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Objectives 

� To understand the prevalence of Maternal Mental Health 
Disorders (“MMH Disorders”) 

� To discuss the importance of treating MMH Disorders as 
part of total maternity wellness 

� To review risk factors, screening tools, and common 
diagnoses included in MMH Disorders 



The Ultimate Goal 
By addressing MMH Disorders in pregnant and new mothers, 

women and their children have a chance at healthier lives 
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Most Commonly Used Terms 

� Maternal Mental Health Disorders: our term of choice 

� Postpartum Depression: a “catch-all” phrase 

� PMADs: Perinatal Mood and Anxiety Disorders 

� “Postpartum” – refers to a time period, and not a 
disorder 

 



What Are “MMH Disorders”? 

•  Anytime from conception through one year postpartum 

� Common MMH Disorders: 
� Depression (Major Depressive Disorder) 
� Anxiety (Panic Disorder, Obsessive-Compulsive Disorder, 

Generalized Anxiety Disorder) 
� Bipolar Disorder 
� Postpartum Psychosis 



Major Depressive Disorder 

� Most well-studied Maternal Mental Health disorder 

� Must include LOW MOOD or DECREASED INTEREST 

� Impacts functioning and lasts for at least two weeks 

� Other MDD symptoms include: 
  Sleep disruption  Poor appetite 
  Low energy   Poor concentration 
  Excessive guilt   Moving too slowly or quickly 
  Suicidality 

 
American Psychiatric Association.  (2013). Diagnostic and statistical manual of mental disorders (5th 

ed.). Washington, DC: Author.      



Depression and Disability Worldwide 
•  1990: MDD - 4th leading cause 

•  2020: MDD - 2nd leading cause 

 
 

 

Murray CJ, Lopez AD. Alternative projections of mortality and disability by cause 1990-2020: Global Burden of 
Disease Study.  Lancet. (1997) 349(9064):1498-504. 

 



Gender Gaps in MDD Rates 

!  Gender gap: 11-13 yrs  

!  By age 15, females are 2X more likely to have had MDD 

!  More common in women from adolescence onward for 
35-40 years 

!  After menopause, rates approach those of men 

Faravelli C, Scarpato MA, Castellini G, and Lo Sauro C.  Gender differences in depression and anxiety: The 
role of age.  Psychiatry Research. (2013). 210:1301-1303. 



Gender Differences in Depression:  
The Childbearing Years 



How Common Are Depressive Symptoms 
in Pregnancy or Postpartum? 

� National studies show symptom rates of 10-15% 

� In Los Angeles County:  

� Low-income Hispanic women: 38% 

� Low-income African-American women: 44% 

� Anxiety may be just as prevalent 

 

Gaynes B.N., Gavin N., Meltzer-Brody S. et al.  Perinatal depression: Prevalence, screening accuracy, and 
screening outcomes. (2005).  Evid Rep Technol Assess (Summ.). 119:1-8.;  Paul I.M., Downs D.S., 
Schaefer E.W., Beiler J.S., Weisman C.S. Postpartum anxiety and maternal-infant health outcomes. 
(2013). Pediatrics. 131(4):1-7;  Publichealth.lacounty/gov/mch/lamb: Los Angeles Mother and Baby 
Survey 

	

 



Why Do Maternal Mental 
Health Disorders Matter? 



Risks of MMH Disorders 

� Risks for the mother 

� Risks for developing fetus 

� Risks for newborn infant 

� Risks for partner, family, and community overall 



Risks to Mother 
� Infrequent and late-entry prenatal care 

� Difficulty adhering to pregnancy care and 
management 

� Sleep and appetite disruptions 

� Increased risk of substance use 

� Increased risk of smoking 

� Suicidal thoughts and/or actions 
Banseil P et al.  Maternal and fetal outcomes among women with depression. (2010). Journal of Women’s Health 

19(2):329-34.   

Oates M. Perinatal psychiatric disorders: A leading cause of maternal morbidity and mortality. (2003). British Medical 
Bulletin. 67:219-229. 



Risks to Developing Fetus 

� Pre-term delivery 

� Low birth weight  

� Lower Apgar scores 

� Elevated “stress hormones” 
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Risks to Newborn Infant 

� Increased crying and irritability 

� Decreased duration of breastfeeding 

� Increased risk of child abuse and neglect 

� Increased risk of failure to thrive 

� Poor attachment to mother 
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Risks for Partner, Family, and 
Community Overall 

� Significant factor in marital friction/divorce 

� Contributes to partner’s feelings of helplessness 

� Effects older children (emotional, behavioral) 

� Negatively affects early parenting practices 

� Impacts ability to work and engage in community life 

 

Adapted from “Bringing Light to Motherhood: Community Provider Perinatal Mental Health Toolkit, second 
ed.” (2013). Los Angeles Perinatal Mental Health Task Force, Los Angeles, CA. 

