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Abstract

Perinatal mental illness is a significant complication of pregnancy and the postpartum period.
These disorders include depression, anxiety disorders, and postpartum psychosis, which usually
manifests as bipolar disorder. Perinatal depression and anxiety are common, with prevalence rates
for major and minor depression up to almost 20% during pregnancy and the first 3 months
postpartum. Postpartum blues are a common but lesser manifestation of postpartum affective
disturbance. Perinatal psychiatric disorders impair a woman’s function and are associated with
suboptimal development of her offspring. Risk factors include past history of depression, anxiety,
or bipolar disorder, as well psychosocial factors, such as ongoing conflict with the partner, poor
social support, and ongoing stressful life events. Early symptoms of depression, anxiety, and
mania can be detected through screening in pregnancy and the postpartum period. Early detection
and effective management of perinatal psychiatric disorders are critical for the welfare of women
and their offspring.
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Introduction

Perinatal mental illness is a significant complication of pregnancy and the postpartum
period, and is frequently encountered by the obstetrician—gynaecologist. The chapters in this
issue of Best Practice and Research Clinical Obstetrics and Gynaecology are principally
concerned with the most prevalent disorders: major depression, bipolar disorder, and the
anxiety disorders. In this chapter, we describe the various forms of perinatal mental illness
and address issues relating to epidemiology and risk factors. Subsequent chapters will
address detection of perinatal mental illness, effect of perinatal stress, anxiety, and
psychotropic medications on the developing fetus and infant, the long-term prognosis of
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perinatal mental illness, the varieties of psychological and medical treatments, and
psychiatric management of sleep disturbance and perinatal loss. The contributions come
from colleagues in the USA, Canada, UK, Australia, France, India, and Pakistan, which
gives this issue of Best Practice and Research Clinical Obstetrics and Gynaecology a diverse
and international perspective on the problem and management of perinatal mental illness.

Perinatal mental illness has been recognised since the time of Hippocrates, and commented
on through the centuries. In the 19th century, medical interest in perinatal mental illness
accelerated, along with more general interest in severe mental illness. Marcé [1], the
namesake of the major international society devoted to the study of perinatal mental illness
(the Marcé Society for Perinatal Mental Health), published an important series of case
studies of women suffering from various forms of perinatal mental illness over 150 years
ago. Across the 20th century, clinical accounts and research on prevalence, risk factors,
consequences to the mother, fetus, and infant expanded dramatically. Numerous government
agencies and professional groups have issued guidelines for the detection and management
of perinatal mental illness [2-5]. Increased clinical and professional attention, and financial
resources directed towards perinatal mental illness are warranted given the significant effect
of these psychiatric disorders on the lives of women, their children, and their families.

Studies on perinatal mental health also have been influenced by concepts emerging over the
past 2 decades relating to the centrality of the fetal milieu in shaping health throughout the
individual’s life. The dynamic mix of biological, socio-environmental and psychological
factors affect the expression of disease (and health) across the life span [6]. Fetal
programming refers to the capacity of the in-utero environment to modify the expression of
genes and interact with the genetic substrate to determine disease susceptibility in the short-
and long-term. High levels of stress and associated mental illnesses affect maternal and fetal
outcomes, and also long-term offspring health into adulthood. To the extent that negative
biopsychosocial exposures can be diminished, eliminated, or replaced with positive factors,
childbearing outcomes and the subsequent health of the mother of an offspring can be
improved. Focusing intervention on the perinatal period builds upon women’s interest in
embracing positive health behaviours to invest in the welfare of their offspring, such as
decreased smoking and alcohol use. This exciting area of investigation is reviewed in this
issue by Vivette Glover.

of perinatal mental illness

Perinatal mental illness refers to psychiatric disorders that are prevalent during pregnancy
and as long as 1 year after delivery. The postpartum time-frame is debatable: most
investigators use a period ranging from 4 weeks after delivery to 3 months after delivery.
Perinatal disorders ranging from mild depression and anxiety, mania, to florid psychosis all
fall under the rubric of perinatal mental iliness. Additionally, disorders that were present
before pregnancy, or recurring along with disorders that emerge during pregnancy or in the
postpartum period, are all considered perinatal mental illnesses. Among disorders that
emerge in the postpartum period, some emerge soon after childbirth, and others emerge later
or more variably. Do aetiology or prevention and treatment make a difference to any of these
distinctions? What does the practising obstetrician need to know? It is most important for the
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obstetrician to recognise psychiatric disorders that begin before pregnancy and carry on into
pregnancy, or that emerge during pregnancy, or that are prevalent in the early postpartum
period. In addition, the obstetrician should be aware of risk factors for perinatal mental
illness, and treatment and referral options.

Types of perinatal disorders

Perinatal depression

Perinatal depression is defined in various ways. At one end of the spectrum, perinatal
depression is defined symptomatically as exceeding a threshold on a screening measure,
such as the Edinburgh Postnatal Depression Scale [7]. For example, pregnant and
postpartum women are often asked to complete this 10-item questionnaire that asks about
depression and anxiety-related symptoms over the past 7 days. Scores can range from 0 to
30, and women whose scores exceed a specified threshold (usually between =10 to 13) are
often referred for further evaluation or treatment for a perinatal depressive or anxiety
disorder. More rigorous assessment occurs in the context of a clinical interview, such as the
Structured Clinical Interview for DSM-IV [8]. Of course, the clinician can assess for major
depression or a range of anxiety disorders without the aid of a structured interview protocol.
What is important is a determination of what a pregnant or postpartum woman needs, which
might range from simple advice and reassurance, psychological counselling, antidepressant
medication, to some combination of these treatments. Treatment might also include
complementary and alternative treatments, such as exercise, bright light therapy, and yoga.
Treatment is usually on an outpatient basis, although psychiatric emergencies, such as
suicidal thoughts with a plan and intent or postpartum psychosis, warrant hospitalisation.
Intervention options and settings are addressed in several chapters in this issue.

