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Guest Editorial

Perinatal Disorders:
Advancing Public Health Opportunities

epression during childbearing is a major public health concern.1–3 The
Agency for Healthcare Research and Quality estimated that 14.5% of

women develop depressive episodes during pregnancy and a similar percentage
develop depression in the first 3 months following birth.4 The agency com-
mented that the “specifics of the course of a depressive illness with onset during
the perinatal period, including the severe physiologic and psychological chal-
lenges unique to this period that complicate the identification and management
of perinatal depression, seem to suggest that this topic would have a substantial
degree of high-quality research. We were surprised by the paucity of research in
this area.”4(p90)

Multiple challenges exist with respect to advancing knowledge in the field of
perinatal mental health. In the DSM-IV,5 postpartum onset includes the qualifier
for a new episode of major depressive disorder (or manic or mixed episode of
bipolar disorder or brief psychotic disorder) that begins within 4 weeks of birth.
However, from a public health standpoint, women and their newborns suffer re-
gardless of when the episode begins. Intervention for prevalent rather than inci-
dent cases will have the greatest impact on public health.

Although a striking 1 of 7 women experience postpartum depression, higher
rates have been reported among vulnerable populations, including mothers of
preterm infants6 and adolescents, who have rarely been included in studies of
perinatal mental health.7 One third of all births in America occur to women en-
rolled in Medicaid,8 and birth rates are higher in minority than in white women.
Several investigators have reported elevated rates of depression among low-
income women.9–11 Increased rates of depression are consistent with risk factors
for psychiatric illness (high life stress and low social support), which impede
access to adequate care.

The majority of studies in perinatal mental health have focused on depres-
sion to the relative exclusion of other disorders. A broader scope of perinatal
mental illnesses (including comorbidities) is equally if not more appropriate for
intervention. A comprehensive conceptualization of perinatal mental health
caseness is needed to inform public health screening and treatment development
efforts.

The rates of multiple psychiatric disorders (requiring hospitalization or out-
patient care) were elevated in primiparae in a large-scale epidemiologic study.2

The overall risk for any psychiatric episode after birth (compared to non-
postpartum women) was elevated for the first 3 months postpartum. However,
the disease-specific increased risk for major depression was elevated for 5
months; for bipolar disorder, 2 months; for schizophrenia, 1 month; and for ad-
justment disorders, 2 months.2 Greater knowledge of strategies to effectively
identify and intervene with women of childbearing age (and their families)
across a variety of mental disorders is urgently needed.

A consistent finding in epidemiologic studies is the female predominance
of most mood disorders, anxiety disorders, and eating disorders, which are
maximally prevalent during the childbearing years.12 Women have about
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twice the risk not only for depression but also for panic
disorder, phobias, and generalized anxiety disorder. These
disorders commonly precede the onset of depression and
comprise important comorbidities.

For example, Mazzeo et al.13 investigated associations
among eating disorders and depression during pregnancy
and postpartum in a population-based sample. Both
binge-eating disorder and bulimia nervosa were posi-
tively associated with developing postpartum depression,
even when lifetime major depression was controlled.13

National estimates of substance use disorders indicate el-
evated use associated with major depression (19%) and
mania (28%) (odds ratio = 2.5 and 3.9, respectively) com-
pared to adults without mood disorders.14

In this issue of the Journal, the work of Vesga-López
et al. and Borri et al. adds to our knowledge about the
frequency of and disability associated with Axis 1 disor-
ders and comorbidities in childbearing-aged women. Kim
et al. remind us that the psychiatric disorder with the
greatest propensity for episode onset postbirth is bipolar
disorder (risk of first-time hospital admission postpartum
days 0 to 30 = 23.33, 95% CI = 11.52 to 47.24, according
to the findings of Munk-Olsen et al.2). Perinatal episodes
of bipolar disorder are often undiagnosed or misdiag-
nosed,15 factors that increase the risk for tragic family
consequences.16

These observations support the importance of view-
ing an episode of illness (and a diagnosis) obtained at
one point in time such as during the childbearing period
within the framework of the woman’s lifetime health.17

Case characterization becomes an expanded construct.
The case is not only a woman with depression, but a
woman with depression plus an array of health asset and
risk factors that shape intervention approaches and their
outcomes. Examples are an individual’s psychiatric and
medical comorbidities, health knowledge and education,
financial resources, social support, access to psychiatric
services, and health plan membership. Such factors
serve to contextualize a given case, which creates the op-
portunity for greater specificity and personalization of
interventions, with the promise of improved outcomes.

