Response to Ian Smith
Hello Smith, thanks for sharing a thought-provoking response to this week's discussion post question on the week 5 and week 7 case studies were the clients in the two cases were pregnant.  Your recommendation to discontinue the patient's current medication, escitalopram, is valid if it does not yield the desired results. However, it is also significant to consider whether the current medication has been titrated to the desired doses to facilitate the attainment of the desired therapeutic effect. In treating the client were she pregnant, it would be significant to consider the use of SSRI medications which are FDA-approved for treating depression, including escitalopram (Lexapro), paroxetine, sertraline, or even citalopram (Stahl, 2021). Considering that the client's current dosage is within limits, there is no need to alter to a different SSRI as it doesn't pose the risk of adverse effects, including decreasing fetal survival rates. As such, it would be best if the client started on Lexapro 10 mg (escitalopram) and titrated to 20 mg while offering close monitoring. 
I agree with your recommendation to avoid breastfeeding while taking haloperidol due to its transfer into breast milk (Wolters Kluwer, 2023a). Healthcare providers must educate patients about the potential risks and alternatives available. Additionally, monitoring the infant closely for any side effects is essential, as extrapyramidal side effects can occur in infants exposed to haloperidol through breast milk. However, it is important to note that the decision to switch to formula feeding should be made in consultation with a healthcare professional, considering the medication would help the client address her symptoms. 
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[bookmark: _GoBack]Response to Caroline Knutti
Hello Knutti, thanks for the thought-provoking response to this week's discussion post question on the week 5 and week 7 case studies were the clients in the two cases were pregnant.  You noted that it is significant to continue with the lithium medication in treating the client's bipolar, even in an instance where she was pregnant (Molenaar et al., 2021). The difference in lithium serum levels between the neonate and the mother is important in ensuring safety. It is crucial to closely monitor the neonate for any signs of lithium toxicity, such as lethargy, poor feeding, or abnormal muscle movements (Poels et al., 2018). The use of lithium in treating Mrs. Sylvia Contesta's bipolar disorder would be paramount as it would help her manage her psychosis while ensuring the safety of her child. However, educating the mother about potential side effects and symptoms to watch out for can help in early detection and prompt medical intervention if needed.
Moreover, regular monitoring of both the mother's and neonate's lithium levels can provide valuable information that would guide the treatment process. It is also paramount to educate the client regarding potential risks and benefits linked with the recommended treatment options and the available alternative medications they can benefit from. Additionally, it is important to verify the current safety plan during pregnancy and postpartum to mitigate the risk of relapse due to emotional stress, which can endanger both the patient and the newborn. 
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