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Abstract
Pregnancy and birth can cause emotional transformation. It is a period of adaptation for biological, emotional and
psychological changes. The relation between maternity and mood disorders are well described. The most studied
emotional problems related to childbirth are the maternity or baby blues, the most common, and the least severe.
The interest for baby blues started in 1950's when Moloney described a syndrome. Also the Postpartum depression,
is an episode of depression that occurs in women shortly after childbirth. And the puerperal psychosis that is a
severe psychiatric disorder. There is little evidence to explain the pathogenesis of these conditions. These emotional
outcomes, can also affect the attachment development of the newborn, and can cause repercussion in child latter
life.
The emotional outcomes during postpartum, should be considered and evaluated by the clinicians, as the
prevalence and risk for emotional problems during this period is high. Prevention and early intervention strategies
could minimize the influence of postpartum maternal and emotional distress and also infant developmental
outcomes.
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Introduction
Pregnancy is a beautiful moment in the woman’s life, and should be
safeguarded. Pregnancy and birth can cause emotional transformation,
bliss and happiness that can affect women. It is a period of adaptation
with biological, emotional and psychological changes that in most
cases occur without any trouble. As specialist, we should focus on any
special issues that could raise some risk, not only for the women
health, but also for the baby. Mental health is an integral part of health
and a state of wellbeing [1].
The relation between maternity and mood disorders are well
described in the History of medicine. During pregnancy and mainly
the postpartum some biochemical, hormonal, psychological and social
changes take place that can lead to an increment of women
vulnerability such as mood disorders.
During the childbirth women can be at high risk of mental health
impairment, some describes it as common and others specific for
episodes in life. In a recent study Glasheenet cols [2] studied the
prevalence of past month serious psychological distress in woman and
the prevalence was 6.4% in first trimester of pregnancy and 3.9% in
third. In postpartum women, the prevalence was ranged from 4.6% to
6.9%, but more interesting over half of pregnant and postpartum
women with past month serious psychological distress were not
receiving any mental health treatment [2]. These conditions affect any
cultural or economic status, but the risk of non-psychotic perinatal
mental disorders seems to be more prevalent in lower-middle-income
countries, particularly among poorer women with gender-based risks
or a psychiatric history [3].
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The most observed emotional problems related to childbirth are
probably the maternity or babyblues, the most common, and the least
severe, postpartum depression the best studied, and the puerperal
psychosis, the most severe and clear psychiatric emergency. These
emotional outcomes, can also affect the attachment development of
the newborn [4], and can cause repercussion in child latter life.
Prevention and early intervention strategies would benefit from an
understanding of the influence of postpartum maternal and emotional
distress on a broader spectrum of infant developmental outcomes [5].
This article reviews these 3 clinical pictures.

