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ABSTRACT

Epidemiological data clearly indicate that depression is becoming an increasingly important health and social problem
today. According to the World Health Organization (WHO), depression currently affects 350 million people worldwide and
is considered the second most common cause of disability in Europe after ischemic heart disease. It is estimated that this
health problem may affect as many as five million people in Poland. The gap between the reported number of patients
treated and the prevalence of depression, highlights the scale of unmet needs. With the limited availability of specialists
in psychiatric care, the most appropriate measures seem to be those aimed at increasing the competence of doctors of
other specialties in the diagnosis and treatment of depression. Early detection and treatment results in faster remission,
reduces relapses and mortality.

The recommendations concerning prevention of depression were commissioned by the Polish Ministry of Health as a part of
the Depression Prevention Program for 2016-2020.The Program has developed recommendations addressed to specialists
in various fields of medicine, other than psychiatry, focusing on three risk groups: children and adolescents, women in the
perinatal period and the elderly. These recommendations focus on the management of suspected postpartum depression
and provide specific guidelines for medical staff having contact with pregnant and postpartum women (gynecologists,
midwives, pediatricians).

Key words: postpartum depression; postnatal depression; perinatal depression; prevention of depression; recommendation

Ginekologia Polska 2021; 92, 2: 153-164

INTRODUCTION

Postpartum depression [also called pure postpartum
depression, postnatal depression, post baby depression
(PPD)] affects 10-15% of women. Adapting to the role of
a parent may be a great challenge for a woman, and the
postnatal period is often associated with various challenges
and health problems. This may trigger new disorders, as
well as exacerbate existing ones. It is a moderate to severe
disorder that usually occurs up to four weeks after childbirth.
The episode of postpartum depression usually lasts between
3-9 months but can last longer if is untreated - the symp-
toms may persist for one year after childbirth [1].

Epidemiology
According to a report by the World Health Organization
(WHO) [2], 80% of women may experience a complex of
emotional difficulties after childbirth, the so-called “baby
blues” The prevalence of postpartum depression is estimat-
ed at 7-19% [3, 4]. The results of the meta-analysis indicate
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that the prevalence of depressive disorders in women in the
postnatal period is about 13% [5], which makes it the most
common postnatal complication [3]. However, researchers
emphasize, that the disease remains under-diagnosed and
its actual occurrence is much higher [6-8].

The risk of relapse depends on the individual history
of the disease. Women who have experienced an episode
of postnatal depression for the first time, have an almost
doubled risk of developing depression in subsequent preg-
nancies [9]. Beginning of depression within 6-8 weeks after
childbirth, the higher severity of depressive symptomes, pres-
ence of psychotic, hypomanic or manic symptoms suggest,
that the risk of recurrence of PPD in these patients may be
higher as compared to general population.

Symptoms of postpartum depression
The axial symptoms of postpartum depression are per-
sistent sadness and fatigue combined with anxiety concern-
ing the development and health of the child. In the course
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of the illness intrusive thoughts (mainly related to hurting
the baby), sleep disorders, lack of appetite, lack of energy,
problems with concentration, feeling guilty and suicidal
thoughts occur also quite often [10]. Anxiety, excessive and
inadequate care about one’s own health and baby’s health
are also often observed.

Recognition of postpartum depression

The current two major classification systems, Diagnos-
tic and Statistical Manual of Mental Disorders V (DSM-V)
[11]and International Classification of Diseases-10 (ICD-10)
[12], do not consider postpartum depression as a separate
diagnosis. According to the ICD-10, to recognize postpar-
tum depression, the patient should meet the criteria for
adepressive episode and the time criterion - the beginning
of the episode up to 6 weeks after childbirth. The DSM-V
classification is similarly precise, the difference concerns
the beginning of the episode of depression - up to four
weeks after delivery. However, some reports indicate that
the disorder may develop up to one year after birth [13].

The criteria for recognizing depression are presented
inTable 1.

In severe depression, it is necessary to identify at least
two basic symptoms and two additional symptoms. In de-
pressive disorders that do not meet the criteria for severe
depression, there is usually only one symptom from the list
of basic symptoms.