Prevalence estimates for perinatal depressive disorders vary considerably depending upon
the definition of the disorder and the period over which prevalence is determined [9,10]. For
example, the most recent quantitative review of the prevalence of perinatal depression found
that the period prevalence (over the first 3 months postpartum) of depression broadly defined
was 19.2%, but the prevalence of the more narrowly defined (and more severe) major
depression was 7.2% [9]. The prevalence of depression across pregnancy was estimated at
18.4% (12.7% major depression). At about the same time, Bennett et al. [11] conducted a
separate meta-analysis of depression in pregnancy based on 21 studies and 19,284
participants, and reported prevalence rates of 7.4% (first trimester), 12.8% (second
trimester), and 12.0% (third trimester).

Fisher et al. [12] reported separately on prevalence of perinatal depression in low- and
middle-income countries. The mean prevalence of postpartum depression in these countries
was estimated to be 19.8% (15.6% during pregnancy). Since the publication of these
reviews, several large-scale prevalence studies have been conducted in Europe. For example,
investigators reported a 9.6% 1-year prevalence of major and minor depression in Pisa, Italy
[13], which would be relatively low compared with the report of Gavin et al. [9] A large
study in Barcelona, however, yielded a 6-week prevalence of 9.2% for major and minor
depression and dysthymia [14]. Although these prevalence estimates are quite similar, they
cover vastly different postpartum periods. All of these reviews and empirical studies
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conclude that depression is common during pregnancy and after delivery in developing and
developed countries.

Postpartum anxiety disorders

A wide range of anxiety disorders are prevalent in the perinatal period. These include
generalised anxiety, obsessive—compulsive, panic, and social anxiety disorders. In many
cases, the severity and effect of anxiety symptoms (e.g. worry, avoidance, and obsessions)
do not rise to the level of an anxiety disorder diagnosis; nevertheless, they cause at least
mild-to-moderate levels of distress and impairment. Similar to the case for perinatal
depression, anxiety is detected using self-report measures, such as the Beck Anxiety
Inventory [15,16].

Rates of anxiety disorders in pregnancy and the postpartum period range widely. For
example, in a Nigerian study, Adewuya et al. [17] reported that 10.5% of pregnant women
met DSM-IV criteria for generalised anxiety disorder (GAD). In a US study, however, only
1.9% of pregnant women met criteria for GAD [18]. In the first 6 months after delivery, rates
of GAD, based on several studies, ranged from 6.1% to 7.7%. Rates of obsessive—
compulsive disorder (OCD) during pregnancy ranged from 1.2% to 5.2%, and the rate was
about 4.0% at 6 months postpartum. With panic disorder, rates ranged from 1.4% to 9.1%
during pregnancy and 0.5% to 2.9% between 6 and 10 weeks postpartum. Finally, rates for
social anxiety disorder in pregnancy ranged from 2.0% to 6.4%, and in the early postpartum
period prevalence rates ranged from 0.2% to 6.5% [19]. What these prevalence rates suggest
is that anxiety ranging from excessive worry to panic attacks is prevalent during pregnancy
and the postpartum period. Given the deleterious effects of significant maternal anxiety on
the developing fetus, and the way in which it complicates early parenting, the obstetrician
should be as alert for anxiety symptoms as for depressive symptoms in the perinatal period.

Anxiety disorders often run a chronic course, and many women will enter pregnancy with an
anxiety disorder. As with perinatal depression, the major risk factor for perinatal anxiety
disorders is a history of anxiety disorders. The intensity and the degree of impairment
associated with any particular anxiety disorder may wax and wane over the course of
pregnancy and the postpartum period. Beyond a prior history of an anxiety disorder or
depression, research on risk factors for perinatal anxiety disorders is mixed and inconclusive
[19].

In a large-scale postpartum screening study with follow-up diagnostic evaluations [20], 66%
of women with major depression in the postpartum period had comorbid anxiety disorders.
This observation may explain the reason for the relatively small group of publications on
anxiety disorders across childbearing. Most adults with mood disorders experienced
significant anxiety symptoms or an anxiety disorder in childhood or adolescence; however,
the same was not true of postpartum women, who developed a recurrent depressive disorder
superimposed on an anxiety disorder.

Postpartum psychosis: bipolar disorder

The obstetrician—gynaecologist may be the first healthcare professional that a woman with
postpartum psychosis, or more likely her distressed family, contacts. The incidence of
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postpartum psychosis is one or two per 1000 births [21]. The symptom patterns in women
with postpartum psychosis have consistently been reported to differ from women with
psychosis not related to childbearing [22—24]. Postpartum psychosis presents rapidly after
birth, with mood fluctuation, confusion, and marked cognitive impairment suggestive of
delirium, bizarre behaviour, insomnia, visual and auditory hallucinations, and unusual (i.e.
tactile and olfactory) hallucinations [25]. Maternal psychotic symptoms can include the
altruistic homicide delusion, in which the mother believes she is saving her baby from a fate
worse than death by killing it. Andrea Yates believed that the only way to release her
children from condemnation to Hell was to drown them. Fortunately, such occurrences are
rare, but the potentially preventable tragedy of such cases compels rapid identification and
treatment [26]. Mothers who develop postpartum psychosis usually have a diagnosis
consistent with bipolar depression, mania, or mixed state, with psychotic features [27].
Women are vulnerable to affective psychoses after birth more than at any other time during
their lives [28].

