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Abstract The immediate postpartum period is a time of acute
vulnerability to mental illness, which presents unique chal-
lenges for the psychiatric consultant. Because the postpartum
hospital stay is typically brief, the consultant must have a
working knowledge of postpartum physiology and the myriad
forms of mental illness that may emerge in this vulnerable
time, in order to quickly make a diagnosis and formulate a
treatment plan. This review aims to characterize the most
common reasons for postpartum consultation, review postpar-
tum physiology and psychiatric conditions, and propose an
evidence-based, practical approach to treatment. A literature
search using the terms Bpostpartum,^ Bobstetric,^
Bconsultation,^ and Bpsychiatry^ yielded six studies that iden-
tified reasons for psychiatric consultation to the obstetrics and
gynecology services. These studies informed the structure of
the article such that we review the most common reasons for
consultation and how to approach each issue. The most com-
mon reason for consultation is past psychiatric history, often in
the absence of current symptoms. For each clinical situation,
including depression, adverse birth events, and psychosis, we
present a differential diagnosis, as well as risk factors, clinical
signs, and recommended treatment.
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Introduction

The inpatient psychiatric consultant sees a diverse population
of patients. Uniquely, consultation to the postpartum obstetric
patient must consider two patients, the mother and her infant.
Since caring for a newborn requires a substantial level of
psychological functioning, the psychiatric assessment of the
new mother includes observation of her behavior with the
infant. Increased psychiatric vulnerability, maternal capacity,
and the choice of psychiatric treatment during breastfeeding
are concerns specific to the postpartum woman. The consul-
tant most often only has one visit in which to answer the
explicit and implicit questions from the primary team [1],
necessitating familiarity with the intricacies of a postpartum
obstetric consultation. In this clinical practice article, we trans-
late the most common reasons for obstetric consultation into
the potential areas of concern underlying them and provide a
practical approach to differential diagnosis and treatment.

Reasons for Consultation

We conducted a search of the literature in PubMed and Ovid
and Web of Science, with combinations of the search terms
Bpostpartum,^ Bobstetric,^ Bconsultation,^ and Bpsychiatry,^
excluding articles not written in English. Six retrospective chart
reviews list the most commonly stated reasons for inpatient
psychiatric consultation to obstetric patients, four of which only
included obstetric patients [2–5] and two that included both
obstetric and gynecologic patients [6, 7]. In the latter articles,
the gynecologic patients were not postpartum women and the
authors did not specify what percentage of their population was
obstetric. In the former articles, none of the four chart reviews
that focused solely on obstetric patients differentiated between
antepartum and postpartum patients when listing frequencies of
reasons for consultation; however, two of the four [3, 4] indi-
cated that a majority of consultations were for postpartum
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patients. One other retrospective chart review [8] described
diagnoses and interventions, but not reasons for consultation,
so it is not included in our table. Because these studies differed
in terminology, we provide consolidated groupings of the rea-
sons for consultation (Table 1).

Across studies, as expected, current psychiatric symptoms
was a common reason for psychiatric consultation to the ob-
stetrics and gynecology services but, less predictably, so was a
past psychiatric history (PPH) without current symptoms. In a
retrospective chart review of 96 patients in a Canadian tertiary
hospital with a high-risk pregnancy service, the most frequent
reason for referral was a report of PPH specifically Bbecause
they were deemed to be at risk of postpartum depression^ [4].
That study is supported by the results of an abstract (n=165)
which found that 42 % of all psychiatric consultations from
the obstetric service were for PPH alone, without current psy-
chiatric symptoms [1]. A retrospective chart review of 90 ob-
stetric patients in an Australian teaching hospital reported
Bpostpartum condition,^ depression, and problems coping as
the most frequent reasons for consultation [2]. A larger Aus-
tralian chart review (n=892) of maternity inpatients at an ur-
ban women’s hospital found depression to be the most com-
mon reason for consultation (48.7 %), closely followed by
PPH (47.9 %) [3]. The same results were found by both re-
views of consultations to combined obstetrics and gynecology
services, one of which studied 55 Italian inpatients [6], the
other of which reported on 111 inpatients in a Taiwanese

