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ABSTRACT

Post-partum period is demanding period characterized by overwhelming biological, social and emotional changes. It
requires significant personal and interpersonal adaptation, especially in case of primigravida. Childbearing from the
standpoint of psychological medicine is the most complex event in human experience. Traditionally Inwood has
classified post-partum psychiatric disorders (PPPD) as maternity blues, post-partum (postnatal) depression and
puerperal psychosis (PP). However the spectrum of postpartum phenomenology is widely characterized by range of
emotions from transient mood liability, irritability and weepiness to marked agitation, delusions, confusion and
delirium. Untreated post-partum depression can have adverse long term effects. For the mother, the episode can be
the precursor of chronic recurrent depression. For her children a mother’s ongoing depression can contribute to
emotional, cognitive and interpersonal problems in later life. And therefore a thorough knowledge of the same is
important for all obstetrician and gynecologists.
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INTRODUCTION

Post-partum period is demanding period characterized by
overwhelming biological, social and emotional changes.
It requires significant personal and interpersonal
adaptation, especially in case of primigravida.
Childbearing from the standpoint of psychological
medicine is the most complex event in human experience.
Recently delivered mothers are vulnerable to the whole
spectrum of general psychiatric disorders, as well as
those resulting from the physical and psychological
changes of childbirth. Traditionally Inwood has classified
post-partum psychiatric disorders (PPPD) as maternity
blues, post-partum (postnatal) depression and puerperal
psychosis (PP).!

However the spectrum of postpartum phenomenology is
widely characterized by range of emotions from transient
mood liability, irritability and weepiness to marked
agitation, delusions, confusion and delirium.

Perinatal mental illness is largely underdiagnosed and
undertreated.? The post-partum non  psychiatric
depression is common complication of child bearing and
occurs in 10-15% of all deliveries and as such represents
a considerable public health problem affecting mother
infant interaction and attachment.® Hence early diagnosis
and management of PPPD is extremely crucial.

Untreated post-partum depression can have adverse long
term effects. For the mother, the episode can be the
precursor of chronic recurrent depression. For her
children a mother’s on going depression can contribute to
emotional, cognitive and interpersonal problems in later
life.

Immediate psychosocial adjustments following delivery

have been divided into 3 phases each lasting for a few
days to a week.
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Taking-in phase

Patient is talkative, wishing to discuss the delivery
experience in order to assimilate the birth and to resolve
outstanding questions. Physically she is convalescing
from the birth’s experience and may be markedly
fatigued. She is open and receptive welcoming assistance
from care givers and family.

Taking-hold phase

Mother strives for independence and becomes an
introvert. She becomes concerned about the resumption
of her own bodily functions and about her infant.
Infrequently she expresses anxiety over her abiity to care
for her child. Since much of this phase occurs after
discharge form hospital, caregivers must provide
preparative training.

Letting-go phase

Mother establishes her maternal role patterns. Although
still cantered on the infant her concerns also return to
issues beyond the mother and infant world.

Epidemiology

Postpartum psychiatric disorder (PPD) is observed in 1-
2/1000 childbearing women within 2-4 weeks following
delivery.*® The onset of postpartum psychiatric disorder
is sudden and acute in nature.® It is seen as early as 2-3
days following delivery. The patient can have paranoid,
grandiose or bizarre delusions, mood swings, confused
thinking, and grossly disorganized behaviour and is
usually characterized by a dramatic change from her
previous functioning. Postpartum depression (PD) is
observed in 10-13% of new mothers and maternal blues
seen in 50-75% of postpartum women.®

A community based prospective study in India found out
incidence of Postpartum psychiatric disorder in rural
women to be around 11% which is comparable to
incidence in western culture where 10-15% of all women
are affected with PPD.”® In adolescent mothers it was
around 26%."

Postpartum psychiatric syndromes are seen more
commonly (81%) in patients below 25 years of age and
majority of Indian women conceive during this part of
childbearing age as the age of marriage is lower. Family
history of mental illness was observed in 25% of
patients."!

