.
	Women with bipolar disorder treated with lithium or lamotrigine.
	Lamotrigine was not inferior to lithium in preventing postpartum relapse.

	Bergink et al. (2016)
	Observational study.
	Women with bipolar disorder in the perinatal period.
	Lithium reduced postpartum relapse rates.

	Patorno et al. (2017)
	Cohort study.


	Pregnant women exposed to lithium.

	Lithium associated with small increase in cardiac malformations. 

	Poels et al. (2020)
	Observational study.
	Pregnant women treated with lithium. 
	Lithium exposure associated with increased miscarriage risk. 


The studies collectively provide insight into three key themes: relapse risk following medication discontinuation, effectiveness of mood stabilising medications, and the role of specialist perinatal mental health services in supporting women with bipolar disorder.

Theme 1: Risk of Relapse Following Medication Discontinuation
One of the most consistent findings across the literature is the significant increase in relapse risk when mood stabilising medication is discontinued during pregnancy. Women may choose to stop medication due to concerns regarding potential harm to the developing fetus. However, research suggests that this decision may increase the likelihood of experiencing severe mood episodes.

The prospective cohort study conducted by Viguera et al. (2007) examined relapse rates among pregnant women with bipolar disorder who either continued or discontinued mood stabilising medication. The study found that approximately 71% of women who discontinued medication experienced a recurrence of mood symptoms during pregnancy, compared with a significantly lower rate among women who continued treatment. In addition, relapse tended to occur earlier in pregnancy and lasted longer among women who stopped medication abruptly.

These findings highlight the importance of careful planning when managing bipolar disorder during pregnancy. Abrupt discontinuation of medication may destabilise mood and increase vulnerability to relapse. Therefore, healthcare professionals must work closely with patients to develop treatment plans that consider both maternal mental health needs and potential risks associated with medication exposure.

Relapse during pregnancy can have significant consequences for both the mother and the developing baby. Severe mood episodes may lead to poor self-care, reduced engagement with antenatal services and increased risk-taking behaviours. These outcomes demonstrate why relapse prevention is a key priority within perinatal mental health care.



Theme 2: Effectiveness of Mood Stabilising Medications
Mood stabilising medications play a central role in the treatment of bipolar disorder and are often necessary to maintain mood stability during pregnancy. Lithium is one of the most widely studied medications for relapse prevention in bipolar disorder.

Bergink et al. (2016) examined lithium use in women with bipolar disorder during the perinatal period and found that lithium treatment was associated with reduced relapse rates, particularly in the postpartum period. The postpartum period is considered a high-risk time for relapse due to hormonal changes, sleep deprivation and increased psychological stress following childbirth. The findings therefore suggest that lithium may play an important role in preventing severe mood episodes during this vulnerable time.

However, lithium treatment during pregnancy requires careful monitoring. Research has shown that lithium exposure may be associated with a small increased risk of congenital cardiac malformations in the fetus (Patorno et al., 2017). Although the absolute risk remains relatively low, clinicians must weigh this risk against the potential consequences of untreated bipolar disorder.

Lamotrigine has emerged as an alternative treatment option for some women with bipolar disorder during pregnancy. Compared with other mood stabilisers, lamotrigine is considered to have a more favourable safety profile. Wesseloo et al. (2017) conducted a population-based cohort study examining relapse risk among women treated with lamotrigine or lithium during pregnancy. The researchers found that lamotrigine was not associated with significantly higher relapse rates compared with lithium, suggesting that it may be a suitable option for some patients.

Medication decisions during pregnancy therefore require an individualised approach. Healthcare professionals must consider factors such as previous relapse history, severity of illness, medication response and potential risks to the fetus. Shared decision-making between clinicians and patients is essential to ensure that treatment decisions are informed and supportive of maternal mental health

Theme 3: Role of Specialist Perinatal Mental Health Services
Specialist perinatal mental health services play a critical role in supporting pregnant women with bipolar disorder. These services provide multidisciplinary care involving psychiatrists, midwives, obstetricians, psychologists and mental health nurses.