Baby blues
Postpartum depression should be differentiated from
so-called baby blues syndrome (postpartum blues), which
occurs in most mothers. Characteristic symptoms include
moderately decreased mood, irritability and combined emo-

Table 1. Criteria for diagnosing a depressive episode according

to ICD-10

Basic symptoms Additional symptoms

Weakening of concentration and

Decreased mood .
attention

Low self-esteem and little self-
confidence

Loss of interest and ability
to rejoice

Reduction of energy
leading to increased fatigue
and reduced activity

Feeling guilty and of little value
(even in mild episodes)

Pessimistic, black vision of the future

Suicidal thoughts and deeds
Sleep disorders
Reduced appetite

Note: In order to make a diagnosis, it is necessary to state that the disorder
persists for a period of at least 2 weeks, although it may be shorter when the
symptoms reach very high intensity and increase quickly.

tional lability with fear and tearfulness, feeling overwhelmed
by new responsibilities, hypersensitivity to stimuli, feeling
of exhaustion, problems with concentration of attention
[14]. Baby blues usually appear between 1-14 days after
childbirth, reaching a maximum between 3-7 days, i.e.in the
period with the greatest hormonal changes. This condition
should cease to exist up to three months after childbirth.
These symptoms do not impair the mother’s ability to nor-
mal functioning.. It does not require psychiatric treatment,
but rather the support for mother, to ensure her safety and
helpin her daily activities. Sometimes intense and persistent
baby blues can develop into postpartum depression [15].

Postnatal psychosis

Postpartum depression also requires differentiation
from psychosis, which usually manifests itself before the
third week after the childbirth. The incidence of this disor-
der is estimated at 0.1-0.2%. Among risk factors are men-
tal disorders in the family or in the woman'’s past life, first
childbirth, caesarean section, death of a child in the perina-
tal period, single motherhood, social isolation. Symptoms
usually include sleep disorders, agitation, anxiety, psychotic
symptoms (hallucinations, delusions) associated with the
child, suicidal thoughts or obsessive thoughts of harming
the baby. If postnatal psychosis is suspected, an urgent
referral to psychiatric treatment is recommended.

Postpartum depression risk factors
Similarly, to other mental disorders, there is no single
cause of PPD. Although, biological factors seem to play
arole, and environmental factors are often needed to trig-
ger the illness [16]. This is also supported by the fact, that
convincing empirical evidence on the impact of sole bio-
logical agents (including genetic, epigenetic, reproductive
hormones changes or immune system variations) are still
lacking, despite a strong theoretical rationale for its impact
[17]. Thus, numerous factors may play a role and PPD is con-
sidered as a complex, multifactorial disorder. The identified
factors that may foster its development can be grouped into
several categories [14, 15,17-22]:
* Biological factors: genetic loading (depression or other
mental disorders in the family)
® Clinical factors: previous occurrence of depression dur-
ing pregnancy (women who have had depression during
pregnancy are five times more likely to develop post-
partum depression [23]), previous history of depression
not related to pregnancy, anxiety during pregnancy,
prolonged baby blues
® Obstetric and infant related factors: pregnancy or de-
livery related complications, stress related to childcare,
difficult child temperament
* Psychological factors: recent stressful life events
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® Social factors: lack of social support, marriage problems,
lack of support from the partner

® Socioeconomic status: lack of employment, mother’s
difficult financial situation

Problems related to postpartum depression

Despite numerous evidence of the effectiveness of the
treatment of postpartum depression [24, 25], the disorder
is still very often unrecognized. There are at least several
reasons for this. The postnatal period is very specific in
woman’s life and may involve various obstacles to access
the treatment. The first obstacle is that women who are
breastfeeding may be reluctant to take up drug treatment
because of the concerns of the possible impact of drugs
on the baby [26]. Secondly, new mothers absorbed by their
newborn baby may not have time to undertake psycho-
therapy [27]. Besides, instead of planning long sessions with
the psychotherapist, they may want to sleep, eat a meal in
peace or just rest a moment [27]. A completely different
matter is also a lack of general knowledge in society about
this issue and stigma related to mental disorders. All the
above make it difficult for women to perceive their mental
state asanillness and to motivate them to seek help. Finally,
new mothers may be particularly over-sensitive about how
they are perceived [28]. Fear of the stigma of being a“bad
mother” can serve as a major barrier in seeking specialist
help. As a result, depressed women may refuse to accept
help or even deny the diagnosis of depression. Interestingly,
although postpartum depression is a condition experienced
by woman regardless of cultural identity and beliefs [29],
these issues often significantly affect (positively or nega-
tively) the perception of this disorder and result in seeking
a professional help. In particular, a reluctance of women
from minority ethnic groups to ask for help is noticeable
[30]. Because of these unique barriers, the prevention of
postpartum depression, instead of treatment, seems to be
particularly important.