Baby Blues
Baby blues also called maternity blues or postpartum blues, is a
common mild affective syndrome that could be experienced by
women after delivery. Scientific interest for baby blues started in
1950’s when Moloney described a syndrome, which labeled “third day
depression”, as a mild depressive reaction that involved fatigue,
despondency, tearfulness and difficulty thinking clearly [6]. Many
symptomatic descriptions have been made ever since on Baby Blues
[7-10]. However, this battery of symptoms is not considered as a
clinical diagnosis by the Psychiatric Diagnostic and Statistical Manual
of Mental Disorders, fourth edition, text revision (DSM-IV-TR) [11]
or the International Classification of Diseases, 10th revision [12].
The characteristic symptoms comprise emotional lability, weeping,
anxiety, fatigue, insomnia, irritability, mood or elation and cognitive
difficulty including poor attention, distractibility and poor recent
memory [7-9]. Emotional lability is the most prominent symptom of
the maternity blues [8,9] with mood swings that might take place
several times a day. Likewise, depression or sadness do not seem to be
typical of the blues [9], in fact, when women weep do not mean that
she feel depressed [13].
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Maternity blues onset commence in the first few days after delivery,
increased and finally remit spontaneously after seven to ten [8,9] days.
Several studies have described symptoms peaks on different days
during the first week: day one [6], day three [14], day five [15-17] or
between days four and six [18]. Women who do not improve in two
weeks should be evaluated for a postpartum depression, a more serious
disorder.
This syndrome is considered to be very common; nevertheless the
range of estimated prevalence is quite wide, from 1.8% [19] to 80%
[20]. This variability is due to the lack of operational criteria for the
diagnosis [9], sample differences and the variation in timing and
number of assessments [8]. Despite the variability of results, it seems
to be a trend to find a higher prevalence in studies carried out in
Westerns countries [9].
Several factors have been related to Baby Blues. The postpartum is a
period when important hormonal changes take place and furthermore,
the mother must adapt to a new life with more demands and
responsibilities. As a result, biological, psychological and social factors
have been hypothesized as relevant in baby blues causation,
nevertheless, study results differ widely even holding opposite
conclusions. Rondon [9] concludes that baby blues causation is mostly
biological and states that there are no clear relationships with
demographic of psychological factors, while Henshaw [8] states the
opposite biological correlations are inconclusive and there are
convincing relationship between maternity blues and some
psychological variables such as a past history of depression or
neuroticism.
It is unknown to some extent that baby blues may be related to
postpartum biological changes. Several studies report an association
between the blues and the abrupt withdrawal of estrogen and
progesterone levels after delivery [21,22]. Others found no association
with progesterone concentrations [23,24]. At the same time, few
studies report an association between cortisol levels and mood in the
early puerperium [21]. Other studies suggested that the blues may be
related to reduced plasma tryptophan during the early postpartum
period [25]. Finally, while some studies suggest that thyroid
dysfunction might be associated with the development of maternity
blues [26], others report no differences in respect to thyroid hormones
between women with and without blues [21].
Many variables have been analyzed regarding psychosocial risk
factors: sociodemographic and obstetric factors, infant feeding and
care, anxiety and mood swings during pregnancy, personality, life
events, social support and previous mood disorder [8]; nevertheless
the findings are not always conclusive.
In regard to sociodemographic risk factors, no relationship has been
found between baby blues and social class, age [27], occupation or
socioeconomic level [28]. Low educational level has been related to
maternity blues by some authors [28] but not by others [27]. Some
studies have found a relationship between being a single mother and
baby blues [16,29]; however, others failed to show this relationship
[28].
Obstetric factors, pregnancy complications [28] and admissions
during pregnancy [16] have been related to postpartum blues. There is
no agreement on caesarean delivery, Gonadikis et al. [30] found a
significant relationship with baby blues, whereas Kosińska-Kaczyńska
et al. found no association [28].

J Gen Pract
ISSN:2329-9126 JGPR, an open access journal

There are reports of association with past history of depression [28];
with reference to anxiety and mood during pregnancy, baby blues have
been related to depressive feelings the last month prior to delivery
[30], anxiety on the day of delivery [30] and mood change during
pregnancy [16]. Finally, stressful events during pregnancy [30] and the
lack of family support [28] have also been related to maternity blues.
An interesting question is the relation between maternity blues and
postpartum depression. As detailed above, sadness is not a typical
symptom of the baby blues while it is a core symptom in postpartum
depression; many authors have argued that depression is not part of
the blues spectrum [9,31]. At the same time, it should be pointed out
that several researchers consider the blues as a well-established risk
factor for postpartum depression [8,32-34]. Some studies have shown
a link between retrospective recall of blues symptoms and depression
later in the postpartum period [35] prospective studies have also
demonstrated a relationship [36,37]. Nevertheless others found no
association between blues and postpartum depression [38]. However,
there is no clear set of clues, presently to predict which women
reporting maternity blues will present depression [9] as a result, these
women should be carefully observed during a period of time by their
practitioner or midwife in order to identify a potential postpartum
depression as soon as possible.
The baby blues episodes are mild, time-limited and resolve
spontaneously within the first two postpartum weeks. Specific
treatment is not necessary. However, given its high prevalence and its
potential risk of developing postpartum depression disorder it is
important to establish some prevention measures. Firstly, pregnant
women should be educated about postpartum blues in order to foster
an appropriate understanding and coping with these emotional
changes. Secondly, women should be encouraged to inform their
physician or midwives about their blues experience, especially if their
symptoms last more than two weeks. Thirdly, screening measures for
early postpartum affective symptoms should be implemented as
routine in primary care in order to detect women at risk in case they
did not look for help. Finally, women with maternity blues should be
carefully observed in the first weeks postpartum with the aim to
identify those at risk of developing postpartum depression and
providing treatment at an early stage of the disorder.