Women with bipolar disorder are particularly vulnerable to developing psychotic and non-
psychotic episodes in the postpartum period [29,30]. For women with bipolar disorder, the
first 30 days after birth carries a relative risk of 23.3 of having a psychiatric admission
compared with women at any other period after birth, and 30-60 days after birth incurs a
risk of 6.3 [29]. The causes of post-birth decompensation in women with bipolar disorder
include genetic factors [31-33] and massive gonadal steroid withdrawal after birth in women
who are neurobiologically sensitive to hormonal change [34]. Sleep deprivation and
interference with circadian rhythms during late pregnancy, labour, and frequent newborn
feeding promote mood destabilization [27]. Constant care for the newborn is a major
stressor, particularly where psychosocial and physical support is lacking. The psychosocial
consequences of psychotic and mood episodes during childbearing include an increased risk
for substance use, smoking, and high-risk behaviours that increase exposure to sexually
transmitted and other diseases, violence, victimisation, poor nutrition, non-compliance with
medical care, and alienation from social support systems. The United Kingdom Confidential
Enquiry into All Maternal Deaths (1997-1999) [35] revealed that 10% of postpartum deaths
resulted from suicide, and 12% resulted from psychiatric causes (e.g. accidental overdose,
deaths from medical conditions due to substance use, and violent deaths).

The effect of pregnancy on the course of bipolar disorder has not been elucidated. Published
reports differ in their conclusions, which are likely to be based on populations with
dissimilar characteristics. Some researchers have described a benign course or mood
stabilisation and improvement for women with bipolar disorder during gestation; that is, a
protective effect [36], whereas others have described pregnancy as having no effect or
increased risk for episodes [27].

Viguera et al. [37] retrospectively compared recurrence rates and survival functions for
women with bipolar disorder in two groups receiving tertiary psychiatric care treatment. One
group discontinued lithium during childbearing, and the other discontinued lithium but was
non-childbearing. Rates of recurrence over the first 40 weeks after lithium discontinuation
were similar for pregnant (52%) and non-pregnant women (58%); however, rates for both
were comparatively much lower the year before treatment discontinuation (21%).
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One of the few screening measures for bipolar disorder, and the most commonly used, is the
Mood Disorders Questionnaire (MDQ) [38]. This questionnaire assesses lifetime history of
mania and hypomania with 13 yes/no symptoms reflecting DSM-IV criteria, a yes/no
question about symptom occurrence during the same time period, and a designation of the
resulting problem level. A positive screen requires seven or more symptoms in the same
period that caused moderate or serious problems. In the only published screening study for
postpartum BD, Sharma and Xie [39] gave women with a diagnosis of MDD (7= 68) or
bipolar disorder (7= 57) the MDQ at 2—4 weeks after delivery. The MDQ yielded a
sensitivity of 75% and specificity of 87% with the original scoring criteria.

The recognition and clinical diagnosis of bipolar disorder is by far the most important
prerequisite for adequate treatment [40]. Although many women with bipolar disorder
receive treatment for depression or comorbid mental disorders (such as substance abuse or
anxiety disorders), lack of recognition of the underlying bipolarity results in few receiving
appropriate treatment [41]. Half of women who have ‘treatment resistant’” postpartum
depression actually suffer from undiagnosed bipolar disorder [42]. Antidepressant drug
monotherapy for bipolar disorder may precipitate rapid cycling, induce mania, or increase
treatment resistance [40]. Studies are under way to obtain more information about the
usefulness of pairing the Edinburgh Postnatal Depression Scale with the MDQ to address the
differential diagnoses of these major perinatal mood disorders [42].

Differentiating postpartum psychosis from obsessions and compulsions is often challenging,
but is crucial for appropriate management [43]. Obsessions include intrusive thoughts and
images, which are in the ‘mind’s eye’, and differ from hallucinations, which appear as if in
the real world. Common examples are ‘what if | put the baby in the microwave?’ ‘The
baby’s head could slip under water in the bath and | might drown her.” ‘What if | throw the
baby over the banister?” These are also symptoms of OCD, which is classified within
anxiety disorders, and also other mental illnesses, which commonly co-occur. In women
with postpartum onset major depression, 57% reported obsessional thoughts of harm to their
baby, and most had checking compulsions (i.e. highly repetitive night-time checking to make
sure the baby is breathing) [44]. In new mothers, checking behaviour might be considered
appropriate because of the mother’s concern for the baby’s wellbeing; however, in OCD, it
has intensified to a degree that compromises the mother’s ability to provide care [44].

Exploration for hallucinations in all senses (e.g. visual, auditory, olfactory, gustatory, tactile)
and delusions (i.e. the baby is the devil, another person lives in me) is also critical to rule out
a psychotic process. Postpartum women with obsessions are distressed by the thoughts and
usually do not reveal them without sensitive questioning. These mothers recognise them as
bizarre and intrusive, which is another distinction between obsessions and psychosis. The
compulsions may not manifest as an active ritual but may involve extreme avoidance of the
infant because of fear of actually doing harm.