Etiology
The postpartum period is generally regarded as a period

of maturation crisis similar to the adolescence and the
menopause.
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The various stressors during the period include
Biological factors

e Genetic factors: thuvel found that child red of
women treated with postpartum psychosis has a
significantly higher prevalence of psychiatric
disorders; a similarity was seen in grandchildren of
these women but difference was not statistically
significant.™

e Endocrinal factors: hypothalamic-pitutary gonadal
axis: progesterone and estrogen levels drop suddenly
during the first 7-10 days postpartum, while prolactin
levels rise by 3™ day and these changes are
associated with affective disturbances. These relate
only to postpartum blues. Bromocriptine, a drug
which decreases prolactin levels and increases
dopaminergic transmission is sometimes of benefit in
treatment of bipolar depression.

e Cortisol: like gonadal hormones, cortisol levels
increase during pregnancy, peak at birth and decline
suddenly after childbirth. Abnormal cortisol levels
are often associated with postpartum blues.

e Thyroid hormones: since the protein bound iodine
levels during the first 9 months after childbirth are
about 40% lower than those during the last trimester,
a long lasting depression of thyroxine production has
been postulated for psychiatric symptoms.

Biochemical factors

e Cyclic adenosine monophosphate: these levels
decrease during postpartum period and are associated
with postpartum depression.

e Amines: low levels of serotonin and tryptophan and
high levels of norepinephrine metabolite have been
found in postpartum blues.***®

e Endorphins: the endorphin levels vary with esrogens
and decreased levels associated with mood swings.

e Serum calcium: An association between elevated
serum calcium and puerperal psychosis has been
noted.

Psychosocial factors

Pregnancy and the transition to motherhood give birth to
a variety of psychosocial stressors. A woman has to
adjust to changes in her body image, her relationships
with  her husband and family members, her
responsibilities and the manner in which she is perceived
in society.**!

Risk factors associated with postpartum disorders

Primigravida, unmarried mother, caesarean section or
other perinatal complications, past history of psychotic
illness, family history especially mother and sister having
postpartum disorder, stressful life events during
pregnancy and delivery, history of sexual abuse,

Volume 5 - Issue 8 Page 2498



Tuteja TV et al. Int J Reprod Contracept Obstet Gynecol. 2016 Aug;5(8):2497-2502

vulnerable personality traits and social isolation or
unsupportive spouse.

Clinical features

There has been long controversy as to whether puerperal
illnesses are separate, distinct illnesses or episode of a
known psychiatric disorder such as affective disorders or
schizophrenic  psychoses  occur  coincidently in
puerperium or are precipitated by it.%

Postpartum disorders are classified as affective and
others. Affective are typically divided into 3 categories.

e  Postpartum blues
e Non psychotic postpartum depression
e  Puerperal psychosis.

Table 1: Postpartum affective disorders: summary of
onset, duration and treatment.?

No treatment

Postpartum Day3 Hoursto

-750,

blues 30-75% or 4 days other than
reassurance
Treatment

zgstggggnm 10-15% rlnzonths \rgvc?r?tkr;s usually

P required

Hospitalisati

Puerperal i Week-

psychosis 01-02%  2weeks g on usually
required

Postpartum blues

Postpartum blues are known as “baby blues” or
“maternity blues” is a phase of emotional liability
following childbirth, characterized by frequent crying
episodes, irritability, confusion and anxiety. However,
elation might also be observed during the first few days
following childbirth.

Postpartum blues is a very commonly observed puerperal
mood disturbance, with estimates of prevalence ranging
from 30-75%. The symptoms arise within the first 10
days and peak around 3-5 days.?? Generally symptoms do
not interfere with the social and occupational functioning
of women, it is self-limiting with no requirement for
active intervention except social support and reassurance
from the family members. The symptoms include mood
liability, irritability, tearfulness, and generalized anxiety
and sleep and appetite disturbances. It can be attributed to
changes in hormone levels compounded by stress
following delivery. However if it persists for 2 weeks
may make woman vulnerable to more severe form of
mood disorders.?#

It is the most common psychiatric disorder observed in
the postpartum period occurring in 10-15% of women
after delivery. It usually begins few days to weeks
following delivery and most cases require treatment by a
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health professional. History of major depression increases
risk by 25% and past history of postpartum depression
increases recurrence rates by 25%.” The signs and
symptoms are generally the same as those associated with
major depression occurring at other times, including
depressed mood, anhedonia and low energy, anxiety and
suicidal ideation.