Since there is no single etiological pathway leading to
the development of postpartum depression, methods of its
prevention include various activities. However, it appears
that in terms of prevention there are also various barriers
that hinder its wider application. Some studies also point
to the important role of education in birthing schools. This
intervention is practiced in Poland, but it seems insuffi-
ciently. Such intervention makes women and their partners
aware of the problem and helps them to overcome their
resistance to seek specialist help [31]. However, regardless
of insufficient education in birthing schools, it seems that
medical staff involved in the perinatal care are also quite
very often not able to recognize postpartum depression.
There is a shortage of postgraduate education concerning
mental health during pregnancy and postpartum period

leading to insufficient knowledge among medical staff and
under-diagnosis. In addition, a lack of unified approach to
screening for depression results in a lack of relevant skills
among professionals involved in perinatal care. There are
also no national guidelines for the prevention, treatment
and further management of a patient with PPD. Moreover,
there is a lack of properly, centrally organized perinatal
mental health service and no guidelines concerning re-
ferral to psychiatric services. Furthermore, the access to
psychiatric/psychological consultation at public clinics fi-
nanced by National Health Fund is problematic in Poland,
and the waiting period is exceedingly long in the majority
of facilities. The possibility of receiving proper and prompt
support is limited also for many other reasons (e.g. for fi-
nancial reasons, barriers to service provision, availability of
a specialist). All these factors ultimately lead to the fact that
a woman in need of help is unlikely to receive such help.
In summary, there is a lack of adequate support for new
mothers and this is particularly noticeable in the context
of their mental well-being. According to a meta-synthesis
of studies aiming at exploration of new mothers’ needs,
women want to feel ‘cared for’ during the postnatal period,
to be recognised as individuals and have access to a good
quality care with flexibility in recognition of their personal
and cultural contexts [32].

Impact of postpartum depression on child

development and family life

Untreated depression can lead to long-term changes
in many areas of family life. It not only results in a direct
deterioration of awoman’s mental health, but can also be re-
flected in marriages, the development of the child, as well as
translate into subsequent decisions related to procreation.

The mother’s mental state directly translates into the
child’s health and development. Studies confirm delayed
speech development in children, delayed psychomotor
development [33-35], as well as incorrect formation of the
mother-child bond [36].Various mental problemsin children
can persist up to the age of 4-8 years [37-39]. However, the
research confirms that the effective treatment and the relief
of depressive symptoms in the mother directly translates
into improvement of the child’s mental state, development
and behavior [40]. That is why it is so important to accurately
diagnose and treat it early [41].

The other research has also shown that women with
depressive symptoms are less likely to attend gynecologi-
cal check-ups after childbirth, as well as pediatric visits and
vaccinations [42]. Mothers are also often unaware that their
experience exceeds the norm of mental state after child-
birth. That is why it is so important to include all the health
professionals that may come into contact with a woman in
the perinatal period (general practitioner, pediatrician, gy-
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necologist, midwife in a gynecological hospital, community
midwife) in the postnatal care [1].

The aim of this recommendation was to determine the
principles of prevention, screening, treatment and manage-
ment with postpartum depression for medical staff treating
woman in the perinatal period.

REVIEW OF GUIDELINES FOR THE
PREVENTION, SCREENING AND TREATMENT
OF POSTPARTUM DEPRESSION DEVELOPED

IN VARIOUS COUNTRIES WORLDWIDE

In order to analyze the available recommendations
for prevention, screening and treatment of patients with
postnatal depression, a selection of available guidelines
developed worldwide was performed. The guidelines were
evaluated in accordance with Appraisal of guidelines for
research and evaluations (AGREE Il instrument) [43]. The
recommendations were compiled based on the chosen
guidelines (Tab. 2 and 3).

Guidelines for the prevention and screening for
postpartum depression
One of the most recognised guidelines for the preven-
tion of depression is the Australian Beyond Blue Program

(www.beyondblue.org.au), a national initiative to raise pub-
lic awareness of early responses to depressive behavior.
This program has also developed recommendations for
the prevention of and dealing with postpartum depression
(Beyond Blue Clinical Practice Guidelines for Depression and
Related Disorders — Anxiety, Bipolar Disorder and Puerperal
Psychosis - in the Perinatal Period. A Guideline for Primary
Care Health Professionals. Melbourne: beyondblue; 2011)
[49]. The most comprehensive recommendations, covering
many issues related to perinatal depression, are contained in
the Beyond Blue initiative and also the document developed
by the National Institute for Health and Care Excellence
(NICE, 2014) [48]. The Scottish Intercollegiate Guidelines
Network (SIGN) [15] are also extremely detailed, focusing
mainly on the mental health of the mother as well as pre-
vention and treatment of mental disorders. A summary of
conclusions from the most important recommendations is
presented in Table 2.

In clinical settings, identification of women with risk
factors during pregnancy allows for early intervention and
prevention of episodes of PPD. Early screening during preg-
nancy allows not only to identify women at risk who do not
show symptoms, but also those who already show subclini-
cal symptoms of depression.

Table 2. Key recommendations for prevention and screening for postnatal depression (PPD)

Organization Recommendation

Recommends routine screening of adult populations and pregnant and postpartum women.
At the same time, it indicates the need to provide the examined person with access to further
care and coordinated treatment.

U.S. Preventive Services Task Force (USPSTF),
2016 [44]

Recommends a routine screening for PPD during a follow-up gynecological visit 4-6 weeks
after childbirth. The patient during pregnancy should be educated about possible
complications associated with PPD. Patients with baby blues symptoms require special
monitoring and evaluation of depressive symptoms.

