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Agenda

• Why is the postpartum period so high risk?
• Overview of PMHDs
• Suicide in the perinatal period
• Identification and Treatment of PMHDs
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Mental Health and Substance Use Disorders 
in the Perinatal Period
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OFTEN CO-OCCURRING MHDS MAY TRIGGER 
CONTINUED USE OR RELAPSE 

OF SUBSTANCE USE

CO-OCCURRING MHDS AND 
SUDS MAY EXACERBATE 

ASSOCIATED ADVERSE EFFECTS



Secondary to 
pregnancy/postpartum

Exacerbated by 
pregnancy/postpartum

Persist during pregnancy/postpartum



Reproductive 
Hormones and 
the Brain
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Sleep 
• Sleep is critical to all areas of health and 

cognition.

• Poor sleep 
• increases risk for mood and anxiety disorders
• can be a symptom of a mood and anxiety disorder
• makes mood and anxiety disorders more difficult to 

treat
• is a risk factor for suicidal behaviors
• Is often normalized during pregnancy and 

postpartum



Psychosocial Changes Related to Pregnancy and 
Postpartum 

• Role transition within a partnership, family or origin and extended family

• Increased sense of dependence and/or vulnerability

• Increase in household chores/work

• Increased financial stress

• Reconfiguration of work/life balance

• Change in relationship to one’s body 

• Invasive physical exams or medical treatments



Postpartum Mental Health Conditions

Baby Blues:  50-85% Postpartum Depression:  10-20%
Postpartum Anxiety: 15-20%

PP-PTSD 6% PP- OCD 5% PPP  0.06%



Anxiety Disorders in the Perinatal Period

• Most common mental health conditions experienced in the perinatal 
period.
• Most common anxiety disorder is GAD followed by Panic Disorder.
• Highly comorbid with perinatal depression.
• SSRIs are the gold standard treatment for anxiety disorders during 

and outside of the perinatal period.
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Postpartum PTSD

• PTSD that develops as a result of a traumatic birth 
experience.

• Prevalence 4.6-6.3% 
• Strongest risk factor is a previous personal history of PTSD

Presenting symptoms:
• fear of pelvic exams or fear of childbirth (tokophobia) in 

future pregnancies
• distressing nightmares or flashbacks of specific aspects of 

her birth experience
• emotional numbing in her relationship with her infant or 

partner
• avoiding reminders of her birth experience (e.g., the 

hospital, prenatal appointments)
• avoiding her baby altogether. 



Postpartum OCD

• The postpartum period is associated with an increased risk for new 
onset OCD or a worsening of existing OCD.
• Prevalence rates for OCD in postpartum range 3-9%, with much 

higher rates of obsessive/compulsive symptoms
• Core features
• Obsessions
• Compulsions
• Symptoms recognized as excessive/unreasonable
• May be associated with avoidance



Postpartum Psychosis

PPP occurs in 1-3 of every 1,000 births

Classically described with onset in the first 2 weeks 
postpartum

Early symptoms:  insomnia, decreased need for sleep, 
mood fluctuation, irritability, anxiety

With progression: frank mood and psychotic symptoms

Hutner LA, Catapano LA, Nagle-Yang SM, Williams KE, Osborne LM, editors. Textbook of Women's 
Reproductive Mental Health. American Psychiatric Pub; 2021 Dec 7.

This Photo by Unknown Author is licensed under CC BY-NC

https://www.bmj.com/content/371/bmj.m4022
https://creativecommons.org/licenses/by-nc/3.0/


Postpartum Psychosis

• Mood symptoms may be depressed (41%), manic (34%) or atypical 
(25%)
• Atypical presentation characterized by delirium-like symptoms
• Anxiety/agitation nearly universal
• Psychotic symptoms are commonly delusions focused on the infant
• SI present in up to 50% of cases and up to 4% of mothers with 

untreated PPP commit infanticide
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Postpartum 
Psychosis 

and Bipolar 
Disorder

•After an incipient postpartum affective psychosis, 
•60-80% go on to develop a subsequent psychiatric 
disorder, typical a BD
•20-40% will have disease limited to postpartum 
period.

•Recurrence rate in subsequent pregnancy 33%
Bergink 2012, Bergink 2016



PPP Treatment
Hutner LA, Catapano LA, Nagle-Yang SM, Williams KE, 
Osborne LM, editors. Textbook of Women's Reproductive 
Mental Health. American Psychiatric Pub; 2021 Dec 7.



Maternal Mortality in Colorado, 2016-2020. CDPHE. 2023.



Source:  Maternal Mental Health Alliance



What are 
the 

strongest 
risk factors 

for Perinatal 
Suicide?



Screening





Posit ive 
EPDS 

screening 
wi l l  identi fy 
women with 

Bipolar 
Disorder





Screening isn’t good 
enough

1. Assessment of mental health 
history

2. Assessment of current severity
3. Direct inquiry of suicidality
4. Readiness for safety planning
5. Assessment of response to 

treatment

Have you ever been 
diagnosed with a 

mental health 
condition?  If so, what 
diagnoses have you 

had?

How have those been 
addressed?  

Have you ever 
needed to go to the 
hospital for a mental 

health reason?

Have you ever 
struggled with 

thoughts of wanting 
to die?

Have you ever hurt 
yourself either to 
relieve stress or 

because you wanted 
to die?



Columbia Suicide 
Severity Rating 
Scale



Perinatal 
considerations

• “If you were to harm 
yourself, what would 
happen with your 
children?”
• “Its common for moms 

to experience thoughts 
about harming their 
children.  Does that ever 
happen to you?”



Risk assessment:  
Infant Harm

Assessing Thoughts of Harming Baby

Thoughts	of	Harming	
Baby	that	Occur	
Secondary	to	

Obsessions/Anxiety

Thoughts	of	Harming	
Baby	that	Occur	
Secondary	to	

Postpartum	Psychosis	
/Suspected	Postpartum	

Psychosis

•Good	insight
•Thoughts	are	intrusive	
and	scary
•No	psychotic	symptoms
•Thoughts	cause	anxiety

Suggests NOT at risk of	
harming	baby

•Poor	insight
•Psychotic	symptoms
•Delusional	beliefs	with	
distortion	of	reality	
present

Suggests IS at risk of	
harming	baby



Safety Planning 
and Suicide 
Prevention



Access to 
Specialty and 

Intensive 
Services

Inpatient 
hospitalization

IOP or PHP

Focused Services (medication 
management, individual or 

family therapists)

Broad MH Services (integrated care)

Universal Services (wellness groups, infant crying 
support, educational materials designed for patients 

and families)



New CO Services

• Colorado PROSPER
• Healthy Expectations 

Perinatal IOP



Lived Experience: From Crisis to Healing (Meghan Cliffel)
• Life-saving involuntary commitment
• Medication 
• Empathy and communication of goals in care
• Thoughtful transition back to daily life
• Identification of trauma and support for PTSD (EMDR)
• Writing, meditation, movement (yoga)
• Knowledgeable psychiatric care 
• Cultivation of self compassion; post-traumatic growth/meaning making
• A third pregnancy!

Systemic change: Building a compassionate system that values caregiving (i.e. well-
being of caregivers centered) and is able to provide quality and knowledgeable care. 



QUESTIONS?

This Photo by Unknown Author is licensed under CC BY-SA-NC

https://taliawhyte.com/2016/11/23/whats-in-a-name-indigenous-people/
https://creativecommons.org/licenses/by-nc-sa/3.0/

