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Abstract

Postnatal depression is the most common psychopathological disorder during

the postnatal period. It is a mood and anxiety disorder and affects around 15 % of

mothers. It involves the development of a major depressive episode whose onset

can occur during pregnancy or within 4 weeks of giving birth, and depressive

symptoms must be present for at least 2 weeks, but in clinical practice it is

considered that it can also have an onset from pregnancy to 3–6 months postpar-

tum, although it is more common during the postpartum period.

There are still many cases of postnatal depression that are not detected in

clinical practice; in spite of that, it has deleterious consequences for the mother

and for the baby and can delay the physical, social, and cognitive development of

the baby.

Social, psychological, and biological factors can contribute to the develop-

ment of postnatal depression. It is important to educate both professionals and

mothers about the risk factors for early detection to prevent depression from

developing.

The treatment of depressed women in the postpartum period may be different

according to the characteristics of every clinical case; psychotherapy or phar-

macotherapy may be used alone or in combination. The therapy may be benefi-

cial for the symptoms and drug treatment is a good option in cases where

postpartum depression is considered moderate or severe and in which therapy

was not effective.
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20.1 Introduction

Even though women have the same prevalence of psychiatric disorders as men in

most countries, there are differences in the psychiatric diagnosis made by sex.

Epidemiological studies show rates of depressive and anxiety disorders twice as

high in women compared with men. Biology explains some differences in the

diagnosis, but mental illnesses are influenced by both biological and psychosocial

factors.

The rates of depressive disorders increase in women during maternity. Through-

out the whole postpartum period the risk of suffering them is particularly high

considering that the mother suffers stressful and important changes physically and

also in her surroundings, for example, during the breastfeeding period and transfor-

mation in the couple relationship and in the familial structure [1]. Postnatal depres-

sion (PND) creates negative outcomes in the mother, her partner, and in the

newborn; thus, early detection and treatment nowadays must be a priority for public

health.

20.2 Depressive Disorders in the Perinatal Period

Gestational depression and PND are the most common psychopathological

disorders during pregnancy and the postnatal period they are mood and anxiety

disorders. There are different forms of depression, from minor and temporary

episodes of sadness to more severe and persistent forms.

On the one hand is gestational depression that is suffered by 14–23 % of the

pregnant women [2], of whom 3 to 5 % are such severe cases that if they do not

receive any treatment they can get worse after delivery [3]. For women with a

history of major depression the risk of relapse during pregnancy is high, especially

if pharmacological treatment has ceased [4].

Postpartum dysphoria occurs in about 50 % of births [5]. It is a transitory mild

condition that remits naturally and usually does not require treatment. It appears in

the first hours after childbirth and can last a few weeks, but if it lasts more than

2 weeks, and if there is a history of recurrent depressive episodes, it requires an

evaluation to rule out the development of a more severe mood disorder.

Postpartum depression, which we focus on in this chapter, affects around 15 %

of mothers and can appear in the first few weeks and even for up to a year after

childbirth. Medical, psychological, and pharmacological intervention is required so

as not to affect the ability of the mother to care for her child.

Postpartum psychosis is a severe disease with an incidence of 0.1–0.2 % [6] that

may appear in the first weeks after birth and has an abrupt start and evolves quickly.

The characteristic symptoms are depressed or exalted mood, behavioral maladjust-

ment, emotional lability, delusions, and hallucinations. Medical, psychological, and

pharmacological interventions are important to avoid it evolving into a major

psychiatric disorder.
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20.3 Symptoms and Prevalence

In 2013 The American Psychiatric Association changed the name of this condition

to peripartum depression in the Diagnostic and Statistical Manual of Mental
Disorders, fifth edition (DSM-5). This involves the development of a major depres-

sive episode whose onset can occur during pregnancy or within 4 weeks of giving

birth [7] and, as in other major depressive episodes, depressive symptoms must be

present for at least 2 weeks. However, in clinical practice it is considered that

postpartum depression can also occur from pregnancy to 3–6 months postpartum

[8, 9], although it is more common in the postpartum period.