university hospital [7]—consultation for depression was
followed closely by PPH. Only one study of Taiwanese ob-
stetric inpatients (n=28) found that anxiety was the most com-
mon reason for referral [5]. Where a current psychiatric disor-
der was diagnosed, mood disorders were the most common
diagnosis type [1, 3, 4, 7]. Uncommon reasons for consulta-
tion included pain [2] and patient request for consultation [2,
6].

Past Psychiatric History and Maternal Capacity

Underlying many of the consults to psychiatry for postpar-
tum mothers, especially those for patients without current
symptoms, is the question of maternal capacity, or the
ability of the new mother to care for her newborn. Carry-
ing a psychiatric diagnosis may lead others to view a pa-
tient’s parental fitness more critically [9]. Assessment of
maternal capacity carries the opposing outcomes of put-
ting a vulnerable newborn in harm’s way or of needlessly
separating mother and infant. Although there are no pub-
lished guidelines that address assessment of parental ca-
pacity [10], the generally accepted standard is minimal
capacity, not optimal parenting [9, 11].

Key to assessment of maternal capacity is the psychiatric
consultant’s observation of the mother’s behavior with the
child and staff observations of the mother’s behavior. A pa-
tient may have a history of schizophrenia and even endorse
current hallucinations, but if her behavior is organized and she
is appropriately attentive and gentle with her newborn, she
may well have the capacity to take care of her baby. Converse-
ly, if the nurses observe the mother handling her infant in a
rough or careless fashion, that indicates impaired maternal
capacity.

Also, consider the mother’s attitude toward the pregnancy
and baby. A positive attitude toward the baby and having
prepared for the baby’s arrival are good indicators of motiva-
tion to provide care, whereas lack of interest in or hostility
toward the baby, especially in the setting of prior abuse, or
having other children removed by child welfare authorities,
signals a higher risk of a poor outcome [11].

We recommend that the consultant take the following
steps [9, 11, 12]: (1) observe the mother’s behavior with
her infant; (2) ask her and her partner about her attitude
toward the pregnancy; (3) obtain social history, including
current stressors and supports; (4) assess the patient’s fam-
ily, especially for members who could monitor the mother
and/or take over primary caretaking of the infant if neces-
sary, and (5) ascertain the mother’s level of insight into
her psychiatric illness, as low insight would prompt more
intervention. If she is deemed to lack maternal capacity,
the state child welfare services should be contacted to
arrange for a safe discharge plan for the infant.

Table 1 Reasons for consultation to psychiatry by percentage of total
consultation requests

Reason for consultationa Percentage of consultation requestsb

Past psychiatric history [2-7] 11 % –78 %

Depression [2, 3, 5, 7] 14 % –52 %

Adverse obstetric event [4] 48 %

Current psychiatric symptoms [4, 6] 47.3 %

Coping problems [2, 3, 6] 26 % –46 %

Postpartum condition [2] 36 %

Insomnia [5, 7] 7 % –30 %

Anxiety [2, 3, 5, 7] 13 % –25 %

Confusion [5, 7] 4 % –24 %

Patient behavior [2, 3, 7] 14 % –15 %

Diagnostic problems [2, 5] 12 % –14 %

Substance use [2, 3, 5-7] 1 % –13 %

Unexplained physical symptoms [6, 7] 1.8 % –12.7 %

Medication review [2, 3, 7] 8 % –12 %

Psychosis [2, 3, 5, 7] 5 % –11 %

Suicide/self-harm risk [2, 3, 5-7] 3.6 % –11 %

Organic disorder [2, 3] 2 % –4 %

aReferences are in brackets next to the reason for consultation
b Percentage range out of all psychiatric consultation requests from the
obstetrics service