Postpartum Depression
The term puerperal or postpartum depression refers to an episode
of depression that occurs in women shortly after childbirth [39].
Childbirth is considered a stressful life event and, for many authors,
the postpartum is a high-risk period for the development of affective
disorders [40]. Between 3-6% of women will experience the onset of a
major depressive episode during the weeks or months after delivery
[41], some authors raise the incidence to 15% [42]. About 50% of
episodes of postpartum depression begin before birth; therefore, it
would be wise to define them as peripartum episodes [41]. In women
with a depressive episode after a pregnancy, the risk of recurrence may
be as high as 50 to 62% [43].
There is little evidence to explain the pathogenesis of this condition.
Regarding hormonal changes [44], the hypothesis of greater sensitivity
to neuromodulator action of estrogen and progesterone in the CNS is
managed. It has also been related to genetic factors [45] and major life
events [46]. Other factors involved such as obstetric complications,
mode of delivery and type of feeding (breastfeeding or not), are all
inconsistent and sometimes reveal contradictory results [47,48].
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Risk factors
Past history of depression or bipolar Lack of social and financial support.
disorder.
Past history of postpartum depression.

Doubts about pregnancy.

Family history of psychiatric disorders.

Intimate partner violence.

History of physical or sexual abuse.

Lack of social and financial support.

Current subsyndromal
symptoms.

depressive Pregestational or gestational diabetes.

Young age.

Congenital malformation in the infant.

Stressful life events.

Childcare-related stressors such as
inconsolable infant crying.
Personality traits (high neuroticism and
high introversion).

Table 1: Risk factors [49].
It generally begins with typical symptoms of an alteration of
physiological functions such as sleep or appetite, lack of energy or
libido [49]. These symptoms may mask the diagnosis as they could be
explained in the context of a normal puerperium. Lack of sleep and
fatigue secondary to neonatal care are part of postnatal normal care;
however, patients with an inability to sleep at times or with sustained
lack of appetite may have postpartum depression [50].
Moreover, the onset may be similar to that of non-puerperal major
depression. Nevertheless, in postpartum depression often
predominates the crying and emotional lability, guilty thoughts related
to maternity and disability, irritability and ruminations about harming
oneself or the baby (described as "scary thoughts", are generally
experienced as unacceptable). Clear rejection of the baby can occur in
the most severe cases. Symptoms concerning somatic functions are
often atypical (hypersomnia and increased appetite) [39].
The criteria for the diagnosis of postpartum depression are the same
as those of a nonpostpartum major depressive episode, but indicating
the onset within a period of time following birth of a live child:
•

•

For mood “episodes that are associated with the puerperium” the
World Health Organization's International Classification of
Diseases-10th Revision (ICD-10) requires onset of the episode
within six weeks of delivery.
In the American Psychiatric Association's Diagnostic and
Statistical Manual, Fifth Edition (DSM-5) the diagnosis of
depression during the postpartum period still utilizes the onset
specifier format. However, the specifier has changed, it is now
titled “with peripartum onset” which is defined as the most recent
episode occurring during pregnancy as well as in the four weeks
following delivery [41].
General considerations before treatment [39]:

•

•

A complete medical history including physical examinations is
necessary in order to make sure that symptoms are not due to the
direct physiological effects of a substance or a general condition
(e.g. hypothyroidism usually occurs in 10% of women after
childbirth).
Treatment should be initiated when symptoms cause clinically
significant distress or impairment in social or occupational
functioning, when suicidal thoughts appear as well as behavioral
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•
•