Women with OCD without psychosis or severe personality disorder have no increased risk of
aggressive harm to their infants [21,43,45].
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Postpartum blues

In the first week or so after delivery, it is common for women to experience a variety of
physical discomforts and symptoms that have been characterised as the ‘postpartum blues’
or ‘baby blues’. Prevalence estimates for the blues range from 26% [46] to 84% [47],
reflecting more or less stringent criteria. Unfortunately, no established criteria for the blues
exist, although O’Hara et al. [46] adapted the work of Handley et al. [48] and proposed
diagnostic criteria that led to their determination of a 26% prevalence rate. Blues symptoms
included dysphoric mood, crying, mood lability, anxiety, insomnia, loss of appetite, and
irritability. Participants met Handley Blues criteria if they were rated as having four of seven
symptoms of at least mild severity (3 on 6-point scale). A more recent study of the factor
structure of the blues during the first week postpartum found that symptoms such as ‘up and
down mood’, ‘mentally tense’, ‘overemotional’, ‘oversensitive’, ‘brooding’, ‘low spirited’,
‘tearful’, and ‘irritable’ all loaded above 0.60 on postpartum negative affect [49].
Interestingly, a distinct positive affect factor was reported in the first week postpartum,
which included positive emotions such as ‘inspired’, ‘confident’, ‘lively’, “‘enthusiastic’,
‘interested’, “alert’, ‘determined’, and ‘calm’, which loaded above 0.60 on postpartum
positive affect [49]. The findings that two distinct mood factors exist — negative and
positive affect — in the early postpartum period suggest that the structure of mood in the
postpartum period is the same as the structure of mood at other times in a woman’s life.
These findings are important because they suggest that blues symptoms are on the same
dimension as mood symptoms at other times in a woman’s life. Good evidence shows that
mood symptoms worsen in the first week postpartum and then gradually improve [50].
Negative mood symptoms have been found to peak between day 3 and day 5 postpartum,
perhaps reflecting hormonal readjustments after delivery [49-51]. It is generally the case
that blues symptoms will largely diminish by days 10 to 12 postpartum, except in cases in
which they evolve into an episode of postpartum depression. Postpartum depressions are
generally independent of the blues, but the postpartum blues do represent a risk factor for
postpartum depression [46].

Distinctiveness of perinatal mental illness

Perinatal psychiatric disorders might be distinct from similar disorders occurring at other
times in a number of ways. For example, is the prevalence of psychiatric disorders increased
in the perinatal period? Is the presentation of these disorders distinct? Do they respond to
treatment in the same ways as similar disorders outside of the perinatal period? Are the risk
or causal factors and pathophysiology distinct? What about courses of these disorders?

Is depression more common in the postpartum period than at other times in a woman’s life?
The data are equivocal, and most reviews have concluded that little evidence is available for
increased risk of depression in the postpartum period [9,10]. For example, studies of
perinatal depression that included control groups of non-pregnant and non-postpartum
women have not found different rates of depression across groups [52,53]. Recent large-
scale studies have provided some evidence for increased risk for depression in the
postpartum period. For example, Vesga-Lopez et al. [54] found that, in a large sample of
postpartum and non-postpartum women (in the USA) after controlling for sociodemographic
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characteristics, previous history of depression, overall health and stressful life events, the
odds ratio for depression in the postpartum was 1.52 (CI 1.07 to 2.15), a significant effect. In
a study conducted in the UK, Davé et al. [55] linked childbirth, and depression diagnoses
and antidepressant prescriptions in medical records for couples (/7> 17,000) over a 12-year
period, and found that the incidence of a diagnosis of depression or a prescription for
antidepressant medication was almost 14% in the first year after delivery and fell to about
6% in the second year and beyond. Both studies have significant limitations because they
were not designed specifically to determine the prevalence of perinatal depression relative to
depression that occurs at other times in a woman’s life. Of course, depression is common
among women, and the ages at which women are most likely to have children are those at
which women seem to have the highest rates of depression across the life-span [56,57].
Therefore, the obstetrician should be alert to depression and provide appropriate health care
to women throughout pregnancy and the postpartum period, and also at other times.

Causal factors

Psychological and environmental underpinnings

Over the past 30 years, a great deal of research has addressed risk and causal factors for
postpartum depression and, to a much less extent, depression during pregnancy. Several
meta-analyses and systematic reviews have been completed and have arrived at similar
conclusions [10,58-60]. On the basis of these reviews, risk factors with moderate to strong
associations with postpartum depression include history of depression, depression and
anxiety during pregnancy, neuroticism, low self-esteem, postpartum blues, stressful life
events, poor marital relationship, and poor social support [58]. Other relevant risk factors
that have smaller associations with postpartum depression include low socioeconomic status,
being single, unwanted pregnancy, obstetrical stressors, and difficult infant temperament.
What these findings suggest is that three constellations of risk factors exist: history of
psychiatric illness, which may range from mild to severe, life stress, and poor social
relationships. These factors figure prominently in risk for depression at any time, and all are
readily identifiable by the obstetrician. Positive social relationships are often instrumental in
buffering the effects of psychiatric vulnerability and life stress. For the vulnerable woman,
the obstetrician can educate the woman and her partner or family about the importance of
social support (both practical and emotional) in preventing the onset of depression during
pregnancy and the postpartum period. Referral to local agencies providing support for
childbearing women is an important intervention.

Biological underpinnings

Postpartum mental illnesses provide an intriguing model for the study of the emergence of
mental illness owing to their close association with birth. As is true for depression in
general, the causes of postpartum depression includes dynamically changing contributions
from biological, psychosocial, and environmental domains. Women who develop postpartum
onset major depression are differentially sensitive to the mood-destabilising effects of
withdrawal from reproductive hormones at birth. During pregnancy, the brain is exposed to a
100-fold increase in oestradiol levels, which abruptly decrease in the first few postpartum
days. The neurobiological effects of this massive steroid withdrawal predispose to the
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development of postpartum depression. In a landmark study, Bloch et al. [34] simulated the
withdrawal of hormones at birth by inducing a hypogonadal state in women with leuprolide,
adding back supraphysiologic doses of oestradiol and progesterone for 8 weeks, then
withdrawing both steroids under double-blind conditions. Five of eight women with a
history of postpartum depression, compared with 0 of the 8 women without a history of
depression, developed mood symptoms. Symptoms peaked in the withdrawal (postpartum
simulation) phase.