26 Page 2 of 10 Curr Psychiatry Rep (2015) 17: 26



Current Depression Symptoms

In evaluating current depressive symptoms, the consultant must
differentiate between maternity blues, which occurs in 50–
80 % of mothers [13–16], and postpartum depression (PPD),
because while the blues is self-limited, untreated PPD can have
devastating sequelae. The negative effects of PPD on the child
and mother are more thoroughly reviewed elsewhere [17–19]
but include adverse birth outcomes [20, 21], impairments in the
child’s growth, attachment, and cognitive and emotional devel-
opment and elevated risk of suicide in the mother. Furthermore,
PPD is associated with increased child abuse, neglect, and fil-
icide of the older child [22].

The diagnostic criteria for PPD are the same as major de-
pressive disorder. In the Diagnostic and Statistical Manual of
Mental Disorders (DSM)-V, the specifier of Bwith peripartum
onset^ is applied Bif onset of mood symptoms occurs during
pregnancy or in the 4 weeks following delivery^ [23]. Previ-
ously, in the DSM-IV-TR, this specifier was Bwith postpartum
onset^ as defined as Bwithin 4 weeks after childbirth.^[24] This
was changed to include pregnancy-onset depressive episodes as
it has become more clear that what is called postpartum depres-
sion may be a heterogeneous group of biologically distinct
entities, only some of which are triggered by parturition.

Accordingly, certain women may be more vulnerable to
developing PPD. In a prospective double-blind intervention
of euthymicmothers (n=16), 60% of women with a history of
PPD developed a major depressive episode compared with
zero episodes in women without a history when pregnancy
hormones were added and withdrawn over a 4-month period
[25]. Familial [26, 27] and genotyping [28–30] studies indi-
cate a possible genetic basis for increased risk of depression
conferred by childbirth. Finally, the hippocampus is one site
where estradiol’s effects on mood are thought to be situated,
and a recent study found that DNA methylation modifies the
effect of estradiol on certain genes in hippocampal tissue;
furthermore, the degree of this methylation is significantly
different between PPD and non-depressed mothers [31]. This
is likely the first in a line of studies examining the epigenetics
of the etiology of PPD.

These differences may underlie a Bhormone-sensitive^ [32]
or Breproductive depression^ phenotype, in which somewom-
en are more likely to experience depression in context of hor-
monal changes, be they pre-menstrual, postpartum, or peri-
menopausal [33]. Late pregnancy and delivery is a time of
enormous hormonal flux. Progesterone and estradiol increase
up to 8- and 1000-fold respectively during pregnancy [34],
then drop to pre-pregnancy levels by day five postpartum
[35]. Falling estradiol may affect mood through its effect on
serotonin, as it modulates serotonin levels and pre- and post-
synaptic serotonin receptor activity [36, 37]. Furthermore, an-
imal studies have demonstrated an inverse relationship be-
tween estradiol and MAO-A density [38–40], and, in humans,

falling estradiol levels is associated with increased MAO
binding in postpartum women [41]. The dramatic hormonal
fluctuations that occur in the third trimester and postpartum
thus affect neurotransmitter availability, which likely contrib-
utes to depressive symptoms before and after delivery. How-
ever, since only somewomen seem to be adversely affected by
these typical hormonal changes, future studies should focus
on the genetic, hormonal, and neurobiological underpinnings
of this putative subtype of PPD.

Because DSM criteria require symptoms to last for at least
2 weeks, the consultant cannot diagnose PPD in those first few
days postpartum while the mother is hospitalized, unless a
depressive episode began during pregnancy, which happens
in one third of PPD cases [42]. However, high-risk women
should be identified and monitored. Studies of biomarkers that
could predict PPD have produced conflicting results [43–47],
so risk assessment must be based on the mother’s clinical
presentation and epidemiological risk factors.

