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Despite the image portrayed by smiling mothers 
and babies on glossy covered magazines that fill 
newsagent stands, having a baby in Australia in 
2006 is not guaranteed to be ‘natural’ or without 
difficulties. Our society is structured such that there is 
a weight of expectation on motherhood and a dearth 
of social networks or recognition to support it. The 
result is that nearly 30% of women have significant 
adjustment difficulties and some 15–20% minor or 
major perinatal depression.1,2 

Depression or just motherhood?
While genetic vulnerability appears to play an important 
role, particularly for the more serious and rare (1 in 
600) postpartum psychosis (a probable variant of bipolar 
disorder),3 there are clear associations with psychosocial 
risk factors; in particular lack of support, marital 
difficulties or no partner, and factors such as excessive 
stresses,2,4,5 personality and coping style,6 and an abusive 
background.7 
	 The current model used to try and best understand 
perinatal depression is one that combines our ever 
increasing understanding of the biological underpinning 
of depression and anxiety and their effects on the fetus 
and infant (Figure 1). 

	 Maternal anxiety in pregnancy has been shown to 
result in higher cortisol in infants; maintained in one 
study at 10 year follow up.8 It was the maternal state in 
pregnancy rather than the mood disorder postpartum that 
best correlated with infant outcomes – the behavioural 
and emotional difficulties noted in infants of mothers with 
depression and until now attributed to parenting styles. 
These findings, although they need to be replicated, 
complement other work and animal models, and suggest 
that infants are primed in utero (and mediated perhaps 
by genes) to be more reactive to stress.9,10 From an 
evolutionary perspective, if the world in which the mother 
is bringing the child into were dangerous, it would be 
potentially advantageous for the child to react more 
rapidly. Unfortunately, in anxiety and mood disorder, the 
precipitant is psychological rather than a real threat. If 
the mother and her environment continues to be hostile 
(via depression and lack of support), the child’s excess 
biological responses may become permanent, although 
how much flexibility in this and to what age is unknown.
	 From a clinicians' point of view three things need to 
be taken from this research and model: 
•	depression and anxiety often begin in pregnancy, 

particularly third trimester, and so ‘perinatal’ rather 
than postnatal depression might be a better term 
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•	treatment needs to consider the complex interplay 
of biology and psychology, and 

•	both mother and infant need consideration.

Clinical features 
Perinatal mood disorders (where anxiety is often 
concomitant) are best considered on a spectrum where, 
depending on the number or type of risk factors, 
influences where you fall. A family history of bipolar 
disorder (suicide and alcoholism also need consideration) 
biases the risk to the severe end. Postpartum psychosis 
is rare, usually begins in the first week or month, and 
should be considered wherever behaviour has been 
‘strange’ or out of character (features are similar to  
bipolar disorder).
	 Major and minor depression and adjustment disorder 
have similar symptoms but are differentiated by: 
•	the number of symptoms 
•	severity of symptoms, and 
•	how long and for how much of the time they have 

been present. 
A guide for assessment is shown in Table 1.

Short and long term risks 

Maternal suicide is fortunately rare, and the presence of 
the infant may help prevent suicide in some women with 
depression.11 Nevertheless it is the equal leading cause 
of maternal death in Australia (with haemorrhage),12 is 
a particular risk in the first month of life, and is closely 
linked to the risk of postpartum psychosis and relapse 
of bipolar disorder. These women in most circumstances 
need to be treated in hospital.
	 Infanticide is also rare, but is linked to maternal and 
paternal mental illness and drug abuse.13 Neonaticide 
– often associated with denial of pregnancy – is less 
predictable, preventable or understood, but is more 
transitory and related to life circumstance.14

	 The more common and yet less recognised risks are 
those of maternal illness – beginning in utero – on the 
infant. These children are at higher risk of emotional, 
cognitive and behavioural difficulties, with boys being 
more behaviourally disturbed (eg. ADHD) and girls being 
withdrawn and anxious.15,16 While it is unclear how 
effective mother-infant therapy is, early identification 
and assertive treatment of the mother’s illness with this 
relationship in mind may at the very least increase the 
infant’s resilience. It is important to avoid placing the 
infant as the cause of the problem but to identify the 
mother’s mood and anxiety as an issue in their own right, 
albeit potentially seen as precipitated by the infant’s sleep 
difficulties or colic.