An inverse association between changes in oestradiol levels and the enzyme monoamine
oxidase activity in the brain has been shown. This relationship was evaluated in postpartum
women by Sacher et al. [61] Monoamine oxidase A promotes the enzymatic degradation of
neurotransmitters such as serotonin, dopamine and norepinephrine, which are important in
mood function. Monoamine oxidase A levels were 43% greater 4—6 days after birth;
therefore, neurotransmitters are more rapidly depleted. This time frame overlaps with the
baby blues and early postpartum depression.

Genetic studies have also pointed to specific hereditary factors in postpartum depression
[32]. Genome-wide data suggested that genetic variations on specific chromosomes may
increase susceptibility to postpartum mood symptoms. Association studies of a number of
candidate genes in women with postpartum psychosis and bipolar disorder have been
conducted, with an emphasis on gene expression influenced by steroid hormones [62].

Conclusion

Perinatal depression, anxiety, bipolar disorder, and postpartum psychosis represent mental
health problems that, in the case of depression and anxiety, are relatively common and
serious, and in the case of bipolar disorder and psychosis, while relatively less common, can
have devastating consequences for the mother and her family. Postpartum blues are a
common and less serious manifestation of affective disturbance, which emerge early in the
postpartum period but have few negative sequelae. Risk factors for these disorders include
past history during the perinatal period or at other times. In addition, women with significant
life stressors, a poor marital relationship, and poor social support from family and friends
also are vulnerable. Biologic factors also play a significant role in the development of
perinatal mental illness. Numerous professional and national organisations have issued
guidelines for their detection and treatment, several of which are referenced in the Appendix.
Treatments for perinatal mental illness include a wide range of psychological,
pharmacological, and complementary and alternative treatments. These treatments are
described in detail in other chapters in this issue. Continued research on aetiology,
prevention and treatment are critical in the effort to diminish the effect of perinatal mental
illness on women and their families and invest in our next generation.
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Appendix.: Postpartum depression and anxiety disorders: resources for the

obstetrician.

Postpartum depression

Marcé Society for Perinatal Mental Health (International)
Postpartum Support International (USA)
Med Ed PPD (USA)

Support and Training to Enhance Primary Care for
Postpartum Depression (STEP-PPD) (USA)

Massachusetts General Center for Women’s Mental Health
(USA)

DART - National Library of Medicine (medications and
pregnancy) (USA)

LACTMED - National Library of Medicine (medications and
breastfeeding) (USA)

MotherToBaby, formerly Organization of Teratology
Information Specialists (OTIS) (USA)

Patient Resources (National Institute of Mental Health (USA)

MotherRisk (Treating Mothers and the Unborn Child)
(Canada)

The Association for Post-Natal lliness (UK)

Pre and Postnatal Depression Advice and Support (PANDAS)
(UK)

La Société Marcé Francophone L’association francophone
pour I’étude des pathologies psychiatriques puerpérales et
périnatales (France)

Maman Blues (France)

Marcé Gesellschaft fur Peripartale Psychische Erkrankungen
e.V. (Germany)

Beyondblue - Depression and Anxiety (Australia)

Post and Antenatal Depression Association Inc. (PANDA)
(Australia)

White Ribbon Alliance for Safe Motherhood (South Asia)

http://www.marcesociety.com/Default.aspx
http://www.postpartum.net
www.MedEdPPD.org
http://www.step-ppd.com/step-ppd/Home.aspx

http://www.womensmentalhealth.org
http://toxnet.nIm.nih.gov/cgi-bin/sis/htmigen?
DARTETIC
http://toxnet.nIm.nih.gov/cgi-bin/sis/htmlgen?LACT
www.mothertobaby.org
www.nimh.nih.gov/health/publications/bipolar-
disorder/complete-index.shtmljabfm.org

http://www.motherisk.org/women/index.jsp

http://apni.org/

http://www.pandasfoundation.org.uk/
http://www.marce-francophone.fr/
http://www.maman-blues.fr/index.php
http://www.marce-gesellschaft.de/start.html
http://www.beyondblue.org.au/resources/for-me/
pregnancy-and-early-parenthood

http://www.panda.org.au/

http://www.whiteribbonalliance.org/index.cfm/
national-alliances/india/

Anxiety disorders

Anxiety Disorders Association of America (USA)

Mount Sinai Obsessive-Compulsive Disorders Treatment
Center (USA)

International OCD Foundation (USA)

http://www.adaa.org/

www.mssm.edu/psychiatry/ocd

http://www.ocfoundation.org/EO_Postpartum.aspx

References

[1]. Marcé LV. Treatise on madness in pregnant women, in women who have recently given birth, and
in wet nurses, and medical/legal considerations on this subject [Traité de la folie des femmes
enceintes des nouvelles accouchées et des nourrices et considérations médico-légales qui se
rattachent a ce sujet. Paris: JB Bailliére et fils; 1858 p. 394.