Strong risk factors for PPD include a past history of PPD
and a history of bipolar disorder, both of which increase the
risk of PPD to about 50 %, and a history of pre-menstrual
dysphoric disorder [48–53], as well as depressive or anxious
symptoms during pregnancy [48]. Moderate risk factors for
PPD include primiparity [54], delivering prematurely [52], a
family history of depression, stressful life events, perceived
lack of social support, unemployment [52], lower education
[42], and psychological abuse from the mother’s partner [55],
as well as adverse birth outcomes [56].

At the bedside, the consultant should quantify the mother’s
degree of depression with a well-validated tool such as the Ed-
inburgh Postnatal Depression Scale (EPDS) [57]. A score of 10
or above is considered at risk for postnatal depression and was
noted in days 3–5 postpartum to have a sensitivity of 0.82 for
later development of PPD [52, 58]. Apart from the score itself,
the presence of depressive symptoms at all should raise concern.
One study of postpartum women (n=594) who completed the
EPDS on day 2 postpartum reported that depressive symptoms
at 2 days predicted an EPDS score of >9 at 3 months [59].

If the mother does not currently meet criteria for PPD (i.e.,
did not have onset during pregnancy) but is at increased risk,
the consultant should ensure close follow-up. However, giv-
ing the patient referral information is not enough. Almost
80 % of women who had screened positive for depression in
one study did not show up to their psychiatric follow-up ap-
pointment [56], so the psychiatric consultant should ask the
outpatient obstetrician to monitor the patient’s mood and en-
courage psychiatric follow-up. Women with a prior history of
PPD should consider beginning an antidepressant preventive-
ly, as a randomized controlled trial (RCT) (N=22) showed the
risk of recurrence was 7 % for those taking sertraline vs. 50 %
for those taking placebo [60]. PPD risk is also lowered by
postpartum home visits by nurses, telephone-based peer sup-
port, and interpersonal psychotherapy [61], as well as
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psychoeducation on modifiable factors associated with PPD
(e.g., low social support) and information about how to get
help [62].

If the postpartum mother’s symptoms began during preg-
nancy and she already meets criteria for PPD, the consultant
should initiate treatment. Selective serotonin reuptake inhibi-
tors (SSRIs) are first-line but changes in maternal P450 en-
zyme function necessitate a low starting dose, e.g., the equiv-
alent of sertraline 25 mg daily [63]. Augmentation with ben-
zodiazepines, mood stabilizers, or antipsychotics may be nec-
essary. We do not recommend estrogen therapy at this time, as
there is limited current evidence for its use although it may
hold promise as a future treatment [64]. Schedule a follow-up
appointment with an outpatient psychiatrist, and improve ad-
herence by enlisting the help of the outpatient obstetrician and
possibly a family member.

Some psychiatrists base their prescribing decisions for
breastfeeding mothers on whether an antidepressant’s milk/
plasma ratio is less than 1 and the relative infant dose is under
10 %, in which case the clinician should avoid citalopram, flu-
oxetine, and venlafaxine [65], unless the patient has a history of
positive response to one of these medications. We prefer to base
our prescribing decisions on data on in vivo effect of antidepres-
sants on nursing infants, which indicate few adverse outcomes
[65, 66]. After medication initiation, the consultant should ask
the mother to monitor her infant for irritability, agitation, exces-
sive crying, postfeeding vomiting, or sedation. We recommend
against Bpumping and dumping^ milk, as there is no demon-
strated benefit, and this recommendation may send a confusing
message about the safety ofmedicationwhile breastfeeding [63].

Adverse Obstetric Events

Adverse obstetric events and Bcoping problems^were common
reasons for psychiatric consultation. After stillbirth or signifi-
cant birth injury, shock and numbness is typical, followed by a
grief reaction, i.e., bouts of tearfulness, guilt, insomnia, and
anxiety. Often, the mother searches for a cause of the death or
injury, and anger is mixed with grief in the early weeks of
mourning [67]. This presentation is usually not pathologic,
but the team may need reassurance that normal grief—either
for the baby or for the mother’s expectation of a completely
healthy baby—is occurring without need for any intervention
beyond an assessment of the mother’s social supports.