The clinical symptomatology is characterized by sadness, anhedonia, tearful-

ness, fatigue, and anxiety. Also, eating and sleep disorders, loss of energy, and

feelings of guilt commonly associated with the care of bringing up a child may

appear. These symptoms are also observed in the ordinary postpartum period,

which makes diagnosis more difficult. Therefore, it is recommended to explore

for more specific symptoms such as impaired concentration, thoughts of death or

self- or hetero-aggressiveness toward the newborn. Postnatal depression must be

carefully distinguished from both normal and other postpartum psychiatric

disorders common in this period, among which postpartum dysphoria and puerperal

psychosis deserve social attention.

Each year PND occurs in between 15 and 20 % of all women of childbearing

age, resulting in approximately 600,000–800,000 cases annually, and is one of the

most common postpartum complications [10]. However, the prevalence is highly

variable; some studies found rates from 0 to almost 60 % [11] and the rates vary

between countries and within them [12].

20.4 Screening

Postnatal depression can be effectively treated and prevented [13], but there are still

many cases continuing undetected in clinical practice [14]. Several tools for

detecting depression exist, but few studies have evaluated their use in the postpar-

tum period. The most commonly used in the scientific literature has been the

Edinburgh Postnatal Depression Scale (EPDS) [15], a 10-item self-report scale to

detect depressive symptoms in women who have just given birth that takes into

account the severity of symptoms present during the previous 7 days. It has been

translated into several languages and has been used both in clinical practice and in

epidemiological studies [16, 17]. It has demonstrated its validity and reliability in

several studies and has been recommended as a screening tool indicating the

possible presence of depression in women after birth [18], but not as a diagnostic

tool. The diagnosis of PND is made by detailed exploration of signs and symptoms

in the context of the clinical interview as the Post-Partum Depression (PPD) must

be distinguished both from normal puerperium and from other common psychiatric

disorders in this period such as postpartum psychosis and postpartum dysphoria.
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20.5 Etiology and Risk Factors

Social, psychological, and biological factors can contribute to the development of

PND. However, most of the existing literature is focused on the social and psycho-

logical causes rather than on the biological ones.

20.6 Biological Factors

During pregnancy and postpartum, women experience hormonal changes, which

are aimed at preparing the organism for both childbirth and the breastfeeding

period. These changes affect the hormones and the neurotransmitters. Despite the

fact that they are necessary to ensure the health of the women during this period,

occasionally these alterations provoke deterioration in women’s mental health after

childbirth.

The concentration in plasma of hormones such as estrogens, progesterone,

testosterone, cortisol, and corticotrophin-releasing hormone increases during the

40 weeks of pregnancy, decreasing drastically during childbirth [19, 20]. Several

research works indicate that those hormonal changes can cause depression in a

subgroup of vulnerable women. However, the origin of this sensitivity has not yet

been clarified [21].

Alkistis Skalkidu [22] describes the biological changes associated with the

development of postpartum depression, including elements such as the gonadal

steroids, the hypothalamic–pituitary–adrenal (HPA) axis, the serotonergic neuro-

transmitter system, the thyroid system, inflammatory markers, and genetic risk

factors.

20.6.1 Gonadal Steroids

Since progesterone and estradiol decrease rapidly after childbirth, their possible

implications in the development of the PND have been studied often. In addition,

low levels of estrogens have been associated with a reduction in a woman’s well-

being, and with the onset of depression after childbirth.

In more than 60 % of the cases of women with PND antecedents the low

production of endogenous hormones has been linked to the emergence of depres-

sive symptoms [23]. Some research works also corroborate that high-level estradiol

treatments improve PND [24, 25]. On the other hand, there are studies that question

the hypothesis of hypoestrogenism, as some evidence shows that women suffering

deep depression sometimes have higher estradiol serum concentrations than

mothers affected by PND in the early postpartum period [26].

As far as progesterone is concerned, in most of the cases it has been associated

with postpartum dysphoria [27, 28]. However, in PND the evidence is not strong

enough. Some research states that the decrease in progesterone levels coincides

with the highest peak of the depressive symptoms in the early postpartum period.
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Other studies, on the contrary, show no change [29], or even an increase in the

progesterone [30].

Finally, Lawrie et al. [31] carried out a randomized, double-blinded, placebo-

controlled clinical trial that demonstrated that the administration of progestogen in

the early postpartum increases the risk of PND.