[2]. Blue Beyond. Clinical practice guidelines for depression and related disorders: anxiety, bipolar
disorder, and puerperal psychosis in the perinatal period A Guideline for Primary Care Health
Professionals. Melbourne: The National Depression Initiative; 2011 http://

Best Pract Res Clin Obstet Gynaecol. Author manuscript; available in PMC 2020 March 17.


http://www.marcesociety.com/Default.aspx
http://www.postpartum.net
http://www.mededppd.org/
http://www.step-ppd.com/step-ppd/Home.aspx
http://www.womensmentalhealth.org
http://toxnet.nlm.nih.gov/cgi-bin/sis/htmlgen?DARTETIC
http://toxnet.nlm.nih.gov/cgi-bin/sis/htmlgen?DARTETIC
http://toxnet.nlm.nih.gov/cgi-bin/sis/htmlgen?LACT
http://www.mothertobaby.org/
http://www.nimh.nih.gov/health/publications/bipolar-disorder/complete-index.shtmljabfm.org
http://www.nimh.nih.gov/health/publications/bipolar-disorder/complete-index.shtmljabfm.org
http://www.motherisk.org/women/index.jsp
http://apni.org/
http://www.pandasfoundation.org.uk/
http://www.marce-francophone.fr/
http://www.maman-blues.fr/index.php
http://www.marce-gesellschaft.de/start.html
http://www.beyondblue.org.au/resources/for-me/pregnancy-and-early-parenthood
http://www.beyondblue.org.au/resources/for-me/pregnancy-and-early-parenthood
http://www.panda.org.au/
http://www.whiteribbonalliance.org/index.cfm/national-alliances/india/
http://www.whiteribbonalliance.org/index.cfm/national-alliances/india/
http://www.adaa.org/
http://www.mssm.edu/psychiatry/ocd
http://www.ocfoundation.org/EO_Postpartum.aspx
http://www.beyondblue.org.au/resources/health-professionals/clinical-practice-guidelines/perinatal-clinical-practice-guidelines

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

O’Hara and Wisner

Page 11

www.beyondblue.org.au/resources/health-professionals/clinical-practice-guidelines/perinatal-
clinical-practice-guidelines.

[3]. National Institute for Clinical Excellence. Antenatal and postnatal mental health (CG45). http://
www.hice.org.uk/guidance/CG45; 2007.

[4]. Scottish Intercollegiate Guidelines Network (SIGN). Management of perinatal mood disorders.
Edinburgh: SIGN; 2012 http://www.sign.ac.uk/pdf/sign127.pdf.

*[5]. Yonkers KA, Wisner KL, Stewart DE, et al. The management of depression during pregnancy: a
report from the American Psychiatric Association and the American College of Obstetricians and
Gynecologists. Gen Hosp Psychiatry 2009;31:403-13. [PubMed: 19703633]

[6]. Misra DP, Guyer B, Allston A. Integrated perinatal health framework. A multiple determinants
model with a life span approach. Am J Prev Med 2003;25:65-75. [PubMed: 12818312]

[7]. Cox J, Holden J, Sagovsky R. Detection of postnatal depression. Development of the 10-item
Edinburgh Postnatal Depression Scale. Br J Psychiatry 1987;150:782—6. [PubMed: 3651732]

[8]. First MB, Spitzer RL, Gibbon M, et al. Structured clinical interview for DSM-1V-TR axis |
disorders, research version. New York: Biometrics Research, New York State Psychiatric
Institute; 2002.

*[9]. Gavin NI, Gaynes BN, Lohr KN, et al. Perinatal depression: a systematic review of prevalence
and incidence. Obstet Gynecol 2005;106:1071-83. [PubMed: 16260528]

[10]. O’Hara MW, Swain AM. Rates and risk of postpartum depression — a meta-analysis. Int Rev
Psychiatry 1996;8:37-54.

[11]. Bennett HA, Einarson A, Taddio A, et al. Prevalence of depression during pregnancy: systematic
review. Obstet Gynecol 2004;103:698-709. [PubMed: 15051562]

[12]. Fisher J, Cabral de Mello M, Patel V, et al. Prevalence and determinants of common perinatal
mental disorders in women in low- and lower-middle-income countries: a systematic review. Bull
World Health Organ 2012;90:139-49.

[13]. Banti S, Mauri M, Oppo A, et al. From the third month of pregnancy to 1 year postpartum.
Prevalence, incidence, recurrence, and new onset of depression. Results from the perinatal
depression-research and screening unit study. Compr Psychiatry 2011;52:343-51. [PubMed:
21683171]

[14]. Navarro P, Garcia-Esteve L, Ascaso C, et al. Non-psychotic psychiatric disorders after childbirth:
prevalence and comorbidity in a community sample. J Affect Disord 2008;109:171-6. [PubMed:
18001842]

[15]. Beck AT, Steer RA. Relationship between the Beck anxiety inventory and the Hamilton anxiety
rating scale with anxious outpatients. J Anxiety Disord 1991;5:213-23.

[16]. Stuart S, Couser G, Schilder K, et al. Postpartum anxiety and depression: onset and comorbidity
in a community sample. J Nerv Ment Dis 1998;186:420-4. [PubMed: 9680043]

[17]. Adewuya AO, Ola BA, Aloba OO, et al. Anxiety disorders among Nigerian women in late
pregnancy: a controlled study. Arch Womens Ment Health 2006;9:325-8. [PubMed: 17033737]

[18]. Mota N, Cox BJ, Enns MW, et al. The relationship between mental disorders, quality of life, and
pregnancy: findings from a nationally representative sample. J Affect Disord 2008;109:300-4.
[PubMed: 18191209]

[19]. Wenzel A, Stuart SC. Anxiety in childbearing women: diagnosis and treatment. Washington DC:
American Psychological Association; 2011.