Intervention may be needed if a mother is at risk for
prolonged symptoms, since adverse obstetric events can be a
risk factor for PPD [56], unresolved grief as measured by the
Adult Attachment Interview [68], GAD [69], social phobia
[69], and posttraumatic stress disorder (PTSD) [70–72]. Un-
resolved grief for a previous baby, which is sometimes man-
ifested by the maintenance of an ongoing dialogue with the
deceased child, was significantly associated with disorganized
attachment in a subsequently born child at age 12months [68].

Risk factors for unresolved grief include lack of social support
and low intimacy with the baby’s father [67].

Although acute stress reactions can be seen after an adverse
birth outcome, symptoms usually remit. The question of
whether the mother should see and hold the stillborn baby’s
body has not been firmly answered [73–75]. We recommend
presenting the mother with the option of seeing the baby in an
unbiased, nonjudgmental fashion [76–78] and to respect the
mother’s wishes for how to cope with the loss. If the baby is
deformed or anencephalic, warn the mother that seeing the
baby may be distressing. If the psychiatric consultant remem-
bers that she is treating a mother who has lost her child, she
can avoid common mistakes such as reassuring her that she
can have other children or forgetting to ask important ques-
tions such as whether the mother is planning on having a
service for her child, whether she decided to name her child
or whether an autopsy was requested.

There are no clear guidelines for psychiatric intervention
[79], but in one RCT of care for parents grieving after preg-
nancy loss, a 5-week Internet-based cognitive therapy inter-
vention that was originally developed for PTSD but adapted to
address pregnancy loss and grief decreased symptoms of de-
pression, anxiety, posttraumatic stress, and grief compared
with waitlist controls [80]. The consultant should also be fa-
miliar with local perinatal loss support groups.

Lastly, most obstetricians report having felt grief while car-
ing for a mother of a stillborn baby [81, 82], so as a liaison, the
psychiatric consultant should evaluate how the obstetric staff
is coping. Grief, depression, self-doubt, and self-blame are the
most common reactions reported among obstetricians. Brief
empathic support provided directly by the psychiatrist, partic-
ipation in Schwartz Rounds, or a referral to the hospital em-
ployee assistance program, especially if junior staff are in-
volved, can be beneficial.

Insomnia

The differential diagnosis for insomnia includes an underlying
psychiatric disorder, most likely anxiety, as well as an unusu-
ally wakeful rooming-in newborn infant. Interventions for pri-
mary insomnia include encouraging the mother to allow the
baby to sleep in the nursery as well as medications like di-
phenhydramine. If the insomnia persists after discharge, cog-
nitive behavioral therapy for insomnia is beneficial [83].

Anxiety

Anxiety is the most frequent comorbidity of PPD [42] but may
also be seen in psychosis. If the mother is not depressed, at
high risk for PPD, or psychotic, the consultant should screen
for obsessive-compulsive disorder (OCD), which can occur
for the first time in the postpartum period and can mimic some
features of postpartum psychosis, as its associated obsessions
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may include intrusive thoughts of harming the infant [84, 85].
However, in OCD, these thoughts are ego-dystonic, the moth-
er feels guilty and may avoid the infant, and her affect is not
flat. In a prospective cohort study of 491 women who had
delivered at a tertiary hospital, 11 % of women screened pos-
itive for OCD, but an additional 5.4 % had developed symp-
toms by 6 months [86]. Postpartum OCD should be treated
similarly to non-postpartum OCD, with SSRIs as first-line as
well as exposure/response-prevention and/or cognitive behav-
ioral therapy if available.