Postpartum psychosis

It is the most severe and uncommon form of postnatal
affective illness with rate of 1-2 episodes per 1000
deliveries.”® It has an acute and abrut onset usually
observed within the first 2 weeks following delivery or, at
the most within 3 months postpartum and should be
regarded as a psychiatric and obstetric emergency.?’
Major risk factors are history of psychosis in previous
pregnancies, history of bipolar disorder, family history of
psychotic illnesss.”® Presenting symptoms are typically
depressed or elated mood, disorganized behaviour, mood
liability, delusions and hallucinations, infanticide (4%)
and suicidal (5%) tendencies.”

Others

e Postpartum post-traumatic stress disorder: seen in
around 5.6%.%° Generally characterized by tension,
night mares, flashbacks and autonomic hyperarousal
that can continue for some weeks or months and may
reccur towards the end of next pregnancy*!

e Anxiety disorders specific to puerperium Nocturnal
vigilance characterized by the mother lying awake
listening to infant’s breathing, frequent checking
;resulting in sleep deprivation. Many mothers are
exclusively warned and preoccupied about the health
and safety of their children known as “maternal
neurosis”

e Obsessions of child harm and other morbid
preoccupations: can occur during gestation or within
6 weeks post-delivery. It is important to discourage
avoidance of the child, and encourage cuddling and
play, strengthening positive maternal feelings. A
disorder akin to dysmorphophobia, based on the
bodily changes resulting from pregnancy and
childbirth, is common. These women complain of
weight gain, stretch marks or scars. They are
reluctant to undress in front of their husbands, avoid
looking at themselves in bath or in the mirror, and
sometimes avoid being seen in public. Conjugal
jealousy is another disorder sometimes linked to
pregnancy and childbirth, as an understandable
reaction pregnancy’s effect on sexual life and has
been reported to reduce the woman’s wish to
breastfeed.

Diagnosis
Postpartum psychiatric disorders have largely been

underdiagnosed, reiterating the fact that routine screening
during postpartum visits must be done using “edinburgh
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postnatal depression scale” and “mood disorder
questionairre”.* Laboratory investigation and physical
examination shoud be done to rule out organic causes like
front temporal dementia/ frontal lobe tubercular and
Sheehan’s syndrome that mimic postpartum psychiatric
disorders. %

Tests include complete blood count, electrolytes, renal
function test, glucose, vitamin B12, folate levels, Thyroid
function tests, Serum calcium, urine examination, and
urine drug screen, detailed neurological examination
including CT/MRI to rule out ischemic or hemorrhagic
changes.

Treatment

It is generally holistic includes reassurance, family and
social support, psychoeducation, psychotherapy and/or
pharmacotherapy in some cases. The essence of mother-
infant services is the multi-disciplinary specialist team,
including psychiatrists, psychologists, nurses and social
workers.

Non-pharmacological treatment

Individual psychotherapy is an integral part of treatment,
especially for females finding it difficult adjusting to
motherhood  and/or  apprehensions  about new
responsibilities. Psychoeducation and emotional support
for the partner and other family members are important.
Patient and family members must be involved in the
formulation of treatment plan. Respite care services
should be recommended especially at night to minimize
the patient’s sleep disruption. .Interpersonal therapy may
be helpful in some cases and is proven to reduce
depressive symptoms and improve social adjustment.
Postpartum psychosis demans separation from the infant,
reassurance and emotional support. Peer support psycho
education  and psychotherapy  are important
interventions. 3’

Pharmacotherapy

In moderate to severe depression and postpartum
psychosis medications are necessary. Safety and side
effects of the medications during lactation must be
addressed. The amount of medication to which an infant
is exposed depends on several factors like maternal
dosage of medication, timing and frequency of dosing,
rate of maternal drug metabolism, and metabolism of the
ingested drug in infant.®