20.6.2 Hypothalamic–Pituitary–Adrenal Axis

The hormonal secretion system works in interrelationship with both the nervous and

the immune system. External agents also affect it. During depression there are

alterations in the operation of the HPA axis [32]. These three glands, namely, the

hypothalamus, the pituitary, and the adrenal glands, operate in a synchronized way

thanks to a feedback system. In specific types of depression this self-regulation

system does not work. As a consequence the level of hormone production is higher

than normal.

The alterations in the HPA axis observed in deep depression and during preg-

nancy and childbirth are similar to those mentioned above. In this way, the

concentration of cortisol increases both in plasma and in urine [21].

A different origin and evolution of depression during pregnancy and in the PND

have been pointed out. Thus, normally in the PND, the HPA axis reduces its activity

[33], while in the depression suffered during pregnancy there is hyperactivity. Some

studies demonstrate how women with PND have a reduced response capacity of the

HPA axis compared with the controls [34, 35].

20.6.3 Other Factors in the Etiopathogenesis of PND

The activation of the inflammatory response system can be involved in the patho-

physiology of PND [36]. This hypothesis states that external stressors, such as

psychosocial factors, and internal stressors, such as organic inflammatory

conditions that occur during the postpartum period, can trigger depression through

the inflammatory processes [37, 38].

Oxytocin has been linked with childbirth and the breastfeeding period [39],

suggesting that it has a positive effect on the mood [40]. The role of oxytocin in

the mother–child attachment and social–cognitive processes has been highlighted

[41]. These studies are addressed at searching for biomarkers, which, associated

with the behavior of mothers affected by depression, could condition the develop-

ment of the child.

A subgroup of the PND is founded in thyroid dysfunction. Up to 7 % of new

mothers experience alterations in the thyroid system during and after childbirth

compared with 3–4 % of the general population [42]. In addition, there is evidence

that links thyroid dysfunction during pregnancy to depression in the first year after

childbirth [43]. Therefore, the evaluation of the thyroid performance in the early
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period after childbirth is important in order to monitor effectively the women

at risk.

The serotonergic system plays a fundamental role in mood disorders and in PND

treatment. The use of selective serotonin reuptake inhibitors (SSRIs) has been

shown not only to be effective in PND, but also to be well tolerated by the mothers.

However, this treatment has not been demonstrated to be well above any other

treatments [44].

Epigenetics, genetics, and stress–environment interaction, including the

interactions in the early development of their own mother, are factors that have

an influence on the propensity for developing PND [45]. Long-term monitoring of

the children whose mothers suffered PND shows that they have a tendency to be

depressed that is four times higher than the rest of the population [46]. This fact

suggests an intergenerational transference that increases the propensity for depres-

sion and PND in the descendants. Apparently, multiple genes play an important role

in this vulnerability, but not many studies have researched this subject [47, 48].

20.7 Psychosocial Factors

All women are prone to developing depression following childbirth; however,

women who have certain risk factors are at a significantly increased risk of

experiencing the illness. Many investigators have already described various risk

factors with differing views on their importance. In this sense, Robertson

et al. described different categories of risk factors.

20.7.1 Strong to Moderate Risk Factors

Depression or anxiety during pregnancy: Experiencing depressed mood or anxiety

during pregnancy was a significant predictor of postpartum depression [49–52]

and higher levels of anxiety during pregnancy predict the level of postpartum

depressive symptomatology.

Past history of psychiatric illness: Having previously experienced depressive

symptoms at any time, not just related to childbirth [49–51, 53] leads to a

significantly increased risk of postpartum depression.

Life events: Strong–moderate relationship between experiencing a life event and

developing postpartum depression was found in a study [49].

Social support: Receiving social support through friends and relatives during

stressful times is thought to be a protective factor against developing depression

[54] and several earlier studies have evaluated the role of social support in

reducing postpartum depression.
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20.7.2 Moderate Risk Factors

Psychological factors: Maternal personality characteristics including neuroticism

and cognitive attributional style have been measured as risk factors for postpar-

tum depression [49, 55].

Marital relationship: Studies have reported an increased risk of postpartum depres-

sion in women who experienced marital problems during pregnancy [49, 50, 56].

