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ABSTRACT

The first postnatal year is a period when the rate of
psychiatric disorder is high, and a correspondingly high
rate of suicide might be expected. Age-adjusted mortality
ratios for suicide by women in the first postnatal year
were therefore calculated from population data for England
and Wales for a twelve-year period. The overall mortality
ratio was found to be 17 - that is, the actual total was
one sixth of that expected. The low rate was not found
after stillbirth which was associated with a rate of
suicide six times that in all women after childbirth.
Women who committed suicide after childbirth most often did
so in the first postnatal month and there was a tendency to
use violent methods. One explanation of the low rate of
suicide is that motherhood exerts a protective effect, and
further studies were carried out to explore this
possibility. In study two, the age-standardised mortality
ratio for suicide during pregnancy was calculated by the
same method to be 5 - that is, the actual rate was one
twentieth of that expected. In study three, the rate of
parasuicide by women in the first postnatal year was
calculated from catchment area data to be less than half
that of age-matched women (odds ratio 0.43). In study
four, a cognitive explanation for these results was
studied. Women with postnatal depression were found to

score less on a questionnaire measuring cognitions related



to worthlesness, hopelessness and self-harm than women with
depression arising at other times. This result suggests
that childbearing women, despite their risk of psychiatric
disorder, are protected against suicide and self-harm by
their relative absence of suicide-related cognitions, and
that such cognitions should be a focus for the treatment of

other groups at risk of suicide.



INTRODUCTION

This thesis examines the rate and characteristics of
suicide and self-harming behaviour in childbearing women.
It therefore brings together research from two areas of
psychiatry, namely psychiatric disorders asociated with

childbirth, and suicide and self-harm.

Chapter 1 is a review of the research literature on
postnatal psychiatric disorders with emphasis on those
aspects, such as rates and features of postpartum psychosis
and postnatal depression, that are of most relevance to the
subsequent experimental work. Similarly, Chapter 2 is a
review of the relevant research literature on suicide and
self-harm, in particular the relationship between suicide
and psychiatric disorder, and suicide and sex, age, marital
status and parenthood. Chapter 3 reviews in detail the
limited 1literature on suicide and parasuicide in
childbearing women, indicating key omissions of previous

research in this field.

Chapters 4 to 7 constitute the experimental section of the
thesis. Each describes a separate research study in a
sequence of four studies. The main study, on suicide in
the first postnatal year, is described in Chapter 4, and

Chapters 5 and 6 extend its findings through research on



pregnant suicides and postnatal parasuicides. Chapter 7
describes a study designed to test a possible expanation
for the findings in Studies 1 to 3, i.e. that women with
postnatal depression are cognitively distinct from women
with depression at other times. Each of the studies is
therefore based on the findings of the previous chapter,
and at the end of each chapter a brief summary and comment
is given, so that the rationale for the work described in

the next chapter can be easily understood.

Chapter 8 discusses the principal findings of all four
studies in more detail and ends with the implications for
future clinical practice and research in both postnatal
psychiatric disorders and suicide prevention. The Appendix
contains the Edinburgh Postnatal Depression Scale (Cox et
al. 1987) and the Revised Clinical Interview Schedule
(Lewis et al. 1992), both of which are used in the
assessment of mood in study 4, and the 'coping styles
questionnaire'", described in study 4 and used to study
cognitions in postnatal and non-postnatal depression. This
questionnaire has not been used in any previously published
research; its reliability and validity are discussed in

Chapter 8.

Most of the main findings of Studies 1 and 2 have been
published previously (Appleby 1991) and this publication is

included in the Appendix; full details of these studies are



given here. The main findings of Study 3 are contained in

a paper that is in press at the time of submission of this

thesis (Appleby & Turnbull, in press). The work described

in Study 4 is being prepared for publication.



CHAPTER ONE

POSTNATAL PSYCHTATRIC DISORDERS




1.1 INTRODUCTION

1.1.1 Scope of this chapter

Severe postpartum disorders have been recognised for
centuries, and studied since the mid-nineteenth century
when Esquirol (1845) and Marce (1858) described their
clinical features. This review is not intended as a
comprehensive account of research on every aspect of
postpartum disorders. It is a summary of key findings with
emphasis on those that are relevant to the experimental
work of this thesis. Suicidal behaviour in childbearing

women is not covered in this chapter but in Chapter 3.

1.1.2 Definitions

Psychiatric disorders in women who have recently given
birth are conventionally classified into three categories:
postpartum (or puerperal) psychosis, postnatal depression
and maternity blues. However, these are descriptive terms,
and no universally agreed definitions have emerged from

clinical practice or the research literature.

For example, both the principal modern systems of

classification, the International Classification of



Diseases, 10th Revision (ICD-10) (W.H.O. 1992), and the
Diagnostic and Statistical Manual, 4th Revision (DSM-IV)
(A.P.A. 1994) discourage the diagnosis of postpartum
psychosis. Instead, such illneses are intended to be
diagnosed according to their clinical appearance, e.g. as
bipolar disorder, and the fact that they have arisen
postnatally may be recorded on a separate diagnostic axis

specifying aetiology.