Dagher R.K., McGovern P.M., Dowd B.E., and Gjerdingen D.K. Postpartum depression and health services 
expenditures among employed women. (2012).  JOEM.  54(2):210-15. 

 



Linking MMH Disorders to  
Substance Abuse 

� 4.4% of pregnant women use 1 or more substances 
� 820,000 women smoke cigarettes in pregnancy 
� 221,000 use illicit drugs during pregnancy 
� 750,000 drink alcohol while pregnant 

� Substance use and MMH Disorders closely linked 

 

 

Wendall A.D. Overview and epidemiology of substance abuse in pregnancy. (2013). Clin Obstet Gynecol.  56(1):91-6. 
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Pharmacol. 16(1):e15-22. 



Linking MMH Disorders to Intimate 
Partner Violence 

� 240,000	  pregnant	  women	  are	  subject	  to	  domes-c	  violence	  

� 40%	  of	  assaults	  begin	  during	  the	  first	  pregnancy	  

� Pregnant	  women	  are	  at	  twice	  the	  risk	  of	  ba[ery	  

� Strong	  associa-on	  between	  MMH	  Disorders	  and	  violence	  

	  
Valentine J.M., Rodriguez M.A., Lapeyrouse L.M., Zhang M. Recent intimate partner violence as a prenatal 

predictor of maternal depression in the first year postpartum among Latinas.  Arch Womens Ment 
Health. (2011). 14(2):135-43. 

Alhusen J.L., Lucea M.B., Bullock L., Sharps P. Intimate partner violence, substance use, and adverse 
neonatal outcomes among urban women.  J Pediatri. (2013). 163(2):471-6. 



Addressing Maternal Mental 
Health Disorders Matters! 
Risk Factors, Assessment, and Systems of Care 



The Myth of Pregnancy 



The Myth of New Motherhood 



“The Universal Message” 
� You are not alone. 

� You are not to blame. 

� With the right treatment, you will get better. 

 

 

 

 

 

 

Adapted from Postpartum Support International; www.postpartum.net. 



Who Should Be Screened?   

� All women: YOU MUST ASK 

� No woman is risk-free 

� Few women will volunteer 

 

 

 

 

 

Screening for perinatal depression. Committee Opinion No. 631.  American College of Obstetricians and 
Gynecologists. Obstet Gynecol 2015;125:1272-5..   



When to Screen? 

� At initial intake 

� At each trimester 

� Postpartum: 
� Two weeks 
� Six weeks 
� Six months 

 

 



Screening Tools: Depression 

� Edinburgh Postnatal Depression Screen (EPDS) 

� Patient Health Questionnaire 9 (PHQ9) 

� Two question test (PHQ-2): 
� “In the past two weeks, have you been down, 

depressed, or blue?” 
� “In the past two weeks, do you take little interest or 

pleasure in things that used to give you joy?” 



Screening Tools: Anxiety 

� Generalized Anxiety Disorder Screen-7 (GAD7) 

� Edinburgh Postnatal Depression Screen 3 (EPDS3) 
� A subset of the larger EPDS screen 



Risk Factors: Medical 

� Personal or family history of mood or anxiety disorder 

� Mood symptoms connected to menstrual cycle or 
hormonal contraception 

� Thyroid dysfunction 

� Medically complicated pregnancy 



Risk Factors: Psychosocial 

� Inadequate social support 

� Intimate partner violence 

� Substance abuse 

� History of loss (previous pregnancy, mother) 



� Antepartum:  High risk OB (particularly 
inpatient), infertility 

� Postpartum:  Traumatic delivery, adoption 

� NICU moms 

� PICU moms (child abuse/neglect) 

� Teen moms/single moms 

� Substance abusers 

� Intimate partner violence survivors  

High Risk Populations in the Hospital 



Identifying Maternal Mental 
Health Disorders 



Faces and Voices of MMH Disorders 

� “I feel like I’m on an emotional rollercoaster.” 

� “I’m afraid and nervous all the time.” 

� “My body hurts, but my doctor keeps telling me I’m okay.” 

� “I’m just not excited about this pregnancy, and I really 
wanted it before.” 

� “My baby doesn’t love me.” 

 

Adapted from “Bringing Light to Motherhood: Community Provider Perinatal Mental Health Toolkit, 
second ed.” (2013). Los Angeles Perinatal Mental Health Task Force, Los Angeles, CA. 



The “Baby Blues” 

� Occur for first 2-3 weeks after delivery 

� Lots of emotion, both good and bad 

� Feeling overwhelmed, tearful 

� Does not affect sleep, appetite, suicidality 

� Resolves with social support 

� 20% goes on to become major depression 



Major Depressive Disorder 

� At least two weeks of symptoms 

� Functioning impacted 

� Always includes LOW MOOD or ANHEDONIA 

� Symptom overlap with a “normal pregnancy”:  sleep and 
appetite disruption, low energy, poor concentration 



What’s Different Postpartum? 

