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Pastuatal depression (now often referred to as PND) mieans becoming depressed after having a baby. PND is one of
the most commen illuesses following childbearing. At least ane in the tei women experiences depression in the weeks or

months after the birth of a baby. While many recover spontanconsly within a few months, one third to one haif stilf
have features of depression 6 months after delivery and some go on to develop a chronic or recurvent mood disorders

If treated soon enough it can be nipped in the bud. Drpm‘mﬂ in the early pestnatal months can bave important gﬁ&c‘fs
on the mother and ber baby and on other family relationships ',

Background:

Emotional disturbances after childbirth are
common, complex and can take many forms'
Depressed mood is frequenty a feature and two
syndromes, in  particular, arc commonly
described: so called ‘maternity blues’ and non-
psvchotic  poswmatal  depression  ‘proper’.
‘Maternity blues™ affects 50-60 % of all newly
developed women regardless of parity and
therefore can be regarded as a normal part of
the emotional changes after childbirch’. They are
characterized by labile mood (lows’ and
‘highs’), rtearfulness, mild hypochondniasis,
anxicty and irritability. The blues classically
begins 3-5 days after delivery & generally
resolves by the tenth day and do not require
specific treatment .

The clinical importance lies in the nced to offer
reassurance to the mother and the family and to
distinguish maternity blues from early-onser,
more  scvere  depressionThe  reported
prevalence of non  -psychotc post nacal
depression varics depending on  the  exact
method of assessment used and the length of
the post partum period studied, A meta-analysis
of 59 studies found an overall prevalence of
13% “The incidence is highest in the fiest 3
months post partum & the pick time of onset is
in the first 4-6 weeks’. Among primiparac who
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develop PND, around 30% develop further
depression after a subscquent birth % In a
prospective study, the recurrence ratc was
higher among women in whom the first episode
of PND represented the first ever depressive
illness, compared with the rate in those with a
back ground of eadier bouts of depression
unrelated to childbirth (41% vs 18%)°. This
suggest that there may be a population of
women for whom the postpartam period is a
specifie, rather than a non. specific, risk factor
for the development of depressive disorder.

Risk Factors:

The factors most strongly associated with
postnatal depression are: a pasc history of
psychiatric disorder (usually depression); mood
disorder during pregnancy; a poor marital
relationship & lack of social support; & recent
stressful life events (eg: bereavement or illness)”.
low social status, birth complications arc weaker
predictors. Severe maternicy blues, or irritability
or poor motor control in the baby, scem to
increase risk®. Concentration of progestcrone in
the bloed falls by a factor of about 1,000 in the
days after childbirth, The level of oestrogen also
falls, but less so. These changes may have an
affect on mood”. The presence of thyroid
microsomal antibodies in the blood (found in
about 12% of women of child beaning age) is
associated with a slightly increased risk of
developing PND ", The mechanism appears to
be unrelated to whether there is clinical or
biochemical evidence of thyroid dysfunction ",
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Clinical leatures:

While PND resembles depression occurring at
other times, biological featurcs of depression
may be difficulr to distinguish from the normal
physiological & life changes associated with
childbirth, including lowered energy, disturbed
sleep, changes in appetite & diminish libido.
Other depressive symptoms such as low mood,
loss of enjovment, lack of interest, tear fullness
and impaircd concentration are more helpful in
guiding diagnosis. These symptoms may be
accompanied by thoughts of sclf harm or
suicide. The low mood & lack of emotional
warmth often exacerbare feeling of guilt and
failure in terms of looking after the baby '
Repetitive and Intrusive thoughts of harming
the baby are quite common’, being reported by
41% of postnatal depressed women in our study
compared with 7% of non depressed mother *,

Detection and diagnosis:

