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General

Consequences of bareness in the woman may produce anxiety & depression & create fear of rejection by the husband or in-laws; The woman feels inadequate & may be the source of conflict between the couple

Planned pregnancy - Joy & Eagerness
Unplanned pregnancy - Negative reaction e.g. depression, anger, fear

Children from unplanned pregnancies are subjected to abuse, neglect or rejection & this interferes with child's normal development

A positive attitude also depends on changes that occur during the first pregnancy;

i. 1st Trimester - A pregnant woman may not cope well with changes & therefore a negative attitude develops; One who desires the pregnancy is less anxious. 

Poverty may be associated with depression; availability of social support leads to a positive attitude e.g. a supporting partner or in-laws

i. 2nd Trimester - Awareness of foetal movements may be very exciting; Period of calm & well being is achieved cause the fear of a miscarriage diminishes. Rapid expansion of the belly may make the woman feel very resentful hence a negative attitude develops
Depression is higher in single women
Teen pregnancy;

· Usually a single mother

· Social rejection

· Economic disadvantage

· Suffer anxiety & anger & conflicts of whether to keep the baby or not resulting in depression

Couvade syndrome - A custom in some cultures in which when a child is born the father takes to bed as if bearing the child & submits himself to fasting, purification, or taboos

 

Postpartum Disorders

Biochemical factors as well as psychological stress may both contribute to psychiatric illness during pregnancy and the puerperium. Biochemical factors may play a greater role in postpartum psychoses and the maternity blues, while some of the puerperal depressive episodes are heavily influenced by psychosocial events. 

 

i. Maternity Blues  

Maternity or postpartum "blues" is a mood disturbance experienced by approximately 50% of childbearing women within 3 to 6 days after parturition
There is evidence that blues are precipitated by progesterone withdrawal 
C/P

· Insomnia

· Weepiness

· Anxiety

· Poor concentration

· Affective labiality - changeable mood; Depression; Irritability

Obviously, these include many facets of minor or even major depressive episodes. 

Symptoms of the blues only last between a few hours to a few days and are mild. 

Mx

· Supportive treatment is indicated, and mothers are reassured that dysphoria is transient and most likely due to the biochemical changes. 

· They should also be monitored for development of more severe psychiatric disturbances including postpartum depression or psychosis.
 

i. Postpartum Psychosis

Prevalence - 1 to 4 of 1000 births
Even though rare, the risk of a psychotic episode during the postpartum period is still 10 to 15 times greater than at other times during a woman's life. 

50-60% of affected women are primigravidas & 50% of cases involve deliveries with perinatal complications e.g. obstructed labour etc & 50% of affected women have a family history of mood disorders.

The peak onset of psychotic symptoms is 10 to 14 days after parturition, but the risk remains high for months after delivery.

A diagnosis of a Brief Psychotic Disorder With Postpartum Onset is used if onset within 4 weeks postpartum
Among women with one episode of postpartum psychosis, the likelihood of a recurrence increases to about 1 in 4 pregnancies

 

In most instances, women with this disorder will go on to develop a relapsing psychotic illness that recurs during times unrelated to pregnancy or parturition.

Some rare cases affect fathers where the father feels displaced by the child & is competitive for the wife's love & attention; In most cases the father has a coexisting mental disorder that is exacerbated by the stress of fatherhood.

Risk factors are biologically related and include;

· Younger age

· Primiparity

· Family history of psychiatric illness

· History of a psychotic illness - Brief intervals between an earlier psychiatric episode and parturition increase the likelihood of relapse. Among the various types of psychiatric disorders that predict postpartum psychosis, bipolar disorder and schizoaffective disorder are the strongest.

· Delivery per se

· Psychosocial factors - marital disharmony, relevant stressful events

 

C/P

Women with postpartum psychosis have an inability to discern reality from that which is unreal & usually will have difficulty in caring for their infant, and may have delusions leading to thoughts of self-harm or harm of the infant. They may also have an underlying depressive, manic, schizophrenic, or schizoaffective disorder. They have stretches of lucidity alternating with psychosis. Also frequently noted are symptoms of confusion and disorientation that are often seen in toxic states or delirium.

 

Course 

The course is variable and depends upon the type of underlying illness. For those with manic-depressive and schizoaffective psychoses, the time to recovery is about 6 months. The clinical course of bipolar illness or schizoaffective disorder in puerperal women is comparable to that of nonpuerperal women. The most impaired level of functioning at follow-up is among those suffering from schizophrenia.

 

Treatment  

· Pharmacological treatment with antipsychotics & in most cases hospitalization

 

i. Postpartum Depression

Postpartum depression is similar to major and minor depressions that develops within 3 to 6 months after childbirth. 

Prevalence - 8-15%
Risk factors for developing depression during the puerperium;

· Those with a history of a depressive illness

· Adolescent women

· Women with previous postpartum depression - Up to 70%  of women with previous postpartum depression will have a subsequent episode, and if a woman has both a previous puerperal depression and current episode of blues, her chances of developing a major depression increase to 85%
 

Course 

The natural course is one of gradual improvement over the 6 months after delivery. In some cases, the woman may remain symptomatic for months to years. Maternal depressive illness may effect the quality of her relationship with her child. Depressed mothers have shown less social interaction and play facilitation with their children 

 

Treatment  

· Support treatment alone is not efficacious for major postpartum depression.

· Pharmacological intervention options include antidepressants, anxiolytic agents, and electroconvulsive therapy. 

· Treatment also includes monitoring for thoughts of suicide or infanticide, emergence of psychosis, and response to treatment.
· Psychotherapy focuses on her fears and concerns regarding her new responsibilities and roles. 

 