•

problems, neglect of baby or personal care, severe insomnia and
high levels of anxiety.
The kind of symptoms (agitation, anxiety, insomnia, psychomotor
retardation or / obsessions) may define the type of treatment to be
chosen.
Consider stopping breastfeeding when pharmacological treatment
is prescribed, there is always the possibility that small amounts of
medications can be found in milk. It should be interrupted in
preterm baby or liver failure.
When breastfeeding is maintained, treatment should be
administered just after food intake and wait for a while before
putting the infant to sleep. It is recommended to monitor the
adverse effects on mother and baby (sedation, irritability, sleeping
and eating patterns changes).

Psychopharmacological Options
Antidepressants
The antidepressant efficacy is similar to that expected in
nonpospartum depressive episode. In those cases where breastfeeding
is maintained possible risks to infants must be taken into account
because antidepressants can be secreted into breast milk [51]. Selective
serotonin reuptake inhibitors (SSRIs), serotonin-norepinephrine
reuptake inhibitors (SNRSs) and atypical antidepressants
concentrations are generally low.
•
•

•

SSRIs: infant serum concentrations appear to be lower with
paroxetine and sertraline and higher with citalopram, fluoxetine
[52].
SNRs: venlafaxine, desvenlafaxine and duloxetine appear to be safe
to use in breastfeeding women [53]. However, infant serum
concentrations of venlafaxine and desvenlafaxine are often
detectable.
Atypical antidepressants have been studied in few nursing infants.
Little information is available about the use of agomelatine in
lactating women. Infant exposure to bupropion through breast
milk may be low [54]. Infant serum concentrations of mirtazapine
are generally below the limit of detection [55].

Benzodiazepines
Benzodiazepines should be avoided. Although they can be found in
breast milk and infant serum, an occasional administration is not
contraindicated in breastfeeding, but must be consider very carefully
before prescribing and counselling of breastfeeding [56].
Administration of low doses of drugs that have no active metabolites
such as lorazepam [57] could be occasionally used. Diazepam is not
compatible with breastfeeding due to its high concentrations in infant
serum [58].

Mood estabilizers
Lithium is contraindicated during lactation because breast milk and
infant serum concentrations are frequently substantial, with infant
levels of 10 to 50% of maternal serum concentrations and the
subsequent risk of toxic symptoms (cyanosis, hypothermia, hypotonia)
[39,59]. Carbamazepine and valproate are compatible with
breastfeeding because breast milk concentrations are generally low or
undetectable [57]. In the case of carbamazepine treatment is
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recommended to control liver enzymes and blood counts in the infant
[56].
Electroconvulsive Therapy, (ETC) is a safe treatment for
postpartum depression with few adverse effects for either the mother
or infant [60].
•
•
•

For severe postpartum major depression that may not respond to
pharmacotherapy (patients refractory to multiple medication
trials) [61].
When rapid treatment is necessary (psychotic features, suicide or
infanticide risk).
For patients with severe postpartum major depression who are
breastfeeding, because of its low adverse effects upon lactation
[62].

Psychotherapy combined with antidepressants are more effective
than given separately; both cognitive behavioral therapy (based on the
theory of learning and correcting cognitive distortions) and
interpersonal therapy (where it gets more emphasis on interpersonal
momentary issues) are the most effective in this type of depression.
Psychotherapy is suggested for mild to moderate, postpartum unipolar
major depression [63]. This approach is especially useful for lactating
patients who want to avoid neonatal exposure to antidepressants.
However, pharmacotherapy is a reasonable alternative if
psychotherapy is not successful, declined not available, or if the patient
has previously responded to antidepressants [49].
In patients with high risk of developing a postpartum depression
(due to a prior episode) some authors suggested prophylaxis with
antidepressants even during the third term of pregnancy. If there is
history of successful treatment of the previous episode, prophylaxis
should be recommended with the same antidepressant. Interpersonal
psychotherapy or psychosocial interventions are also advocated.
Nevertheless, pharmacotherapy is more widely available than
psychotherapy for prevention [49]. Counselling of breastfeeding
mothers should be carefully assessed.

