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Box 4

DSM-5 criteria for depression

At least 5 symptoms present for at least 2 weeks, for most of nearly every day:

One symptom must include:
•Depressed mood
•Markedly diminished interest or pleasure in all or most activities

Other symptoms:
•Clinically significant weight loss, or increase or decrease in appetite
• Insomnia or hypersomnia
•Psychomotor agitation or retardation
•Fatigue or loss of energy
•Feelings of worthlessness or excessive or inappropriate guilt
•Diminished ability to think or concentrate, or indecisiveness
•Recurrent thoughts of death or suicidal ideation (with or without a specific plan)

Symptoms cause clinically significant distress or impairment in social,
occupational, or other important areas of function

Symptoms are not due to direct physiological effects of a substance or another
medical condition, not better explained by schizoaffective disorder or other
psychotic disorders, and there has never been a manic or hypomanic episode

situation. It is vital to exclude the
presence of psychotic symptoms such
as confusion, delusions or hallucinations.
Postpartum psychosis often presents as
a mixed-affective, schizoaffective or
manic state, with prominent confusion
and fluctuating symptoms, but
depressive and schizophrenia-like
presentations may also occur.20

CONFIRMING DIAGNOSIS  
A diagnosis of depression or an anxiety
disorder in the postpartum period is
always a clinical diagnosis that should
follow the usual diagnostic criteria as set
out in ICD-10 or DSM-5, see box 4, below
left. There are no criteria for these
disorders that are specific to the
postpartum period. There is some
evidence that in postpartum depression
sad mood is less prominent whereas
psychomotor agitation/restlessness and
impaired concentration are more
prominent when compared with
depression at other times.21 It can also be
difficult to decide whether somatic
symptoms such as sleep disturbance are
due to pregnancy and motherhood or
depression. It has been suggested that
sleep deprivation is an important
contributing factor for postpartum
depression.21 Interestingly, sleep loss can
also trigger episodes of elevated mood
in patients with bipolar affective
disorder.22 There are no consensual
diagnostic criteria for postpartum
psychosis as presentation can be highly
variable but important clinical features
are described in box 5, below left.20

REFERRAL
Refer women suspected to be suffering
from postpartum psychosis urgently to
secondary mental health services,
preferably the local perinatal mental
health service, for immediate
assessment, ideally within four hours of
referral.13 There are significant risks
associated with the disorder and women
often require inpatient treatment in 
a specialised mother and baby unit.23 

Because of the high risk of significant
recurrence in the perinatal period,
women with a history of severe mental
illness should be under the care of
mental health services, ideally a
specialist perinatal mental health team
wherever possible.

NICE guidelines recommend that
women with a known or suspected
mental health problem in the postnatal
period should be assessed for treatment
within two weeks of being referred to a
specialist team and psychological
interventions should be provided within
one month of initial assessment.13

about their mental health and to identify
red flags. The RCGP Perinatal Mental
Health Toolkit can be accessed online
(www.rcgp.org.uk/clinical-and-
research/resources/toolkits/perinatal-
mental-health-toolkit.aspx). 

Women should be screened for
symptoms of mania or hypomania by
asking about periods of abnormally
high or irritable mood and increased
activity, or a change in their usual energy
level that was noticed by others as
abnormal, or got them into a difficult

with the infant, and a sense of
numbness are important features to
note.

Assess the physical wellbeing of the
mother and the baby as well as the
mother’s level of social support. It is also
important to enquire sensitively about
domestic violence and abuse as well as
comorbid substance misuse13 and to be
aware of the wider socioeconomic and
psychosocial factors that may make the
woman more vulnerable to the
development of postpartum mental
health disorders, see box 2, opposite. 

It is important to explore the risk of
harm to self and to the baby by directly
asking about suicidal thoughts and self-
harm as well as thoughts of harming the
baby.  There is no evidence that raising
these issues with women increases the
risk of self-harm or suicide.19

The Royal College of General
Practitioners (RCGP) has produced a
toolkit to help GPs to open a discussion
with women in the perinatal period
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Box 5

Clinical features of postpartum psychosis

•Onset usually early in the postpartum period, within the first two weeks
•The clinical picture often changes rapidly, with wide fluctuations in the
intensity of symptoms and severe swings of mood, between elation and
depression
•A wide variety of psychotic phenomena such as delusions and hallucinations,
the content of which is often related to the new child
•Disturbance of consciousness marked by confusion, bewilderment or perplexity

‘It is vital to exclude
the presence of
psychotic symptoms
such as confusion,
delusions or
hallucinations’