PTSD, stemming from the mother’s experience of intense
fear, helplessness, or horror during birth, occurs in 3.1–15.7%
of postpartum women [87]. A recent meta-analysis found that
postpartum depressive symptoms were strongly associated
with postpartum PTSD [87]. Other risk factors include unan-
ticipated procedures or interventions, maternal and infant
complications, hospitalization or hyperemesis during preg-
nancy, a previous history of trauma or psychiatric disorder,
and low perceived social support [87, 88]. Aside from stan-
dard PTSD treatment such as psychotherapy and SSRIs,
mothers with PTSD may also benefit from journaling about
their birth experience and from reading stories of how other
mothers recovered [88].

Anxiety should also prompt the consultant to screen for
delirium, as it can be the presenting symptom for limbic en-
cephalitis [89] as well as other medical conditions. If the anx-
iety is specific to the new baby’s arrival, targeted education,
support, and reassurance are warranted. A combination of
relaxation techniques, meditation, and short-actingmedication
such as a benzodiazepine can alleviate the mother’s suffering.

Confusion, Psychosis, BPatient Behavior,^ and Organic
Disorder: Unusual Behavior in the Mother

The psychiatric consultant must keep a broad differential di-
agnosis in mind when considering abnormal behavior in the
mother, with postpartum psychosis (PPP) and delirium prom-
inent among the diagnostic possibilities.

PPP occurs in 0.1 % of births [90, 91] and clusters in
families [92]. It is strongly associated with bipolar disorder,
and for some women, PPP is the first manifestation of bipolar
disorder [93]. Potential risk factors for PPP in bipolar disorder
include primiparity [91, 94, 95], increased maternal age [91],
and having had a mood episode during pregnancy [96]. There
are conflicting studies on whether delivery complications in-
crease the risk for PPP [94, 95]. A prior history of PPP is a
strong risk factor for subsequent episodes, with a risk of re-
currence estimated as high as 75-90 % [97–99]. While the
underlying pathophysiology is unclear, emerging evidence in-
dicates a possible inflammatory basis for PPP [100–102].

PPP often mimics delirium, as symptoms can include con-
fusion, disorientation, and visual hallucinations, and these
may wax and wane [13, 103, 104]. PPP delusions often focus

on the identity of the baby and may be accompanied by cata-
lepsy or mania. In one investigation of PPP patients (n=86) by
Rhode et al. [105], the most frequent symptoms were restless-
ness, paranoid symptoms, catatonic excitement, anxiety, and
sleep disturbance. Wisner et al [104] studied 762 women that
those with childbearing-related psychosis (i.e., psychosis that
emerged during pregnancy or within 3 months postpartum)
and found they displayed more disorganization, bizarre be-
havior, and non-auditory hallucinations than women whose
psychosis was not temporally related to childbirth. Therefore,
the psychiatric consultant must be aware that PPP can feature
both non-auditory hallucinations, which usually accompany
delirium or intoxication, and anxiety or depressed mood [93].

PPP is a psychiatric emergency, as harm to the mother or
infant may occur. Suicide is the leading cause of death for
mothers within the first year after childbirth, usually carried
out through violent means [106]. The risk of suicide for wom-
en suffering from PPP is estimated at 2 per 1000 [106], and the
risk of infanticide in PPP is estimated at 4 % [107–109]. In the
previously mentioned study of 86 women with PPP, 16 had
died at follow-up 25 years later; five committed suicide by
violent methods, and one had committed suicide during the
index psychotic episode [105]. In that study, the only observed
behavior considered dangerous to the infant occurred during
catatonic excitement. In another study, of Indian PPP mothers
(n=108) [110], delusional content increased risk of harm to
the infant. The most frequent delusions were BBaby is a devil
or is ill fated^ and BSomeone will kill the baby or harm the
baby.^ The presence of delusions was associated with in-
creased abusive behavior toward the infant overall, but espe-
cially in those mothers who described the baby as a devil, as
Bill fated,^ or who held the delusion that they had someone
else’s baby.