An advantage of focusing intervention on the peri-
natal period is that expectant couples and family mem-
bers are often motivated to make significant changes in
health behaviors, such as decreasing cigarette smoking
and alcohol use.18,19 Childbearing provides an opportu-
nity for building upon a natural interest in investing in
the welfare of offspring by embracing positive health
behaviors. Moreover, successful interventions have the
potential to both reduce maternal disability and mitigate
negative effects on the development of the children and
family.
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Figure 1. Model for Designing Interventions for Perinatal Psychiatric Disordersa

aBased on Pincus et al.25
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On the other hand, childbearing creates special needs
for postpartum women and their families. The low moti-
vation and energy associated with postpartum disorders,
plus the physical demands of delivery and caring for
the newborn, interfere with the woman’s ability to seek
help.20 The tendency of women to prioritize the needs of
others is especially strong for women with a new baby.
Interpersonal disputes with her partner and disruptions in
social relationships also inhibit the woman’s ability to
seek assistance.21

The literature on perinatal mental disorders is consis-
tent with other data that demonstrate low recognition and
treatment rates.22,23 Women with mental illness identified
by primary care practitioners rarely accept referrals or ob-
tain care in psychiatric settings. Additionally, screening
and provider education alone have little effect on prac-
tice.24 Pincus et al.25 described a conceptual framework
for designing depression interventions driven by con-
sideration of the “6 Ps” (patient, provider, practice, plan,
purchaser, population). This model was adapted by our
team for perinatal disorders (Figure 1). Strategies to
address mental disorders during childbearing must in-
clude focused efforts to encourage patients toward self-
management with family support, to assist clinicians with
evidence-based decision making regarding treatment, and
to enhance delivery systems to ensure access to treatment.

Practice issues also impact the care of perinatal women
with mental illness. Mental health services must address
the disparate health care settings used by new mothers
and their unique barriers to care. The fragmentation of
health care for women makes identifying a point of re-
sponsibility difficult. Obstetrician/gynecologists typically
evaluate women at 4 to 6 weeks following delivery, but
their ability and motivation to provide ongoing care is
limited. They receive limited training in the diagnosis and
treatment of psychiatric disorders26 and report greater lack
of knowledge and skills compared to other physicians.
These physicians are not typically reimbursed for psychi-
atric treatment.27

Pediatricians have consistent contact with new
mothers, but very few identify or treat mothers with
mental illness. In addition, practice considerations (pri-
vate interview space, visit schedules, staffing, and avail-
ability of systems for monitoring and follow-up) are pro-
hibitive. Collaborative care, a structured approach based
on chronic disease management principles and nonmedi-
cal specialists working with the primary care physician
and a mental health professional, is a potential solu-
tion.28,29 Collaborative care models that incorporate the is-
sues faced by childbearing women and their families hold
promise for accessible and effective interventions.22

Challenges at the health plan level frequently involve
no or insufficient reimbursement (or other incentives) for
the treatment of psychiatric illnesses by primary care
professionals (including obstetrician/gynecologists). The

separation of mental health from general health services
can create a barrier to collaboration between mental health
and primary care professionals.27 System-level (rather than
physician-level) interventions offer a practical strategy for
intervention because systems (such as health plans) have
the volume and infrastructure capacity to implant care
management models for perinatal disorders that can meet
the needs of women across providers.

Psychiatric episodes are the most common medical
complications of childbearing. Although perinatal psychi-
atric disorders have received increasing political attention
in the United States, substantial health services and policy
investment must follow. Enhanced efforts to develop and
implement effective programs to identify women and pro-
vide interventions will require coordination of multiple
administrative levels within the health care system. The
promise is substantial improvement in the health and lives
of mothers and their families. Addressing mental illness in
childbearing women, an opportune stage of development
for intervention, is a long overdue investment in the health
of the next generation of Americans.
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