American Psychiatric Association (APA), 2010 [10]
American College of Obstetricians and
Gynecologists (ACOG), 2007 [45]

The role of the pediatrician as the key to ensuring health for the whole family, the mother’s mental
problems directly affect the child’s development. The guidelines recommend that pediatricians
should routinely assess the presence of depression in women who come to visit with their children.

American Academy of Pediatrics Bright Futures
(AAP), 2010 [46]

As a routine part of the care of a patient during pregnancy and after childbirth, it is

American College of Nurse-Midwives, 2003 [47] recommended to screen for PPD.

Recommends routine assessment for depressive symptoms in every woman in the perinatal
period using standardized screening tools. This examination should be performed at

least twice (at the first visit during pregnancy and during the first year after birth). NICE
recommends a set of two initial “Whooley questions”. If a woman answers positively to any of
the two questions, or is at risk of mental illness, or if her clinical history indicates depression,
a full assessment of her mental condition using EPDS or PHQ-9 screening tools or referral

for further treatment (family doctor or specialist psychiatrist) is recommended. It also
recommends asking woman about the history of alcohol and drug addictions.

National Institute for Health and Care Excellence
(NICE), 2014 [48]

Recommends a minimum of three assessments (during the first visit in pregnancy, 4-6 weeks
and 3-4 months after the childbirth). In addition, it is advisable to add an interview for
affective disorders, and in the case of a positive interview, a screening for depression at each
visit. Same as NICE, SIGN recommends a set of two initial questions for screening and, if further
evaluation is needed, use the EPDS scale.

Scottish Intercollegiate Guidelines Network
(SIGN), 2012 [15]

Recommends using the EPDS questionnaire to examine all pregnant and postpartum
women for depression as part of an assessment for the occurrence of depressive and anxiety
symptoms. Screening should be performed between 6 and 12 weeks after childbirth during
the follow-up visit. A score of 13 or more may be interpreted as postpartum depression.

Beyondblue, Guideline for Primary Care Health
Professionals, 2011 [49]
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Table 3. The most important recommendations regarding treatment and further management with woman with postpartum depression (PPD)

Organization Recommendations

Recommended non-pharmacological interventions include CBT and interpersonal therapy. The

American Psychiatric Association (APA), 2010 [10]

risk of potential exposure of the child to the drug should be taken into account when deciding

whether to use pharmacological treatment during breast-feeding.

Recommends a stepwise approach to treatment model (does not apply to women with

National Institute for Health and Care Excellence
(NICE), 2014 [48]

a severe disease episode, which should be immediately referred to specialist psychiatric
care). Mild to moderate PPD can be successfully treated at the level of primary care. NICE also
emphasizes that a comprehensive appointment and treatment plan should be prepared for

women with already diagnosed mental illness.

Scottish Intercollegiate Guidelines Network
(SIGN), 2012 [15]

CBT therapy should be considered in women with mild to moderate PPD. Both SSRIs and
tricyclic antidepressants may be recommended for the treatment of moderate to severe
episodes of postpartum depression, after careful assessment of the risk to the breast-fed child.

Recommended non-pharmacological interventions include: psychological support, CBT

Beyondblue, Guideline for Primary Care Health
Professionals, 2011 [49]

therapy, interpersonal therapy and psychodynamic therapy. When deciding whether to use
pharmacological treatment during breastfeeding, the risks arising from the child’s potential

exposure to the drug should be taken into account.

To assess the severity of postpartum depression, specialist
screening tools are used, e.g. Edinburgh Postnatal Depression
Scale (EPDS) [50], Postpartum Depression Predictors Inven-
tory (PDPI), Antepartum Questionnaire (APQ), Postpartum
Checklist or Bromley Postnatal Depression Scale (BPDS).
In each case, however, the assessment of the patient’s mood
should be supplemented by an interview covering psycho-
logical and social aspects. A especially sensitive and widely in-
vestigated test to detect postpartum depression is EPDS [51].
It is a self-assessment questionnaire consisting of ten short
questions relating to symptoms such as: anhedonia, sense
of guilt, anxiety, panic attacks, exhaustion, sleep disorders,
sadness, tearfulness and suicidal thoughts. The authors of the
questionnaire indicate a score of 12/13 points as a borderline,
indicating the occurrence of postpartum depression symp-
toms. An additional advantage is the possibility to draw at-
tention to a particularly importantissue — suicidal thoughts,
when a woman highly appreciates the presence of suicidal
thoughts, even when the overall EPDS score is low. Studies
confirm that most women and medical professionals accept
screening with EPDS. It is also stressed that the completed
EPDS questionnaire enables and facilitates discussion about
the feelings and woman'’s mental condition. A Polish version
of this questionnaire is also available [52]. The positive predic-
tive value of the EPDS questionnaire is estimated at 70% [50]
and even 90% [53]. It has already been successfully used in
Polish studies evaluating the occurrence of postnatal depres-
sion, which demonstrated its high reliability (alpha-Cronbach
coefficient — 0.90) [54]. Interestingly, an intervention in the
form of screening with the EPDS carried out six weeks after
childbirth during a midwife’s home visit, proved to be effec-
tive in reducing the risk of PPD [55].