*[20]. Wisner KL, Sit DK, McShea MC, et al. Onset timing, thoughts of self-harm, and diagnoses in
postpartum women with screen-positive depression findings. JAMA Psychiatry 2013;70:490-8.
[PubMed: 23487258]

*[21]. Sit D, Rothschild AJ, Wisner KL. A review of postpartum psychosis. J Womens Health
(Larchmt) 2006;15:352-68. [PubMed: 16724884]

[22]. Brockington IF, Cernik KF, Schofield EM, et al. Puerperal psychosis. Phenomena and diagnosis.
Arch Gen Psychiatry 1981;38:829-33. [PubMed: 7247645]

[23]. Kadrmas A, Winokur G, Crowe R. Postpartum mania. Br J Psychiatry 1979;135:551-4.
[PubMed: 534810]

Best Pract Res Clin Obstet Gynaecol. Author manuscript; available in PMC 2020 March 17.


http://www.beyondblue.org.au/resources/health-professionals/clinical-practice-guidelines/perinatal-clinical-practice-guidelines
http://www.beyondblue.org.au/resources/health-professionals/clinical-practice-guidelines/perinatal-clinical-practice-guidelines
http://www.nice.org.uk/guidance/CG45;
http://www.nice.org.uk/guidance/CG45;
http://www.sign.ac.uk/pdf/sign127.pdf

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

O’Hara and Wisner

Page 12

[24]. Platz C, Kendell R. A matched-control follow-up and family study of ‘puerperal psychoses’. BrJ
Psychiatry 1988;153:90-4. [PubMed: 3224256]

[25]. Wisner KL, Peindl K, Hanusa BH. Symptomatology of affective and psychotic illnesses related
to childbearing. J Affect Disord 1994;30:77-87. [PubMed: 8201128]

[26]. Wisner K, Gracious B, Piontek C, et al. Postpartum disorders: phenomenology, treatment
approaches, and relationship to infanticide In: Spinelli M, editor. Infanticide: psychosocial and
legal perspectives on mothers who Kill. Washington, DC: American Psychiatric Publishing Inc.;
2003.

*[27]. Yonkers KA, Wisner KL, Stowe Z, et al. Management of bipolar disorder during pregnancy and
the postpartum period. Am J Psychiatry 2004;161:608-20. [PubMed: 15056503]

[28]. Munk-Olsen T, Laursen TM, Mendelson T, et al. Risks and predictors of readmission for a mental
disorder during the postpartum period. Arch Gen Psychiatry 2009;66:189-95. [PubMed:
19188541]

[29]. Munk-Olsen T, Laursen T, Pederson C, et al. New parents and mental disorders: a population-
based register study. JAMA 2006;296:2582-9. [PubMed: 17148723]

[30]. Kendell RE, Chalmers JC, Platz C. Epidemiology of puerperal psychoses. Br J Psychiatry
1987;150:662—73. [PubMed: 3651704]

[31]. Binder EB, Jeffrey Newport D, Zach EB, et al. A serotonin transporter gene polymorphism
predicts peripartum depressive symptoms in an at-risk psychiatric cohort. J Psychiatr Res
2010;44:640-6. [PubMed: 20045118]

[32]. Mahon PB, Payne JL, MacKinnon DF, et al. Genome-wide linkage and follow-up association
study of postpartum mood symptoms. Am J Psychiatry 2009;166:1229-37. [PubMed: 19755578]

[33]. Sanjuan J, Martin-Santos R, Garcia-Esteve L, et al. Mood changes after delivery: role of the
serotonin transporter gene. Br J Psychiatry 2008;193:383-8. [PubMed: 18978318]

[34]. Bloch M, Schmidt PJ, Danaceau M, et al. Effects of gonadal steroids in women with a history of
postpartum depression. Am J Psychiatry 2000;157:924-30. [PubMed: 10831472]

[35]. Oates M. Suicide: the leading cause of maternal death. Br J Psychiatry 2003;183:279-81.
[PubMed: 14519602]

[36]. Grof P, Robbins W, Alda M, et al. Protective effect of pregnancy in women with lithium-
responsive bipolar disorder. J Affect Disord 2000;61:31-9. [PubMed: 11099738]

*[37]. Viguera AC, Nonacs R, Cohen LS, et al. Risk of recurrence of bipolar disorder in pregnant and
nonpregnant women after discontinuing lithium maintenance. Am J Psychiatry 2000;157:179-84.
[PubMed: 10671384]

[38]. Hirschfeld RM, Williams JB, Spitzer RL, et al. Development and validation of a screening
instrument for bipolar spectrum disorder: the Mood Disorder Questionnaire. Am J Psychiatry
2000;157:1873-5. [PubMed: 11058490]

[39]. Sharma V, Xie B. Screening for postpartum bipolar disorder: validation of the Mood Disorder
Questionnaire. J Affect Disord 2011;131:408-11. [PubMed: 21185082]

[40]. Arvilommi P, Suominen KS, Mantere OK, et al. Adequacy of treatment received by diagnosed
and undiagnosed patients with bipolar I and 11 disorders. J Clin Psychiatry 2007;68:102-10.
[PubMed: 17284137]

[41]. Merikangas KR, Akiskal HS, Angst J, et al. Lifetime and 12-month prevalence of bipolar
spectrum disorder in the National Comorbidity Survey replication. Arch Gen Psychiatry
2007,64:543-52. [PubMed: 17485606]

*[42]. Sharma V, Burt VK, Ritchie HL. Bipolar Il postpartum depression: detection, diagnosis, and
treatment. Am J Psychiatry 2009;166:1217-21. [PubMed: 19884236]

*[43]. Hudak R, Wisner KL. Diagnosis and treatment of postpartum obsessions and compulsions that
involve infant harm. Am J Psychiatry 2012;169:360-3. [PubMed: 22476676]

[44]. Wisner KL, Peindl KS, Gigliotti T, et al. Obsessions and compulsions in women with postpartum
depression. J Clin Psychiatry 1999;60:176-80. [PubMed: 10192593]

[45]. Abramowitz JS, Schwartz SA, Moore KM, et al. Obsessive-compulsive symptoms in pregnancy
and the puerperium: a review of the literature. J Anxiety Disord 2003;17:461-78. [PubMed:
12826092]

Best Pract Res Clin Obstet Gynaecol. Author manuscript; available in PMC 2020 March 17.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

O’Hara and Wisner

[46].
[47].
[48].
[49].
[50].
[51].