Since most of the drugs are metabolized in the liver,
premature infants and infants with compromised hepatic
metabolism must be deferred from breastfeeding if
mother is on psychotropic medications. Peak
concentrations in breast milk are attained 6-8 hours after
ingestion of medication. Therefore, breast feeding can be
restricted to times when the breast milk drug
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concentration is lowest, that is, just before or after taking
medication.*

Various medications used are
Anti-depressants

60% of mothers initiate nursing, and most of the anti-
depressants are excreted in breast milk. Sertraline,
paroxetine, and nortriptyline may be preferred choices for
nursing women.*°

Anti-psychotics

Atypical anti psychotics are often the first line choice for
psychotics and mania because of their tolerability.
Olanzapine and quetiapine are considered most
acceptable.*  Chlorpromazine,  haloperidol,  and
risepridone  were classified as possible  with
breastfeeding, with medical supervision. Breastfed
infants must be carefully observed for hydration status,
excessive sedation, feeding difficulties, and failure to
gain weight, which are possible signs of drug toxicity,
and inform mothers to contact their physicians when they
observe such symptoms.

Lithium

It is important for postpartum psychosis. Monitoring of
lithium levels, thyroid and renal function, and adequate
hydration is mandatory during the use of lithium. The use
of lithium for breastfeeding mothers has generally been
discouraged by American Academy of Pediatrics (AAP)
because of concerns regarding secretion of the drug
through breast milk. Lithium has been effective in
decreasing relapse rates after subsequent pregnancies,
although it is not clear if lithium should be restarted
during pregnancy or immediately after parturition.*?

Anti-consultants

Valproic acid or carbamazepine may be used to manage
postpartum psychosis. The AAP reported that both these
drugs were compatible with breastfeeding. Lomotrigine is
Food and Drug Administration approved for bipolar
depression, but no studies have examined its efficacy for
postpartum psychosis and as it takes weeks for effects it
has no role in acute phase and can be used for
maintenance therapy. It is to be used with caution as high
plasma levels seen in breastfeeding infants.*®

Benzodiazepines

Have a role in acute psychosis. Intramuscular lorazepam
and haloperidol can be wused to achieve rapid
tranquilization. Once patient is more stable oral agents
can be used. However, they cannot be used as
monotherapy for postpartum psychasis.
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Electroconvulsive therapy

It can rapidly yield symptomatic improvement in mothers
with postpartum psychosis or severe postpartum
depression, but it may be challenging for women who
have not previously received any psychiatric treatment to
accept this treatment option. The only risk of ECT to a
breastfeeding infant are the medications given for
anesthesia and muscle relaxation, but since these
medications are short-acting, it is expected that there is
minimal transfer to the infant.**

Breastfeeding

Women with postpartum psychosis should be advised
against breastfeeding their infants. Both breastfeeding
and nocturnal childcare are important causes of sleep
loss, which in turn can lead to further mood instability
particularly in  women with bipolar disorder.
Additionally, owing to psychotic state many women are
incapable of breastfeeding. However for lactation
suppression, dopamine agonists should be used
cautiously as these drug cause psychosis in vulnerable
women.* Women who choose to breast feed must be
informed about the fact that all psychotropic drugs are
excreted in breast milk at varying concentrations. The
decision of breastfeeding should be made after carefully
weighing the risks and benefits to the mother as well as
the infant.

CONCLUSION

Perinatal mental illness is under diagnosed and may have
far reaching ramifications for the mother, her infant, her
relationships with her partner and other family members.
Prognosis of postpartum psychiatric disorders is generally
good if diagnosed early and adequately treated, especially
in cases of affective psychosis and brief psychotic
disorders. Recurrence chances are high in postpartum
psychosis and relapse in subsequent pregnancies can be
as high as 25-40%. Early identification of women at risk
of developing postpartum psychiatric disorders and
initiation of timely therapeutic approaches, consisting of
combined pharmacological strategies and
psychotherapeutic approaches as required; are the key
factors for successful management of postpartum
psychiatric disorders.
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