Beyond Blue recommends using EPDS to screen all preg-
nant and postpartum women for depression as a part of
an overall assessment of depression and anxiety.

The US Preventive Services Task Force (USPSTF, 2016)
[44] has recently updated its recommendations and recom-
mends a routine screening for depression of pregnant and
postpartum women. The UK National Institute for Health
and Care Excellence (NICE), on the other hand, recom-
mends a routine assessment of depressive symptoms in
every woman in the perinatal period using a set of two initial
“Whooley questions”:

* Have you had feelings of sadness, depression or hope-
lessness in the last month?

® Have you experienced reduced interest or reduced
pleasure in doing activities in the last month?

The differences between the cited recommendations
concern in particular the time and frequency of follow-up
visits during which screening for depression is carried out.
This is partly due to differences in the organization of health
care for women in perinatal period in different countries.
For example, in Australia, women report to their GP, obste-
trician or pediatrician six weeks after the childbirth. In the
UK, on the other hand, midwives play an essential role in
maternity care, including home visits after childbirth.

Guidelines for treatment and further
management with woman with postpartum
depression

The treatment of depressive disorders in women in the
perinatal period is a major medical challenge. Such decision
must include consideration of the balance of the risks as-
sociated with fetal exposure to the drug, potential negative
effects of untreated depression and benefits related to the
relief of depression. Untreated depression during preg-
nancy is not only associated with poor nutrition and worse
prenatal care, but also with a greater risk of smoking and
abuse of psychoactive substances by a pregnant woman,
as well as with significant suffering for women experienc-
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ing decreased mood, dissatisfaction with parenthood and
a sense of parenthood guilt. In extreme cases, they may
even attempt suicide or infanticide. Therefore, treatment is
necessary to improve the functioning of both the depressed
women and her family.

Many pregnant women prefer psychological rather
than pharmacological intervention. The main reasons in-
clude: the fear of potential side effects of antidepressants on
the developing fetus or newborn during lactation, putting
baby’s health over own’s health, general concerns about
the effectiveness of medicines and fear of drug addiction.
Recommendations for the treatment of mild to moderate
depression in pregnancy, based on the results of meta-anal-
yses, indicate the effectiveness of cognitive-behavioral (CBT)
orinterpersonal (IPT) therapy, both in individual and group
form. Psychotherapy is recommended as a first-line treat-
ment that should be applied before pharmacotherapy.

Considering the established efficacy of SSRIs in the treat-
ment of major depression beyond the perinatal period,
drugs such as citalopram, escitalopram and sertraline are
suggested in pregnancy - based on their effectiveness and
safety — as a second-line treatment, a combination therapy
with SSRI and CBT or IPT may also be considered. All drugs
from the SSRI group , except of paroxetine, are included in
group C, while paroxetine belongs to group D. However, it
should be emphasized that the use of antidepressants is
associated with a higher risk of spontaneous miscarriages
and preterm birth [56],withdrawal syndromes (occurring
in 30% of newborn) , i.e. tremor, increased muscle tension,
sleep disorders or loud crying [57, 58]. However, these symp-
toms usually resolve spontaneously and do not require any
specific treatment. Some studies also indicate an increased
risk of congenital defects in children of mothers treated with
SSRIin the first three months of pregnancy, i.e.: congenital
heart defects, persistent pulmonary hypertension, prema-
ture overgrowth of cranial sutures and fibrous skull bone
joints and a hernia of the navel ring [59, 601.

Other treatments, including neurostimulation and com-
plementary and alternative psychological strategies, such
as: CBT-based therapy deliver by the Internet, CBT-based
attention training, pair therapy, supportive psychotherapy
and psychodynamic psychotherapy can be considered as
third-line interventions.

In severe depression during pregnancy, drugs are used
as the primary treatment - alone or in combination with
CBT or IPT, as well as the electroconvulsive therapy (ECT).
However, many clinicians consider ECT to be the first-choice
treatment in severe depression in pregnancy since it is safer
and more effective method of treatment than antidepres-
sants [61].

Mild and moderate postpartum depression can be
effectively screened and recognized in primary care set-

tings (family doctor, pediatrician, gynecologist). Referral to

a psychiatrist is advisable in the case of suicidal thoughts,

thoughts of harming the child, when a severe episode of

depression, bipolar affective disorder or psychosis is sus-

pected [1, 15, 48].