The aim of perinatal mental health services is to provide coordinated care that addresses both mental health and obstetric needs. Women with bipolar disorder often require close monitoring throughout pregnancy and the postpartum period to detect early signs of relapse. Early intervention can help prevent severe mood episodes and reduce the likelihood of hospitalisation.

Within the United Kingdom, perinatal mental health services have expanded significantly in recent years. These services often provide pre-conception counselling, medication review and personalised relapse prevention plans. By working closely with maternity services, perinatal mental health teams can support women in making informed decisions about medication use during pregnancy.

The involvement of multidisciplinary teams is particularly important because bipolar disorder affects multiple aspects of health and wellbeing. For example, psychiatrists may manage medication decisions while midwives monitor maternal and fetal health. Psychological support may also be provided to help women cope with anxiety, stress and the emotional challenges associated with pregnancy and parenthood.

Discussion:
The findings of this scoping review highlight the complexity of managing bipolar disorder during pregnancy. Women and healthcare professionals must navigate difficult decisions regarding medication use, balancing potential risks to the fetus with the need to maintain maternal mental health stability.

One of the most significant findings across the reviewed literature is the strong association between medication discontinuation and relapse risk. Evidence consistently demonstrates that women who discontinue mood stabilising medication during pregnancy are significantly more likely to experience recurrence of mood episodes. This finding underscores the importance of careful treatment planning and ongoing clinical support for pregnant women with bipolar disorder.

The results also highlight the effectiveness of mood stabilising medications in preventing relapse. Lithium remains one of the most effective treatments for bipolar disorder, particularly in preventing postpartum episodes. However, concerns regarding potential teratogenic effects mean that lithium treatment must be carefully managed during pregnancy. Regular monitoring of lithium levels and fetal development is essential to minimise potential risks.

Lamotrigine represents another important treatment option for pregnant women with bipolar disorder. Research suggests that lamotrigine may provide similar protection against relapse for some patients while presenting fewer risks to fetal development. However, further research is required to fully understand the long-term outcomes associated with lamotrigine exposure during pregnancy.

The review also emphasises the importance of specialist perinatal mental health services in supporting women with bipolar disorder. These services provide coordinated care that addresses both mental health and obstetric needs. By offering multidisciplinary support, perinatal mental health teams can help women make informed decisions about medication use and develop personalised relapse prevention strategies.

Despite these findings, several limitations within the existing evidence should be acknowledged. Many studies examining medication use during pregnancy rely on observational research designs rather than randomised controlled trials. This is largely due to ethical challenges associated with conducting experimental research involving pregnant women. As a result, the available evidence may be limited by potential confounding factors.

Another limitation relates to the relatively small sample sizes used in many studies. Larger population-based studies are needed to provide more reliable estimates of medication safety and relapse risk. Future research should also explore long-term outcomes for children exposed to mood stabilising medications during pregnancy.

The findings of this review highlight the delicate balance that must be achieved when managing bipolar disorder during pregnancy. While concerns about fetal safety are understandable, the evidence suggests that untreated bipolar disorder may present substantial risks for both mother and baby. Relapse during pregnancy can result in significant emotional distress, impaired functioning and difficulties engaging with antenatal care. In severe cases, mood episodes may require hospitalisation or emergency psychiatric intervention.

Another important consideration is the potential impact of maternal mental health on infant outcomes. Research suggests that severe maternal mood episodes during pregnancy or the postpartum period may affect early bonding and the development of the mother–infant relationship. When mothers experience severe depression or mania, they may struggle with emotional responsiveness or caregiving behaviours. This highlights why maintaining maternal mental health stability is an essential aspect of protecting infant wellbeing.

The evidence also emphasises the importance of individualised care when making medication decisions. Bipolar disorder varies significantly between individuals, and treatment strategies that are effective for one patient may not be appropriate for another. Factors such as previous relapse patterns, medication response and personal preferences must all be considered when developing treatment plans. For this reason, multidisciplinary collaboration within perinatal mental health services is particularly valuable.