Postpartum or Puerperal Psychosis
The term puerperal or postpartum psychosis refers to an episode of
acute psychosis that occurs in mothers shortly after childbirth. The
main difference from the rest of puerperal psychiatric disorders [64] is
the presence of psychotic symptoms, meaning a disturbance in
perception of reality manifested by delusions, hallucinations or
thought disorganization.
The typical clinical condition is characterized by the debut in the
early postpartum weeks of acute delusional symptoms combined with
confusion and mood manifestations, with a fluctuating course. It can
occur in women with or without previous psychiatric illness. Clinical
evidence and genetic studies support the hypothesis that puerperal
psychosis is a manifestation of bipolar disorder that is precipitated by
the postnatal period [65].
Puerperal psychosis occurs in 1-2 out of 1000 births in general
population. The incidence is higher in case of personal or family
history of mood disorders, especially bipolar disorder type I, in which
the frequency increases to 20-25% [66]. After an episode of puerperal
psychosis risk of recurrence in future deliveries is estimate at 30%.
Other risk factors described include primiparity, caesarean delivery
and recent discontinuation of lithium or other mood stabilizers. The
debut is commonly abrupt within the first month following childbirth
(80% of cases), often within the first week (40%) [50].
J Gen Pract
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The aetiology of postpartum psychosis remains unknown. Most
researches are focus on genetic and hormonal factors. Psychosocial
factors seem to be more decisive in case of maternity blues and
puerperal depression [67].
•
•

Genetic factors: Family studies of women with one or more
episodes have found an aggregation of bipolar and other mood
disorders.
Biological factors: there are many hypotheses relating puerperal
psychosis with the hormonal changes that occur in the postpartum
period, none of them have been confirmed so far. These theories
are based on rapid hormonal changes in levels of progesterone
and/or estrogens, thyroid axis, gonadotropin prolactin or
corticosteroids [68].

Psychosocial factors: particularly the changes in family role derived
from the arrival of a child. In this sense, the immature personality
could predispose to postpartum psychiatric disorders.
Puerperal psychosis can manifest as maniac or mixed episodes, severe
depressive episodes with psychotic symptoms, typical schizophrenic
episodes or as an acute delusional psychosis with differential
characteristics. The key feature that differentiates puerperal psychosis
from other postpartum psychiatric disorders is the appearance of
psychotic symptoms with loss of contact with reality, accompanied by
confusion, perplexity and emotional lability. There are typically
affective symptoms with manic or depressed mood, severe insomnia,
rapid mood swings, anxiety, irritability, and psychomotor agitation.
Symptoms begin abruptly within the first 3 weeks postpartum, with a
peak frequency on the day tenth. The syndrome based on acute
delusional psychosis, commonly preceded by prodromal symptoms
such as anxiety, fatigue, depressed mood and sleep disturbances.
Persistent severe insomnia (not related to caring for the newborn) is
often the first manifestation [69]. The clinical presentation includes
rapid mood swings, delusions, cognitive symptoms, psychomotor
disorders, sleep disturbances and hallucinations. The mood may be
elevated, mixed or depressed, and is often rapid changing and typically
accompanied by mood lability and confusion. The patient´s mental
state may rapidly change from hyperactivity to stupor, from verbiage
to silence. Specific delusions are related to the baby, with mother
believing that baby is devil or the reincarnation of a deity, that the
child is dead or has been replaced or changed sex, or being convinced
that someone is trying to damage or kidnap the baby. Substantial
decrease in hour of sleep and cognitive disturbances, including
confusion and fluctuations in level of consciousness or even
disorientation to person, place or time, without evidence of other
causes of delirium. Hallucinations may be present, sometimes in the
form of command auditory hallucinations instructing the mother to
harm the baby or herself.
Puerperal psychosis is a severe disorder with high risk of behaviour
disturbances and mortality (5% complete suicide and 4% infanticide)
[70]. The natural evolution of the episode is the gradual and
spontaneous disappearance of symptoms over weeks or months. The
other psychotic disorders that may manifest in postpartum period
include major depressive disorder with psychotic symptoms,
schizoaffective disorder, schizophrenia and brief psychotic disorder.
The diagnosis of puerperal psychosis should be considered when an
episode of psychotic symptoms occurs in temporal relation to
childbirth. Medical evaluation should include clinical history, physical
and neurologic examination and laboratory test to exclude medical
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and toxicological causes. The mental examination need to focus on the
onset and course of psychotic symptoms, features of mood
disturbances, functional and behavioural repercussion, personal and
family history of psychiatric disorders, asses safety of baby and mother
and comorbid substance use disorder [50].
The DSM-5 [41] do not consider puerperal psychosis as a distinct
diagnosis, therefore the episode should be classified considering the
mood or psychotic disorder plus the specified "with postpartum onset"
whenever symptoms begin during pregnancy or within 4 weeks
postpartum. The ICD-10 prolongs the postpartum period until 6
weeks postpartum. Diagnosis of underlying psychiatric disorder:
Puerperal psychosis is believed a manifestation of a bipolar disorder
[66], especially type I, with many relative evidences among them:
•
•
•
•