20.7.3 Minor Risk Factors

Obstetric factors:Obstetric factors including pregnancy-related complications have

been examined as potential risk factors for postpartum depression [49, 53, 57,

58].

Socioeconomic status: Socioeconomic deprivation indicators such as unemploy-

ment, low income, and low education have been cited as risk factors in mental

health disorders, and in depression in particular [59–61].

20.8 Effects of Illness

Postpartum depression has not only deleterious consequences for the mother but

also for the baby and can delay the physical, social, and cognitive development of

the baby. Therefore, it is very important to prevent this disease at the centers of

women’s care using a multidisciplinary approach.

The interaction disturbances of depressed mothers and their infants appear to be

universal, across different cultures and socioeconomic status groups. All mothers

have in common that they show less sensitivity to and responsibility for the

infants [62].

Maternal depression can have a negative impact in different areas of the infants,

a range of cognitive functions [63], and verbal abilities [64], as well as children’s

abilities to regulate their own emotions and behaviors [65]. Parenting can often be

influenced by the effects of maternal depression; this may be caused by depressed

mothers exhibiting decreased sensitivity in interactions with children, and the lack

of contingency in response to the actions of child [66, 67].

Maternal depression is not the only factor that affects children’s development;

contextual risks can also have a negative impact on children’s cognitive function-

ing, including executive functions such as attention [68], inhibitory control [69], IQ

[70], and language development [71].

The possible impact of risks in the context of children’s cognitive functioning

may be higher in parents with a lower educational level and fewer resources to

encourage them cognitively [72].

The interpersonal stress of depressed mothers can negatively affect the well-

being of adolescents [73, 74] and children [75], considering that early in the life

course, the mother constitutes the primary social environment for the child [76].
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It is important to highlight the importance that the immediate social environment

has for the baby and his/her experiences; the effect of both maternal depression and

contextual risks on the children may be considerable [73].However, postpartum

depression also has important consequences for the mother. At this important

moment of her life, she is supposed to meet certain expectations, and discomfort

caused by not being able to do so is added to the discomfort of depression.

20.9 Effects on the Mother

Depression after childbirth affects the woman’s feelings about herself and her

interpersonal relationships. It is remarkable in the mother–baby relationship, the

couple relationship, and relationships with older children and the wider family are

influenced by the depression of the mother. It is important to note that women with

postnatal depression are at an increased risk of future depressive episodes. In the

postnatal period, an additional challenge for the mother is coping with depression at

a time when there is a strong societal expectation that motherhood is joyful and

rewarding [77, 78]. Thus, we must not forget that social expectations about moth-

erhood can increase women’s reluctance to disclose negative feelings.

20.10 Effects of Depression on the Child

There are many factors that contribute to the healthy development of the child, but

development can also be disrupted by many factors. Early relationships are central

in promoting healthy social and emotional child development [79]. Having a

depressed mother has an impact on the cognitive development of the children,

including language development and intelligence. All this varies with the child’s

gender, different social factors, and the timing and course of the mother’s depres-

sion [80, 81]. It is obvious to think that the mother’s ability to regulate her baby’s

state plays an important role in helping children develop strategies for managing

their feelings and emotions [82, 83]. Some studies showed that mothers with

postnatal depression display more negative behaviors toward their babies and that

their babies are less positive than those of nondepressed mothers [82, 84].

20.11 Treatment

Nowadays, the idea that postpartum depression is similar to nonpuerperal depres-

sion has changed. Until recently, this idea was supported by most investigators and

clinicians, but at present and because of the results of some studies that showed that

sex steroids have pronounced effects on the central nervous system, including the

areas responsible for mood and cognition, this idea has changed [85]. Furthermore,

the observation that women become depressed at twice the rate of men and are

particularly vulnerable at times of hormonal fluctuation suggests that depression
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occurring at such times may be, in part, hormonally driven. Because of this

association, several investigators have examined the role of estrogen in the treat-

ment and prophylaxis of postpartum depression [25, 86].