Early detcetion requires awareness on the part
of all those nearest o the mother; in the first
instance it may be a partner, family member or
friend who simply notices that something s
wrong, Health care professionals looking after
the mother and baby also need to be alert to the

mother’s c¢motional state. The Edinburgh
Postnatal Depression Scale (EPDS) " is a
screcening  instrument  which  improves

identification in the community of women who
may have postnacal depression™ ", The 10-Irem-
self repore questionnaire is easy to complete and
acceptable o women who may not regard
themselves as unwell or in nced of medical
intervention". A scorc of 11-12 on the EPDS
(out of maximum of 30) has a sensitvity of 76.7
% for detcction of PND and a specificiy of
92.5% . Confirmation of PND requires a
clinical interview (o assess mother's mood,
clucidate depressive svmptoms and suicidal
thoughts and explore her feelings for and
attachment to the baby} along with EPDS.
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General care and prevention:

Education about PND is important for all
those looking after the woman during her
pregnancy and in the weeks after delivery. It is
especially crucial that women and cheir parmers
and family members arc aware of the condition
and know what to look out for.

Antenatal care Health professionals should
create a trusting relationship and identfy any
risk factors that could increase the mother's
chances of developing PND. They should be
aware of women who are socially isolated or
who lack a supportve relationship with a
partner, for whom additonal social and
psvehological support and links with other
mothers might be helpful in building up support
networks for when the baby is born.

Depression During The Pregnancy:

Requires treatment.If an antidepressant is given,
the choice of treatment will need to take into
aceount the safery of the drug in pregnancy, as
well as s cffecriveness and how able the
woman 1s to tolerate any unwanted effects,

Tricyclic Antidepressants  (T'CAs), Selective
Serotonine reuptake inhibitors (SSRIs) have
been used for many years. Neither TCAs nor
SSRIs have been shown to cause congenital
abnormalities’”, or ncurobehavioral effects in

childeen exposed t the drugs during
pregnancy™.  Various forms of  brief
psvchotherapy, interpersonal  therapy, have

proven cfficacy in the teatment of mild to
moderate depression.

Support during labour and childbirth is very
important and there is evidence that having a
supportive companion during labour, cven
somcone unknown to the mother, can protect
against anxiety and depression in  the
subsequent weeks'” .
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Treatment of pnd:

General mecasures If PND is diagnosed
welfare of the mother, the baby and other
children is paramount. The partner and family
nced help in understanding the mocher’s need

for emotional support, rest, and pracdcal help
with the baby.

Specific Psychological interventions Three
small randomized controlled trials  have
instigated the short term cffectiveness of brief,
community based psvchological counseling
compared to routine carc ', and compared with
And depressant therapy. In these studies, 30- 60
minute counseling scssions were delivered by
trained health visitors or nurses. In the first
study 69% of women in the counscling group
were deemed to have recovered compared with
38% of the control group™. In 2 swdy 80%
women recovered fully with counseling
compared with 25% in the control

group™. In 3" study- Antidepressant or Placcbo,
plus cither onc or six sessions of counscling ™
were compared. All groups had improved but
bencfic was greater with anudepressant than
placebo and with six sessions versus one session
counseling. Referral to psychologist is essential
for severcly depressed mother.

Place of Antidepressants Anudepressants
have been used for some time & a recent
important review reports that SSRIs family of
depressants is effectve in ceating PND. All
antidepressants are sccreted in the breast milk
but the limited available data suggested that
plasma concentration of TCAs and SSRIs in
breast fed infants are rarely detcctable on
standard assays™. The baby should however be
carefully warched for possible unwanted effects.

Hormone Therapy
Although widely used, therc is no convincing
evidence that progestogens are effectve for

reatment of  (or preventon of) PND™,
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QOestrogens may help some women  with
PND** but such treatment is still experimental.
Oestrogen  therapy  also  has  important
drawbacks in terms of developing DVT (deep
vein thrombosis) and is contraindicated in
breast feeding women.

Conclusion

Postnacal depression is not an uncommon
problem after child birth. While it usually
resolves within a few months, it is occasionally
tfollowed by chronic mood  disorder and may
sometimes adversely affect the emotonal and
cognitive development of the child. Diagnosis
of PND requires a high level of awareness in
the health professionals. Brief psychological
therapy or antidepressant drug therapy or
combination of both are effective treatment.
Very rarely a woman need specialist mental
health services.
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