Management 
The key to management is early identification, as 
prevention to date has been largely unsuccessful.17 
Early identification, such as routine screening, has been 
shown to be acceptable and feasible.18 From the general 
practitioner’s point of view, this means asking every 
perinatal woman on every visit how she feels – taking 
note of those women with multiple risk factors. Women 
do not readily admit to being depressed – not only does 
this mean the stigma of depression but also, in their eyes, 
failing as a mother. They are much more likely, if they 
do present, to do so with infant related problems such 
as reflux, colic, and sleeping and settling problems. A 
nonjudgmental, caring, supportive approach is essential.
	 Psychosocial issues need addressing in all women: 
providing a space to vent the anxiety, anger and loss 
that comes with motherhood and for many, the birth 
experience itself, and breastfeeding. Cognitive behavioural 
therapy, and interpersonal and group therapy have all 
been shown to be effective.19

	 Practical suggestions are important, eg. the woman 
giving herself permission to take time out (what other 
job is 24 hours a day 7 days a week?) Education is 
also important – the model in Figure 1 can be helpful, 
particularly explaining how what you are suggesting 
works (antidepressants at the right, stress reductions/
supports at the left of the model). 
	 Inpatient care is indicated if there are issues of risk 
to mother or infant (if the latter is significant, then the 
mother needs separate admission). Other indications for 
inpatient care include psychosis, parenting assessments, 
significant depression and/or mother-infant issues where 
support or care is unavailable in the community. There 
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Figure 1. Model for perinatal depression
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are a number of mother-baby units throughout Australia, 
although unfortunately not in all capital cities, and these 
facilities are less accessible to rural and remote women.

Medication issues

Women do not readily accept the biological model – most 
do not recognise they are depressed and are relatively 
unaccepting of antidepressants.20 Where depression is 
severe or unresponsive to psychosocial interventions, 
antidepressants do need consideration and have been 
shown to be effective in postnatal depression, although 
the anxiety may take longer to respond, given the 
stressor – the infant – is a constant.21 If the woman 
has previously been on medication, this may guide  
your choice of drug – otherwise take into account 
symptoms and circumstances. A woman may be having 
sleeping problems, but a sedating antidepressant  
such as mirtazapine is not the best choice if she has  
to wake to the infant at night.

	 Breastfeeding and pregnancy also need careful 
consideration. Recently there have been a number of 
concerning reports about the potential negative effects 
of antidepressants, particularly selective serotonin 
reuptake inhibitors (SSRIs) on the fetus. These include 
cardiac malformations such as ventricular septal defect 
with paroxetine (double ‘community’ rate from 1 to 
2%);22 significant prematurity with fluoxetine;23 small 
gestational size and pulmonary hypertension;24 as well 
as withdrawal effects such as irritability, increased startle 
reflex and altered sleep.25 Unfortunately these studies 
are naturalistic, small, and without controls of women 
with depression and anxiety. Maternal anxiety has been 
shown to have a number of significant associations, 
including maternal hypertension, so it is difficult to know 
what effect the anxiety has, and what the treatment has. 
	 Providing the infant is well and full term (and the older 
the child the less likely the issue), breastfeeding appears 
less of an issue, with relatively small exposure except 

Table 1. Assessment of adjustment disorder

	  	  
	 Minor depression	 Major depression	 Postpartum psychosis

Symptoms Anxiety, particularly about 
the infant and mothering, 
overwhelmed, lowered mood 
but some fluctuation and 
‘good days’	

Anxiety, particularly about 
the infant and mothering, 
overwhelmed, lowered mood, 
panic attacks, hopelessness 
and helplessness, life not 
worth living, lowered mood 
most of the time	

Anxiety – vague and not 
necessarily directed, 
overwhelmed, labile, low or 
elevated mood, preoccupied, 
vague and distracted, 
psychotic symptoms 
(delusions and hallucinations)

Onset	 First days to weeks 
postpartum	

Third trimester to first weeks 
postpartum but may not 
present for months	

First month; occasional 
‘weaning’ psychosis

Level of impairment	 Fluctuates, can be ‘snapped’ 
out of it, some good days and 
perspective	

Can maintain good front 
for doctor and at mother’s 
groups, but feeling low most 
of the time for most days	

Can put on good front briefly 
for doctor but is almost 
always noticeable to those 
who know her well – ask 
their partner; can deteriorate 
very rapidly – a psychiatric 
emergency

Time course	 Usually improves over first 
few months, when infant is in 
routine, or with support	

Can last months; years 
if another pregnancy is 
superimposed	

Varies, the more severe 
take up to 2 years before 
returning to normal, even 
with treatment 

Risk assessment	 Any risks more related 
to personality and any 
concomitant substance abuse	

Risk of suicide but baby 
often protective. Neglect of 
infant and/or poor parenting 
secondary to the depression 
or the underlying risk factors 
(eg. childhood abuse and 
subsequent personality issues)

May be significant to self and 
infant due to poor judgment, 
command hallucinations or 
delusional beliefs – needs 
hospitalisation
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with venlafaxine.26 Nevertheless all infants need close 
observation of weight gain and milestones and possible 
effects cannot be excluded.
	 Medication needs to be approached cautiously with 
both the woman and her partner being fully informed (it is 
important to fully document this in the patient’s records) 
and a balance needs to be found between the risk to 
mother and risk to infant. Depression and anxiety come 
at a cost to both in the dyad – so might the treatment. 
The question is, which is the worst? The answer will 
depend on severity and time course of illness, health and 
age of the infant, and the mother’s wishes based on the 
best current evidence you are able to provide. 

Conclusion 
Psychological difficulties are common after childbirth and 
have potentially serious consequences. Early, assertive 
identification and sensitive management, and being 
mindful of the risks and benefits to both mother and infant, 
is the best current approach to improving outcomes.
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