In the meantime, the treatment of postpartum depression is based on that of

nonpuerperal depression [87–89]. Psychotherapy or pharmacotherapy may be used

alone or in combination. Because no modality has been shown to be superior to any

other, some authors argue that the choice of therapy, pharmacological and/or

psychotherapeutic, for mild to moderate postpartum depression, may be left to

the patient [87].

20.12 Psychotherapy

Puerperal women may benefit from psychotherapy, as it focuses on the patient’s

interpersonal relationships and changing roles [90]. Although pharmacological

treatment is also an option, because of the relative paucity of information about

the safety of antidepressant use during breastfeeding, many women may choose a

nonpharmacological treatment to avoid exposing the baby to psychotropic medica-

tion. Marriage counseling is warranted when marital conflicts are distressing and

perhaps contribute to depression in women.

20.13 Antidepressant Therapy

Antidepressant treatment may be a suitable medication for any woman with post-

partum depression, but especially in cases of persistent depression, or in women

who have difficulties caring for themselves or who even have thoughts of harming

themselves or the baby, antidepressant treatment has to be the therapy of choice

after a comprehensive assessment of the case.

Besides antidepressants, a woman with postpartum depression may benefit from

treatment with benzodiazepines to treat the anxiety and agitation that accompany

depression. However, the use of antidepressants at this stage of life is something to

be controlled, and many of the mothers take the option to breastfeed. In different

reviews we have seen that the blood concentration of tricyclic and SSRI

antidepressants have been below the detection limit of the laboratory [91]. However,

the evidence shows that although well tolerated in the plasma of some babies,

detectable levels of antidepressants were found, since these metabolites pass to the

baby through breast milk [87, 92–96]. Thus, it is especially important to determine

the duration of antidepressant treatment in lactating women [97].
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20.14 Discussion

In the last few years this disorder has been considered a public health problem. The

World Health Organization/United Nations Population Fund (WHO-UNFPA) [98]

has identified maternal mental health as fundamental in achieving the Millennium

Development Goals and the Marcé Society for Perinatal Mental Health [99]

proposes a debate on the need for a universal psychosocial assessment and detection

of depression in perinatal women in the field of primary health care.

Postnatal depression must be carefully distinguished from both normal and other

postpartum psychiatric disorders common in this period, among which are dyspho-

ria and postpartum psychosis. For this reason, it is important to have good screening

tools to detect the possible presence of these symptoms in order to assess the

severity and make a differential diagnosis.

The duration of postpartum depression is not equal in all cases. In some cases it

is resolved within a few months of initiation; others, however, are extended in

duration [56]. For many women, childbirth is the stress factor that has led them to

trigger a series of recurrent depressive episodes that may become chronic. After an

episode of postpartum depression the risk of recurrence is 25 %, i.e., they are likely

to have more depressive episodes throughout their life, besides being more likely to

have them in the postpartum period [56, 58, 100, 101].

It is important to educate about the risk factors for both healthcare professionals

who have contact with the mother during pregnancy and the mother, as detecting

these early can prevent her from developing depression. Practitioners have to be

aware and education about the issue is of vital importance, for mothers not to

confuse depression symptoms with pregnancy process symptoms.

Although the theory of hormonal changes in delivery is based on the influence of

endocrine factors on the development of PND, there are contradictory findings in

the literature so it is essential to continue researching new hypotheses about how the

different causes such as psychosocial aspects and gender issues referred to in the

previous chapter make some women more vulnerable to developing the disease.

Women in more vulnerable groups to which we must pay special attention

include women with conflictive relationships, those who have suffered stressful

life events, women of a lower socioeconomic level, as these women are, along with

those with a lack of social support at a higher risk of developing postpartum

depression.

Treatment of depressed women in the postpartum period may be different

according to the characteristics of the case. In general, therapy may be beneficial

for the symptoms, both individual and group therapy. Drug treatment is also a good

option, especially in cases where postpartum depression is considered moderate or

severe, where there are suicidal thoughts, or where it actually affected functionality

in women in whom therapy was not effective. The use of tricyclic antidepressants

and SSRIs are not contraindicated during lactation, but in cases that thrive and

choose breastfeeding for the baby, taking antidepressants must be done with

exhaustive control so that this does not affect the child, because the benefits of
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taking an antidepressant are probably greater than the risk of psychotropic exposure

of the child.
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