Postpartum psychosis manifest as a manic, depressive or mixed
episode among patients with bipolar disorder already diagnosed.
Women with bipolar disorder are at high risk of recurrence in
pregnancy and postpartum, which may present as postpartum
psychosis.
Women who discontinue mood stabilizers before or during the
pregnancy may be at an increased risk of postpartum psychosis.
For women with no prior history, puerperal psychosis may be the
first manifestation of bipolar disorder.

The differential diagnosis must be established early with the rest of
puerperal psychiatric disorders by exploring the existence of psychotic
symptoms. Substance use disorders may cause psychosis in
postpartum period as the result of abrupt withdrawal or intoxication.
Medical causes of psychosis need to be excluded, as well as medical
comorbid conditions that may exacerbate psychosis: metabolic
encephalopathy, endocrine disorders (e.g., thyroiditis), neurologic
events (e.g., seizures, neoplasms, trauma), etc.
Acute management of puerperal psychosis starts with ensuring
safety of both the patient and the baby and initiating
pharmacotherapy. Next steps include medical evaluation to exclude
other potential causes as well as diagnosing and treating the
underlying psychiatric disorder [65]. Postpartum psychosis is
considered a psychiatric emergency that usually requires
hospitalization. The mother should not be left alone with the infant,
some authors recommend mother-infant specific units, but not many
countries have them. During hospitalization supervised day-time visits
with infants in order to prevent attachment disturbance can be carried
out.
Pharmacological management is basically similar to other psychotic
conditions besides postpartum period, with antipsychotic medications
as the first choice drugs [65]. As far as we know there are no controlled
trials, but randomized that have demonstrated efficacy in reducing
psychosis [71]. Some authors warn off an increased risk of neuroleptic
malignant syndrome in postpartum episodes, while others consider
there is no increased rate of adverse effects from antipsychotics in
these patients.
Atypical antipsychotics should be favoured over the typical
antipsychotics because of their mood stabilizing properties and lower
risk of extrapyramidal symptoms and tardive dyskinesia. If
conventional antipsychotic medications are used, the high-potency
agents, such as haloperidol, perphenazine, trifluoperazine, and
thiothixene are usually recommended. Mood stabilizers may be also
considered, especially considering that many cases are due to an
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underling bipolar disorder [65]. Other adjunctive medications as
benzodiazepines can be effective to manage sleep disturbances, anxiety
and agitation. Patients should be treated to remission and should
maintain medication for at least one year.
Some women with mild postpartum psychosis may continue
breastfeeding, after exhaustive evaluation of risk/benefit, but women
should not be left alone with the child at any time. Considering that all
psychotropic medications are transferred into breast milk and pass on
to the child, possible benefits need to be carefully considered against
risks for each drug. In case of breastfeeding, select medications with
better safety data should be considered in pregnancy and lactation
[72]. Especial caution is to be taken using bromocriptine to suppress
lactation, because it has been associated with the induction of
psychotic symptoms. Counselling of breastfeeding mothers should be
carefully assessed in these circumstances.
Electroconvulsive therapy is also considered a treatment of choice
due to rapid action and less interferences with breastfeeding, even
when there is no evidence that electroconvulsive therapy is better than
pharmacotherapy [73]. There is lack of randomized trials of
electroconvulsive therapy for puerperal psychosis, while randomized
trials in non-puerperal affective episodes show better results in
depression with psychotic symptoms than in mania. Some authors
recommend electroconvulsive therapy just in case of resistance or ill
tolerance to medication. The number of sessions depends on clinical
evolution. Risk of thrombotic complications should be considered
within the first four weeks postpartum [73].
During acute puerperal psychosis family should be advised to take
care of the newborn and prevent mother from being alone with baby.
Most patients require admission to prevent risk of self and/or baby
harm. Psychoeducational interventions are important to prevent
relapse and help future family planning. Patients and relatives should
receive information about risks and early symptoms of recurrence.
The evolution of acute episode is favourable in 70-80% cases. Good
prognostic factors include the absence of psychiatric history, early
abrupt onset and the presence of affective symptoms. The acute
clinical condition usually improves with medication or
electroconvulsive therapy, but early relapses are frequent, occasionally,
turning to mixed or depressive states. Postpartum psychosis shows
high risk of recurrence. Long-term studies indicate that 51-65% will
present one or more episodes of mood disturbance unrelated to
postpartum throughout lifetime [74].
During medical care of pregnancy or postpartum period, few
standard screening questions should be considered: “Have you ever
had any periods of increased energy lasting at least four days? Were
they accompanied by elevated or grandiose mood, decreased need for
sleep, rapid speech, racing thoughts, or unusual creativity and
productivity? Do you have family history of bipolar disorder?”.
Women screening positive should be monitored in pospartum period
and receive a more detailed psychiatric evaluation. Women with
bipolar disorder or previous postpartum psychosis may receive
treatment prophylactically even during pregnancy and in postpartum
period [75].