Key difference: “If you could have 8 hours to yourself, in a 
nice, quiet, clean bed, would you be able to sleep?”  If no, 
then consider MMH Disorder 



Don’t Forget Anxiety 

� Physical agitation 

� Sleeplessness 

� GI upset, headache, dizziness 

� Panic attacks 

� Intrusive thoughts – distressing! 



Postpartum Psychosis 

!  Conceptualize as Manic Episode with Psychotic Features 

!  Occurs in 1-2 out of 1000 births 

!  Agitation, sleeplessness, disorganization 

!  Rate of infanticide up to 4% 

!  Extremely serious and requires hospitalization 

 

Spinelli M.G. Postpartum Psychosis: Detection of Risk and Management. (2009). Am J Psychiatry; 166(4):
405-408  

 



Postpartum Psychosis 

� Risks for women with bipolar disorder, schizophrenia, 
schizoaffective disorder & major depressive disorder with 
psychotic features. 

� Hallucinations  may be visual, tactile or olfactory. 

� Auditory hallucinations are most common. 

� Delusional themes that surface around irrational beliefs, 
often about the mother herself or the baby. 

� Cognitively impaired, paranoia and obvious lack of self care. 

� Women with hx of childhood trauma at risk for psychotic 
illness 



Postpartum Psychosis and 
Postpartum Depression 

� Are NOT the same. 

� Postpartum psychosis is NOT a 
severe form of maternal 
depression. 



Other Considerations When 
Discussing Maternal Mental Health 

� Altruistic Filicide 

� Infanticide  

� Pregnancy Denial 

� Neonaticide 

� Child Abuse and Neglect 



Mental Disorders in Women Who 
Offend 

� Major Depressive Disorder (often with psychotic 
features) 

� Dissociative Disorders 

� Schizophrenia 

� Posttraumatic Stress Disorder 

� Substance  Abuse 



Impact of Early Trauma on Maternal 
Mental Health 

� Dissociation 

� Depersonalization 

� PTSD 

� Psychosis 

� Freeze Response 



Severe Mental Illness and 
Experiences of Motherhood 

� Stigma and guilt 

� Custody loss 

� Concerns over the effect on their child 

�  Isolation 

� Coping  with dual identities 

� Centrality of motherhood 

� Problems with service provisions 

Dolman, C., I. Jones, and L. M. Howard. "A systematic review and meta-synthesis of the experience of 
motherhood in women with severe mental illness." Arch Women Ment Health 16 (2013): 173-96. 



Maternal Behavior in Depressed 
Mothers 

� Disengaged or withdrawn 

� Hostile or intrusive 

� Less likely to respond to their infants’ cues 

� Less likely to engage with their infants and young 
children in positive and harmonious ways 

� Caregiver behavior affects infant brain chemistry 



Warning Signs in Depressed Mothers 

� Missed appointments 

� Rapid weight loss without intentional dieting 

� Unable to sleep 

� Very frequent calls to pediatrician with concerns about 
baby’s well-being 

� Difficulty with breastfeeding 

� “My baby doesn’t like me.” 



Warning Signs in Infants of 
Depressed Mothers 
� Delayed language 

� Poor eye contact with mother 

� Irritable, often fussy, crying 

� Significant weight loss or weight  gain 

� Difficulty with breast feeding 

� Withdrawn or looking “checked out” 

� Micro-depression 



Why Do We Care about Maternal 
Mental Health Disorders? 

� Maternal Depression is a 
traumatic event for an infant. 

� There is an intergenerational 
transmission of trauma and 
mental illness 



Attachment 

� Interaction between genes and experience in the first 
year of life is critical to the formation of trust and 
safety in the individual 

� The infant depends on the primary caregiver for 
responsiveness 

� Healthy development depends on a reliably responsive 
environment 

� Interaction between genes and experience shapes the 
architecture of the developing brain 



The Neurobiology of Attachment 

� Relational trauma – insecure attachment 

� Affects the right hemisphere of the brain 

� Alters the limbic system 

� Long term impact on the ability to manage stressful 
emotional experiences 

� Vulnerability to PTSD and relational violence 



Attachment Trauma Leads To: 

� Affective dysregulation 

� Aggression & impulsivity 

� Unstable relationships 

� Psychotic symptoms 



Attachment Trauma Has an 
Impact On: 

� A child’s cognitive development 

� A child’s  social emotional development 

� A child’s psychological development 



Conclusions 

� Maternal Mental Health Disorders are common, 
especially for low-income and some ethnic minority 
women 

� They can be detected through education, screening, 
and assessment 

�  This is treatable ! 

� Addressing maternal mental health improves outcomes 
for mother, child, family, and community overall 


