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and the Hospital Anxiety and Depression
Scale have not been validated in
postnatal populations.19

Symptoms of perinatal depression are
no different from symptoms of
depression at other times of life:
depressed mood; anhedonia; change of
appetite or sleep patterns; fatigue;
decreased libido; feelings of guilt and
hopelessness. Attention should be paid
to any signs of poor self-care, avoidance
of eye contact, overactivity or underactivity
orabnormalities in the rate of speech. 

Particular care should be taken to ask
about suicidal ideation and thoughts of
harming others, including the baby.
Patients with severe depression with
psychotic features, or with puerperal
psychosis, may hold delusional beliefs
and be hallucinating. They may or may
not have insight into their illness. As in
postnatal depression, there are no
validated screening tools for use in
puerperal psychosis.1

RISK FACTORS
Antenatal depression
Awareness is increasing that pregnancy
is not protective against depression as
previously thought.20 There are data
from meta-analyses to support several
risk factors for antenatal depression,21 see
table 1, above.

Postnatal depression
Several systematic reviews8, 22-24 have
identified a number of robust risk factors.
One of the most important is a previous

history of depression, see table 2, left. The
degree of risk is directly correlated with
severity of past episodes. Prior contact
with specialist psychiatric services or
psychiatric hospital admission may be
useful information to elicit. 

Several other associations have been
reported, but not corroborated,25, 26 and
include: multiple births; assisted
reproduction; stillbirth;27 low birthweight
baby;28 history of abuse; obstetric
complications; lower family income;
lower occupational status/employment;
unplanned pregnancy;30not breastfeeding;
antenatal thyroid dysfunction; antenatal
stress; and two or more children.

Both antenatal and postnatal
depression are increasingly being
recognised in men. Postnatal depression
may occur in up to 26% of men three to
six months postpartum.31 Potential risk
factors include maternal depression and
poor relationship.32

Puerperal psychosis
Puerperal psychosis is rare (around 
1 to 2 per 1,000). Sixty per cent of women
with puerperal psychosis already have 
a diagnosis of bipolar disorder or
schizoaffective disorder.33, 34 In untreated
women with bipolar disorder, relapse
rates may be up to 50% (antenatal), and
70% (postnatal).35

In women with bipolar disorder
additional risk factors include: 
• previous personal or family history of
puerperal psychosis36

• discontinuation of mood stabiliser35

• primiparity37

• difficult labour37

• family history 
• hormonal changes38

Box 1
The extended Whooley questions 
1. During the past month, have you often been bothered by feeling down,
depressed or hopeless? 

2. During the past month have you often been bothered by having little
interest or pleasure in doing things?

3. Is this something you feel you need or want help with?

Table 1  
Risk factors for antenatal
depression
• Maternal anxiety
• Life stress
• Prior depression
• Lack of social support
• Domestic violence
• Unintended pregnancy
• Relationship factors

Table 2 
Confirmed risk factors for
postnatal depression
• Depressed/anxious during
pregnancy
• Past history of depression
• Baby blues*
• Family history of perinatal
depression
• Adverse life events
• Poor social support
• Dissatisfaction with relationship
with partner29

*Intermittent mild affective symptoms that may
affect more than 50% of women following
childbirth and remit spontaneously after a few days

Risk factors in women without a
psychiatric history are: being unmarried;
having a first baby; perinatal death;39

family history of puerperal illness;36 older
age at delivery40 and not living with the
infant’s father. However, these factors
have not been verified in a meta-analysis.

REFERRAL
Women with a personal history of
postpartum psychosis or bipolar
affective disorder should be considered
as high risk for postpartum psychosis.
Risk is further increased if there is
additional family history of postpartum
psychosis or bipolar affective disorder. 

The Confidential Enquiry into Maternal
Deaths and the Royal College of
Obstetricians and Gynaecologists
recommend that all pregnant women
who are identified as being at high risk
should have a shared care plan for their
late pregnancy and early postnatal
psychiatric management.7, 16 With the
woman’s agreement, a copy of the plan
should be kept in her records. 

The plan should identify what support
should be in place and who to contact if
problems arise, together with their
contact details (including out of hours),
and address decisions on medication
management in late pregnancy, the
immediate postnatal period and
breastfeeding.1

Women with current mood disorder of
mild or moderate severity who have a
first-degree relative with a history of
bipolar disorder or postpartum
psychosis should be referred for
specialist psychiatric assessment.

A family history alone indicates a
raised, but low, absolute risk of early
postpartum serious mental illness. 

Where family history only is identified,
information should be shared between
primary care and maternity services,
and any evidence of mood disturbance
during pregnancy or in the postnatal
period should lead to referral to mental
health services.1 Patients should be
referred to psychiatric services if
indicated by increased risk and for
specific psychiatric and psychological
interventions.

‘Both antenatal
and postnatal
depression 
are increasingly
being recognised
in men’