For women with mild to moderate postpartum depres-
sion who are breastfeeding, treatment recommendations
include IPT and CBT as a fist-line treatment. Second-line
recommendations include pharmacological treatment.

SIGN, NICE, American Psychiatric Association (APA)
[10, 15, 48], and Beyond Blue [49] recommend the follow-
ing methods for mild to moderate postpartum depression:
® computer programs based on behavioral and cognitive

therapy (CBT),

* physical exercise,

® psychosocial interventions,

* non-directive counseling (active listening),

* CBT therapy,

® interpersonal therapy,

* antidepressants when the patient does not opt for psy-
chotherapy, when psychotherapy is not available or has
not worked, or when there have been episodes of severe
depression in the past (NICE, APA).

In the case of severe postpartum depression and moder-
ate depression in women with a history of severe depression,
it is recommended to consider the following treatment
options [10, 15, 48, 49]:
® CBT therapy or interpersonal therapy,
® antidepressants when the patient does not opt for psy-

chotherapy, or when psychotherapy has not worked

(NICE),

* antidepressants combined with psychotherapy if the
response to pharmacological or psychotherapeutic
treatment is insufficient.

Pharmacological treatment of postpartum depression
in a woman who is not breastfeeding does not differ from
the guidelines for the treatment of depression not related
to pregnancy and postpartum period. Studies on different
aspects of pharmacological treatment of postnatal depres-
sion in breastfeeding women are insufficient to draw firm
recommendations [62].

Beyond Blue, NICE, SIGN and APA recommend that the
risks of potential exposure of the child to the drug should
be taken into account when starting pharmacological treat-
ment during breastfeeding. It is also important to consider
the previous response to the drug and the possible wors-
ening resulting from the switch from current treatment to
treatment considered safer for breastfeeding. Some antide-
pressants are recognized safer than others for breastfeeding,
however, there is a limited amount of scientific evidence,
especially concerning the potential long-term effects in
a child [10]. Weissman et al. [63] demonstrated that serum
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concentrations in the child were highest for fluoxetine and
citalopram, while nortryptiline, sertraline and paroxetine
were undetected. Sertraline and paroxetine can be used
during breastfeeding and fluoxetine should be avoided
because of its long half-life and cumulative risk [64].

According to SIGN, both SSRI and tricyclic antidepres-
sants (TLPDs) may be recommended for the treatment
of moderate and severe postnatal depression (subject to
a thorough prior risk assessment for the breastfed child).
It should also be stressed that a child breastfed by a mother
treated with antidepressants should be regularly monitored
for psychomotor development [1].

Guidelines for the management with woman
with suicidal thoughts or thoughts of harming
the baby

Most available recommendations refer to the possibly
most critical situation related to postpartum depression
— to assessing the risk of maternal suicide or assessing the
risk to the child.

Beyond Blue recommends asking the two simple ques-
tions to woman with postpartum depression:

* Do you thinkit is not worth living?
* Do you have thoughts of hurting your child?

If the answer is positive to at least one of the above
question itis advisable to ask the woman about the frequen-
cy of such thoughts, possible suicide plans, and to assess
the risks of implementing this plan.

If a woman reports thoughts of suicide or harming her
child [15, 48] or has scored more than 0 at point 10 on the
EPDS scale (relating to thoughts of self-harm), she should
undergo further thorough assessment of the mental state
and be referred for psychiatric treatment [49].

Postpartum psychosis is also associated with a particular
risk of suicide or risk to the child. If this disorder is suspected,
all relevant guidelines recommend an urgent referral to
psychiatric care.

DIAGNOSIS OF THE SITUATION IN POLAND —
BARRIERS AND POSSIBLE SOLUTIONS

Many studies emphasize the need for developing guide-
lines in individual countries, considering various cultural
and demographic factors, as well as the specificity of the
healthcare systems [65]. In Poland, no one has so far dealt
with the mental health of women after childbirth in a sys-
temic manner. The social awareness in this area also seems
to be low and the problem is often underestimated. Women
are afraid of the stigma of being a bad mother and so-
cial exclusion. Doctors, nurses and midwives usually focus
their attention on somatic complications in a woman af-
ter childbirth and on the health of the newborn, leaving
the issue of a woman’s mental condition to psychologists

and psychiatrists. The problem is that a woman with PPD
may never get into specialist psychiatric care at all. This is
partly due to women often not realising that their condi-
tion exceeds the physiological norm during this period. In-
deed, itis the woman’s immediate medical surroundings —
the pediatrician (to whom the woman will report with the
baby), the gynecologist (who take care during pregnancy and
the postpartum period), the midwife and community midwife
(having contact with woman in perinatal period, including
the patronage visit after childbirth) and the family doctor
(who usually knows the patient for a long time and has the
best opportunity to apply screening for depression. They all
are in frequent contact with the woman and are able to catch
the worsening in the patient’s behavior and mental health.