For asymptomatic patients with a history of psychosis, the
consultant should conduct a maternal capacity assessment,
watching for psychotic neglect, including persecutory delu-
sions, mistrust of healthcare providers, and especially
delusions about the baby [108]. The mother’s family or out-
patient team can provide valuable history, including any
history of violence, impulsivity, or nonadherence to care, as
well as more recent functioning. Consider prevention in high-
risk mothers; if the mother has a history of psychosis only in
the postpartum period, Bergink et al. [96] recommend prophy-
lactic initiation ofmedication immediately postpartum, as they
found that none of the women with a history of PPP relapsed
with medication, while 44 % of women off medication re-
lapsed [96]. Several case series and open trials have suggested
efficacy for lithium [111, 112], divalproex sodium [113], and
olanzapine [114]. Although there have been no RCTs of PPP
prevention [115], we recommend initiating prophylaxis soon
after delivery with the psychotropic that has historically been
most effective for the patient. Furthermore, since themedian onset
for PPP is 8 days postpartum [95], we recommend close follow-
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up in high-risk patients, e.g., an obstetrics appointment or a nurse
visit at home 1–2 weeks postpartum.

Psychotic symptoms observed in-house should be treated
similarly to non-postpartum psychosis, with antipsychotics,
mood stabilizers, and benzodiazepines as clinically indicated
[116], and possible transfer to inpatient psychiatric care. For
the first several weeks postdischarge, Sit et al. recommend
intensive outpatient therapy or a day program [93]. The con-
sultant can talk to the family, assuage guilt, and educate them
about PPP as well as how to monitor for relapse [117].

If the mother plans to breastfeed, the consultant should
discuss the risks of medication treatment versus the risks of
untreated illness and balance those with the benefits of
breastfeeding. For women that become ill with disrupted
sleep, nursing should be discouraged at night. For nursing
mothers taking anti-epileptic drugs like carbamazepine or
valproate, the infant’s liver functions, complete blood count,
and anticonvulsant level should be monitored at six weeks of
age [118]. For mothers taking lithium, the infant’s lithium
level, blood urea nitrogen, creatinine, and thyroid stimulating
hormone should be measured at 4 to 6 weeks, and again every
8–12weeks or as clinically indicated while the nursingmother
is taking lithium [118, 119]. For mothers taking antipsy-
chotics, the infants’ clinical status should be monitored, but
most cases of infant exposure have documented no adverse
effects [120, 121].

Medical causes of postpartum mental status change are
rarer than PPP, but it is essential to consider them in the dif-
ferential diagnosis. The medical causes of mental status
changes that have been reported postpartum include Sheehan
syndrome, urea cycle disorders, autoimmune thyroiditis,
stroke, meningitis, meningioma, and multiple sclerosis [13,
122–125]. In Sheehan syndrome, or pituitary necrosis follow-
ing postpartum hemorrhage, patients may have early
hyponatremia or hypoglycemia, manifesting as weakness, ap-
athy, mental slowing, confusion, and failure to lactate
[126–128]. Urea cycle disorders begin with disorientation
and confusion, appearing from one day antepartum to three
days postpartum and progressing to coma; case reports de-
scribe hyperammonemia and hyperglutaminemia with normal
liver transaminases [129–132].Most cases occur in previously
asymptomatic patients, but the patient or family may endorse
a history of nausea after high-protein meals, episodes of irri-
tability, lethargy, and vomiting, or growth delays [133]. Auto-
immune thyroiditis has been associated with PPP, though it is
unclear whether it is an incidental finding or a cause of psy-
chosis [124]. Other reported causes of postpartum mental sta-
tus change include epilepsy, alcohol withdrawal, and water
intoxication from overhydration during labor [134, 135].