Conclusions
The emotional outcomes during postpartum, should be evaluated
and considered by the clinicians, as the prevalence and risk for
problems even disorders during this period is high. Most of the cases
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are punctual and adjustment procedures, the “baby blues”, but there
are other problems that can have negative impact on the mother and
also on the baby. Special interest should be focused on the postpartum
depression and mainly the postpartum psychosis, as described.
Recommendations were generally consistent on the need of
evaluating the mood after birth. The most extended and validated scale
for this evaluation is the Edinburgh Postnatal Depression Scale [76]
but the suggested time for the routine evaluation is not clear [77]. The
use of rigorously developed, evidence-based guidelines has the
potential to improve patient care. As far as we know, there are not
many guidelines and/or consensus and the majority has been
developed in the United States of America or the United Kingdom,
therefore, bias and more specifically region and cultural guidelines [9]
should be considered [77].
In some cases the pharmacological treatment is needed, hence
counselling of breastfeeding mothers should be carefully assessed.
Pharmacokinetic drug characteristics, disease severity, behavioural or
psychosocial alternatives, preventative interventions and possible
impact of discontinuing breastfeeding on the maternal-infant
relationship should all be taken into account [58].
From our point of view, those disorders are important enough not
only in terms of maternal view, but also in the baby relationship
building, and crucial in the child attachment [4]. Because of this
double repercussion the emotional outcome after birth, should be
considered and evaluated as routine, and the health workers, like
midwives, nurses, practitioners, should know how to detect the relative
problems, and how seek for specialized help.
Prevention and early intervention strategies on the emotional
outcomes after pregnancy, would benefit the mother health, and also
would benefit the infant developmental outcomes [5]. All those aspect
should be analyzed and individualized carefully for each patient
conditions, and physician expertise.
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