An important role in the health care of a pregnant
woman and after the childbirth is attributed in Poland to
gynecologist. Taking care of a woman during perinatal pe-
riod creates many opportunities towards paying a closer
attention to possible occurrence of depressive symp-
toms. However, the patient’s stay in the maternity ward is
currently getting shorter and shorter (average stay after
the childbirth in hospital is 3 days). Thus, it is essential to
take advantage of that short period to observe her condi-
tion not only physically but also in terms of well-being.
Researchers recommend performing the screening tests in
the early puerperium (during the hospital stay after delivery)
toindicate the groups at risk of postpartum depression that
should be provided with further care in the following weeks
after delivery [66-68]. The problem in Poland concerns the
lack of uniform guidelines on how to screen for antenatal
and postnatal depression and how to further manage with
depressed patients.

The role of the midwife is also particularly important.
To a large extent, from her skills and knowledge depends
awoman'’s emotional state in the perinatal period. The tasks
of a midwife in the postpartum period include close obser-
vation of her general and obstetric condition, but also her
mental state. During the patronage visits after childbirth the
midwife could, in a safe for woman conditions, assess her
mental state more closely. It is also important to build a social
support system, which may include contacts with the com-
munity midwife and various support groups for women after
childbirth. Often intervention is required by the whole family,
as it affects all family members. Therefore, the involvement
of the whole family system significantly increases the effec-
tiveness of any action taken. Although the recent standards
of perinatal care in Poland imposed on midwives involving
the obligation to monitor the mental state of women in the
perinatal period (including a screening diagnosis for PPD),
no strict recommendations about the screening tools were
given. Recent Polish studies have also shown that midwives
do not have sufficient or reasonable knowledge of perinatal
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depression, uncertain how to effectively manage women
with PPD, and less likely to suggest appropriate treatment
strategies [69]. Thus, it is necessary to educate medical staff
in Poland, especially midwives in recognizing the early symp-
toms of PPD, identification risk groups, and in the effective
use of screening tools for this purpose [69].

In the Polish health care system, family doctors and
pediatricians do not have as extensive skills and knowl-
edge about mental ilinesses as in other countries. In clini-
cal practice, it is rare to treat common mental disorders by
non-psychiatrists, usually the patient remains under the
care of a specialist. Other professionals , however, can suc-
cessfully support psychiatrists in screening and recognizing
postnatal depression. Especially since, as mentioned earlier,
the main problem is not the issue of treatment, but the low
level of recognition of postpartum depression. Therefore,
recommendations in this area should be mainly focused
on the use of screening methods for the detection of PPD
by all medical professionals having contact with woman in
the perinatal period, and on educational activities aimed
at pregnant women, their families and the general public.
Close cooperation of these specialists with psychiatrists and
psychologists would also be highly recommended. Such
teams could provide more coordinated and effective care.

Other barriers, briefly mentioned in previous chapter,
are a lack of dedicated perinatal mental health services
in Poland and a lack of guidelines concerning referral.
The statistics from the Polish National Health Fund (2016)
on the treatment of perinatal depression, in comparison
with prevalence of this disorder, indicate that only a small
percentage of depressed women in the perinatal period
receive help. For many Polish women it is still impossible to
receive professional and prompt treatment. A waiting period
for a refunded psychiatrist consultation after referral by
a GP or other specialist takes up to several months depend-
ing on the region. There is no special formal prompt track
for psychiatrist consultation in case of suspected perinatal
depression. Consequently, depressed woman in perinatal
period wait as long as others, unless they are fortunate
enough to recieve human kindness from a mental health
service staff, or when they are able to pay for a private visit.
It should be stressed that in this particular case, it would be
highly needed as it concerns not only the suffering of one
person but is also directly related to the development and
well-being of the child, the functioning of the entire family
system and decisions on future procreation.

SUMMARY AND CONCLUSIONS
The following summarizes the most important, key is-
sues in the prevention, screening and treatment of PPD
resulting from worldwide recommendations in this area:

1. The presence of depressive symptoms should be rou-
tinely assessed in every woman in perinatal period with
the use of screening tools by medical professionals who
are in contact with the pregnant woman (gynecologists,
midwives, pediatricians, family doctors).

2. Forscreening, itis usually recommended to use the EPDS
questionnaire or a set of two questions (Whooley ques-
tions) combined with EPDS, as part of a comprehensive
examination for postpartum depression; additionally,
a clinical interview is recommended.

3. First-line treatment for women with mild to moderate
postpartum depression who are breastfeeding is psy-
chotherapy (especially cognitive-behavioral therapy and
interpersonal therapy); second-line recommendations
include pharmacological treatment.

4. The benefits of treatment for the mother should be
considered when deciding to start pharmacological
treatment during breastfeeding, as well as the risks aris-
ing from the child’s potential exposure to the drug.