If the patient’s level of consciousness is fluctuating, or if
her neurologic exam is revealing, obtain head imaging and
ammonia levels as well as a complete blood count and com-
prehensive metabolic panel. Further workup may require

neurology consult, lumbar puncture, electroencephalogram,
or thyroperoxidase antibodies to avoid missing a reversible
and potentially fatal cause of mental status change.

Besides PPP and medical causes, a personality disorder
may lead to abnormal patient behavior. If this is the case,
educate the primary obstetric team about the importance of
consistent and frequent team communication to avoid splitting
and milieu disruption [2, 136]. The importance of the consul-
tant, in this case, is to determine maternal capacity as de-
scribed above.

Substance Abuse

The consult for a mother abusing substances is sometimes a
consult to determine maternal capacity. Often, this determina-
tion is out of the consultants’ hands, as state child welfare
agencies may mandate reporting of patients with positive drug
screens [137]. The psychiatrist’s main intervention may be to
discuss the substance use with the mother non-judgmentally
and to determine the appropriate level of referral to addiction
services [138].

Medication Review

Consideration of medication during breastfeeding requires
balancing potential risks and benefits to the mother and baby,
but in general, the benefit of a mentally healthy mother should
outweigh the risk of medication exposure to the infant, espe-
cially when the mother is at risk for such serious disorders as
PPD or PPP. Studies indicate that most psychotropic medica-
tions are present in low amounts in infant serum and are well
tolerated [119, 139, 140]. Generally, we recommend first de-
ciding on proper psychiatric treatment for the mother as if she
were not breastfeeding, and then modifying treatment as nec-
essary depending on nursing status. The specific pharmacoki-
netics for each psychotropic in breastfeeding is beyond the
scope of this article. For up to date information on the relative
risks and benefits of psychotropics in nursing, several
websi tes are useful , including reprotox.org and
mothertobaby.org, as well as recent reviews by Molyneaux
[141], Yonkers [142], Fortinguerra [143], and Klinger [139].

The Consultant’s Approach

We recommend the following approach for psychiatric con-
sultation to a postpartum mother:

1. Clarify the consult request. The primary team may have
further concerns beyond the initial consultation question,
and directly addressing these concerns enhances the con-
sultation’s impact.
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2. Assess current symptoms, focusing on early signs of PPD,
postpartum anxiety or PPP, and assess the patient’s level
of coping.

3. Observe maternal behavior with her infant and obtain staff
input, paying special attention to safety concerns.

4. Engage the patient, significant other, and family by pro-
viding education about the diagnosis and crafting a plan
for symptom monitoring, management and follow-up, in-
cluding how to access emergent psychiatric care if need-
ed. Identify social supports and encourage increased in-
volvement during the postpartum.

5. If medication treatment is indicated, choose the appropri-
ate medication for the patient’s symptoms regardless of
her breastfeeding status, then modify the treatment plan as
needed if she is nursing. Document a discussion of the
risks to the infant’s health of untreated illness as well as
of medication exposure.

6. If the patient is high risk for PPD or PPP, or if treatment was
started, obtain a postdischarge psychiatric appointment.

7. Inform the outpatient obstetrician of the consultation out-
come so she can monitor symptoms and encourage psy-
chiatric follow-up.

8. In complicated cases, consider a second opinion from a
perinatal psychiatrist.

Conclusions

In this article, we have reviewed the reasons for psychiatric
consultation to the obstetrics service and have outlined impor-
tant steps for evaluation, diagnosis, and treatment of the most
common conditions encountered postpartum. A major consid-
eration in almost all consults is assessment of maternal capac-
ity. Identifying as a mother can increase a patient’s motivation
to adhere to treatment, and thismay be harnessed effectively at
the bedside, improving outcomes for all involved. Further
research is needed into biomarkers for PPP and PPD. Because
of potentially devastating effects of maternal psychiatric ill-
ness on the infant as well as the mother and other family
members, consultants to the obstetric ward must be familiar
with assessment and proper treatment of the psychiatric con-
cerns of the postpartum.
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