[52].

[53].

Page 13

O’Hara MW, Schlechte JA, Lewis DA, et al. Prospective study of postpartum blues. Biologic and
psychosocial factors. Arch Gen Psychiatry 1991;48:801-6. [PubMed: 1929770]

Oakley A, Chamberlain G. Medical and social factors in postpartum depression. J Obstet
Gynecol 1981;1:182-7.

Handley SL, Dunn TL, Waldron G, et al. Tryptophan, cortisol and puerperal mood. Br J
Psychiatry 1980;136:498-508. [PubMed: 7388254]

Buttner MM, O’Hara MW, Watson D. The structure of women’s mood in the early postpartum.
Assessment 2012;19:247-56. [PubMed: 22156719]

O’Hara MW. Postpartum depression: causes and consequences. New York: Springer-Verlag;
1995.

Gonidakis F, Rabavilas AD, Varsou E, et al. Maternity blues in Athens, Greece: a study during
the first 3 days after delivery. J Affect Disord 2007;99:107-15. [PubMed: 17011042]

Cooper PJ, Campbell EA, Day A, et al. Non-psychotic psychiatric disorder after childbirth. A
prospective study of prevalence, incidence, course and nature. Br J Psychiatry 1988;152:799—
806. [PubMed: 3167466]

O’Hara MW, Zekoski EM, Philipps LH, et al. Controlled prospective study of postpartum mood

disorders: comparison of childbearing and nonchildbearing women. J Abnorm Psychol
1990;99:3-15. [PubMed: 2307763]

*[54]. Vesga-Lopez O, Blanco C, Keyes K, et al. Psychiatric disorders in pregnant and postpartum

[55].

[56].

[57].

women in the United States. Arch Gen Psychiatry 2008;65:805-15. [PubMed: 18606953]

Dave S, Petersen I, Sherr L, et al. Incidence of maternal and paternal depression in primary care:
a cohort study using a primary care database. Arch Pediatr Adolesc Med 2010;164:1038-44.
[PubMed: 20819960]

Blazer DG, Kessler RC, McGonagle KA, et al. The prevalence and distribution of major
depression in a national community sample: the National Comorbidity Survey. Am J Psychiatry
1994;151:979-86. [PubMed: 8010383]

Eaton NR, Keyes KM, Krueger RF, et al. An invariant dimensional liability model of gender
differences in mental disorder prevalence: evidence from a national sample. J Abnorm Psychol
2012;121:282-8. [PubMed: 21842958]

*[58]. O’Hara MW, McCabe JE. Postpartum depression: current status and future directions. Annu

[59].
[60].
[61].

[62].

Rev Clin Psychol 2013;9:379-407. [PubMed: 23394227]

Beck CT. Predictors of postpartum depression: an update. Nurs Res 2001;50:275-85. [PubMed:
11570712]

Robertson E, Grace S, Wallington T, et al. Antenatal risk factors for postpartum depression: a
synthesis of recent literature. Gen Hosp Psychiatry 2004;26:289-95. [PubMed: 15234824]
Sacher J, Wilson AA, Houle S, et al. Elevated brain monoamine oxidase A binding in the early
postpartum period. Arch Gen Psychiatry 2010;67:468-74. [PubMed: 20439828]

Jones I, Craddock N. Searching for the puerperal trigger: molecular genetic studies of bipolar
affective puerperal psychosis. Psychopharmacol Bull 2007;40:115-28. [PubMed: 17514190]

Best Pract Res Clin Obstet Gynaecol. Author manuscript; available in PMC 2020 March 17.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

O’Hara and Wisner Page 14

Practice points

. At an appointment early in pregnancy, current and past history of psychiatric
disorders should be obtained.

. Many women will not have been treated for their depression or anxiety
disorders, so do not ignore untreated episodes.

. Anxiety disorders are prevalent during pregnancy and the postpartum period.
Be sure to ask about anxiety and worry at each visit.

. Develop professional relationships with psychiatrists and clinical
psychologists as well as social service agencies to whom you can make
referrals and with whom you can jointly manage care.
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Research agenda

. Large scale community-based epidemiological studies to determine
prevalence of and comorbidity among psychiatric disorders during pregnancy
and the postpartum period.

. Research that integrates psychosocial and biological aetiological
underpinnings of disorders within the spectrum of perinatal mental illness.

. Research to determine specific pregnancy or childbirth-related biological
factors that bring on postpartum depression.

Best Pract Res Clin Obstet Gynaecol. Author manuscript; available in PMC 2020 March 17.



	Abstract
	Introduction
	Definition of perinatal mental illness
	Types of perinatal disorders
	Perinatal depression
	Postpartum anxiety disorders
	Postpartum psychosis: bipolar disorder
	Postpartum blues

	Distinctiveness of perinatal mental illness
	Causal factors
	Psychological and environmental underpinnings
	Biological underpinnings

	Conclusion
	Postpartum depression and anxiety disorders: resources for the obstetrician.
	Table T1
	References