5. The specificity of depression treatment during pregnan-
cy and after childbirth in most cases requires treatment
by a specialist psychiatrist. Doctors of other specialties
and medical staff in contact with the woman during
the perinatal period can support psychiatrists in early
diagnosis and monitoring of the patient.

6. Urgent referral to a specialist psychiatrist is advisable
in the case of suicidal thoughts, thoughts of harming
the child, in the case of severe episode of depression,
psychosis or suspicion of bipolar affective disorder.

7. Early recognition and treatment improves the prog-
nosis for the health of women, children and the whole
family.

RECOMMENDATIONS FORTHE PREVENTION,
SCREENING AND FURTHER MANAGEMENT OF
A PATIENT WITH POSTPARTUM DEPRESSION
FOR GYNECOLOGISTS, COMMUNITY
MIDWIVES, MIDWIVES AND STAFF OF
GYNECOLOGICAL AND OBSTETRIC WARDS,
NURSES, PEDIATRICIANS AND FAMILY
DOCTORS

It is recommended that screening for depressive disor-
ders should be a permanent part of medical and nursing
practice performed in every woman in perinatal period.

1. Itis recommended to educate pregnant woman about
perinatal mental health problems, including therisk and
symptoms of postpartum depression.

2. The presence of depressive symptoms should be rou-
tinely assessed in every woman in perinatal period us-
ing the Edinburgh Postnatal Depression Scale (EPDS)
questionnaire.
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The purpose of the examination should be explained to
the woman and informed consent should be obtained
to complete the EPDS questionnaire.

Itis recommended that gynecologists and / or midwives
routinely carry out screening for depression at least
twice in all women in perinatal period: during preg-
nancy and 6-8 weeks after delivery (during check-up
visit). In addition, it is also recommended to perform
a screening during the patient’s hospitalization (on the
3'd day after delivery).

Itis recommended that pediatricians routinely screen all
women after the childbirth for depression during their
first visit with the child.

Itis recommended that family doctors and community
midwives routinely screen for depression all women
during the first visit after the childbirth.

If a woman does not agree to complete the EPDS ques-
tionnaire, it is recommended to offered it again at the
next visit.

It is advisable to have an interview about the risk fac-
tors for postnatal depression, in specifically ask about:
postpartum depression in the past,

postpartum psychosis,

depression in pregnancy,

depression independent of the perinatal period,
bipolar affective disorder,

mental illness in the family,

difficult financial and living situation, lack of supportin
the immediate vicinity,

stressful life events during pregnancy and after birth.
In women with increased risk of postnatal depression,
it is advisable to carry out a screening during each visit
in pregnancy and in the postpartum period.

. Itis also advisable to collect an interview for alcohol and

drug addiction. In case of a positive history, it is recom-
mended to monitor the patient closely and consider
referral to psychiatric care.

. In case of 10, 11 and 12 points on the EPDS scale it is

advisable to re-examine in 2-4 weeks.

. In the case of a score of 13 points or more on the EPDS

scale, it is necessary to supplement the examination
with an interview for depressive symptoms.
The following questions about the patient’s well-being

during the last seven days may be helpful:

feeling tired, exhausted,
lack of energy and motivation for daily activities,
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sadness, low mood, hopelessness,

attention deficit and memory problems,

excessive fear of child health,

guilt, low self-esteem, failure to cope with the duties
of a mother,

fear of losing control and “crazy’,

no interest in the child,

fear/thought about hurting a child,

tearfulness, irritability,

thoughts of self-harm, suicidal thoughts.

. A positive screening outcome (13 points and more)

should be noted in the medical records. The following
actions are then recommended:

discuss the outcome of the screening with the patient,
if the patient agrees, inform her relatives about the di-
agnosis and treatment plan,

assess the level of support in immediate vicinity,
inform about possible treatment options (psychother-
apy, pharmacotherapy),

consider recommending psychological support, com-
munity visits, referral to support groups, suggest a fol-
low-up plan — referral to a psychiatrist or psychologist.
Coordinated care of a patient with a diagnosis of post-
partum depression is recommended in cooperation with
psychiatrists and psychologists, to jointly establish a visit
and treatment plan.

In the following cases, the patient should be referred
urgently to a psychiatric consultation:

declaring suicidal thoughts or about self-harm (or
a score > 0in point 10 on the EPDS scale),

declaring thoughts of hurting a child,

severe depressive symptoms, clearly impairing the pa-
tient’s daily functioning,

suspicion of postpartum psychosis,

suspicion of bipolar disorder.

The key points of recommendations are presented in

Figure 1.

Situations requiring urgent psychiatric consultation are

depicted in Figure 2.
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Figure 1. Recommendations for the screening and further management of a patient with postpartum depression
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Figure 2. Situations requiring urgent psychiatric consultation
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