Despite growing research in this area, several gaps remain in the evidence base. Many studies investigating medication safety during pregnancy rely on observational data, which may be affected by confounding variables such as illness severity or comorbid conditions. Additionally, ethical challenges limit the ability to conduct randomised controlled trials involving pregnant women. As a result, clinicians must often rely on the best available observational evidence when making treatment recommendations.

Future research should focus on improving understanding of the long-term outcomes associated with prenatal exposure to mood stabilising medications. Large population-based studies may help clarify the potential risks and benefits associated with different treatment approaches. Furthermore, qualitative research exploring the experiences of women with bipolar disorder during pregnancy may provide valuable insights into how healthcare services can better support this population.

Conclusion:
Managing bipolar disorder during pregnancy is complex and requires careful, well-informed decision-making from both women and healthcare professionals. This review has highlighted that medication management and relapse prevention are central to ensuring positive outcomes, yet they remain challenging due to the need to balance maternal mental health with potential risks to the developing fetus. There is no single or risk-free approach, which makes individualised care especially important in this context.

The evidence explored throughout this review consistently demonstrates that discontinuation of mood stabilising medication is strongly associated with an increased risk of relapse during pregnancy and the postpartum period. Women who stop medication are significantly more likely to experience recurrence of mood episodes, often earlier and with greater severity. This is particularly concerning given the serious impact relapse can have on both maternal wellbeing and infant outcomes. Untreated bipolar disorder may lead to impaired functioning, reduced engagement with antenatal care and, in more severe cases, hospitalisation or increased risk to personal safety. These findings highlight that avoiding medication is not without consequence and, in many situations, may present greater risks than continuing treatment.

At the same time, concerns regarding medication safety remain valid and must be carefully considered. Medications such as lithium have been associated with a small increased risk of congenital abnormalities, while other treatments may also carry potential risks. However, more recent research suggests that these risks are lower than previously thought and should be interpreted within the wider context of maternal health. In practice, this means that decisions about medication use during pregnancy should not be based solely on potential fetal risk, but rather on a balanced understanding of both the risks and benefits. This reinforces the importance of shared decision-making, where women are supported to make informed choices about their care.

Another key finding of this review is the significant role of specialist perinatal mental health services. These services provide multidisciplinary care, bringing together expertise from psychiatry, midwifery, obstetrics and mental health nursing. This collaborative approach allows for closer monitoring, more informed medication management and the development of personalised relapse prevention strategies. In addition, continuity of care across the perinatal period is essential, particularly during the transition from pregnancy to the postpartum phase, which is known to carry a high risk of relapse.

It is also important to recognise that relapse prevention extends beyond medication alone. Psychosocial support, psychological therapies and practical interventions such as sleep management can all contribute to maintaining stability during pregnancy and early motherhood. Women with strong support networks and access to comprehensive care are more likely to experience positive outcomes. This highlights the need for a holistic approach that addresses both clinical and social aspects of care.

Despite the insights provided by this review, several gaps remain in the current evidence base. Much of the existing research relies on observational studies, which may be influenced by confounding factors and limit the strength of conclusions that can be drawn. There is a clear need for further research, particularly large-scale and long-term studies, to better understand the safety and effectiveness of mood stabilising medications during pregnancy.

In conclusion, the management of bipolar disorder during pregnancy requires a careful, balanced and individualised approach. The evidence suggests that continued, well-monitored medication use, supported by specialist perinatal mental health services, plays a crucial role in reducing relapse risk and improving outcomes for both mother and baby. Strengthening clinical guidance, improving access to services and continuing research in this area will be essential in supporting women with bipolar disorder during this important period of their lives and beyond.




Recommendations:

• Increased access to specialist perinatal mental health services across the UK.
• Greater emphasis on pre-conception counselling for women with bipolar disorder.
• Continued research on the safety of mood stabilising medications during pregnancy.
• Development of personalised relapse prevention plans for women with bipolar disorder.
•Resources for women who are homeless and have bipolar and are pregnant. 
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