In clinical practice and research, however, the term is
widely used, though in two distinct ways. It can refer to
women who develop delusions or hallucinations postnatally,
or it can be applied to women who suffer illnesses severe

enough to lead to hospital admission.

The first definition has the advantage of being based on
clinical phenomena, and is therefore consistent in
principle with modern diagnostic systems which are based on
clinical or operational criteria, such as those of DSM-IV
(A.P.A. 1994) and ICD-10 (W.H.O. 1992). However, it has
the disadvantage of excluding some women with severe
postpartum illness, such as cases of profound depression or
hypomania in which delusions and hallucinations do not
appear, or cases in whom these phenomena are not evident,
in doubt, or - in the case of retrospective studies - not

clearly recorded.



The second definition has the advantage to researchers of
being based on something highly reliable - admission to
hospital. It also encompasses a group of women with severe
illness regardless of the precise clinical phenomena.
However, there are disadvantages in any definition of
illness based on how services respond to it. Many factors,
social as well as clinical, determine whether or not
someone with a psychiatric disorder is admitted to
hospital. Thus the degree of overt disturbance, the
presence of suicidal thoughts, difficulties in coping with
child care, the amount of family support, or the proximity
of the nearest hospital may all be key determinants of
whether admission takes place. As a result, any study
population based on this definition is likely to be more
heterogeneous than one based on symptoms alone. In one of
the key epidemiological studies in the field, Kendell et
al. (1987) resolved this issue by first examining all
hospital admissions and then studying those with psychotic

illness.

In defining postpartum psychosis, there must also be a
clear definition of the postpartum period. Dean and
Kendell (1981) and Brockington et al (1981) have shown that
many cases of postpartum psychosis begin in the first 2
weeks after delivery, suggesting that a short time limit
should be part of any definition. On the other hand,

Kendell et al (1987) have shown that the increased risk of



psychiatric admission after childbirth continues for at

least two years after delivery.

In clinical practice, some Mother and Baby Units allow
joint admission of mothers and infants up to one year after
the birth, with the result that studies based on such
admissions may in effect define the postpartum period as
the first year of infant life. Increasingly, such units
are asked to admit non-acute cases for assessment of
maternal parenting, with the effect that any study sample
taken from Mother and Baby Unit admissions will include
people with chronic psychiatric and behavioural disorders
(Dean and Kendell 1981; Meltzer and Kumar 1985; Appleby &

Dickens 1993).

In postnatal depression the same inconsistencies in
defining the clinical syndrome and the postnatal period
also arise. Usually the term refers to non-psychotic
depression, i.e. clinically significant depression in the
absence of delusions and hallucinations. However, some of
the symptoms that are used to diagnose depression in
general, e.g. sleep disturbance and fatigue, may be found
in many non-depressed women who are looking after newborn
infants. In research and clinical practice, therefore, a
judgment must often be made as to how understandable such
symptoms are when a woman's experience of baby care is

taken into account. Conversely, there may be features of

10



depression that are particularly associated with postnatal

depression, such as a feeling of not coping.

In many research studies, one solution to this problem of
definition has been to use assessment methods that have
been designed for and/or validated on women with postnatal
depression. A number of instruments used in psychiatric
research in general have been employed in studies of

postnatal disorders.

The most widely used is that devised by Cox et al. (1987),
the Edinburgh Postnatal Depression Scale (EPDS), a 10-item
questionnaire whose items are derived in part from the
Hospital Anxiety and Depression Scale (HAD) (Zigmund &
Snaith 1983). The latter instrument was designed to assess
neurotic symptoms in hospital populations; it concentrates
on identifying symptoms that most clearly reflect
psychiatric morbidity rather than those, e.g. somatic
symptoms, which could have a physical or psychological
origin. The EPDS similarly focuses on symptoms that are

likely to reflect depression in postnatal women.

As with postpartum psychosis, studies of postnatal
depression have had to incorporate a definition of the
postnatal period into their design. Most have studied
women who have been found to be depressed between 6 weeks

and 6 months following delivery, while acknowledging that

11



many depressions in women with young babies may be missed.

Furthermore, there is the question of incidence versus
prevalence of depressive illness. The description of
postnatal depression given by Pitt (1968) included the
point that cases should have begun after delivery. Many
studies, however, recruit cases of postnatal depression by
detecting them postnatally - their populations are
therefore likely to be made up of any women found to be
depressed at a defined postnatal point. Some, however,
have employed a prospective design and have been able to
identify new cases of depression (e.g. Kumar & Robson

1984).

It is clear from these differences of definition that
different studies will have examined different patient
populations. This must be borne in mind when their
findings on rates, risk factors and clinical features are

compared in the discussion below.

12



1.2. POSTPARTUM PSYCHOSIS

1.2.1. Clinical features

The clinical features of postpartum psychosis are varied,
partly because there is no single definition and partly
because the term, even when a restricted definition is

used, encompasses more than one clinical syndrome.

Many cases, however, can be described as major affective
illnesses of acute onset within the first few weeks after
childbirth (Meltzer & Kumar 1985). The features may be
predominantly manic, with elation or irritability,
disinhibition, overactivity, and grandiosity (Brockington
et al. 1981). Alternatively, they may be predominantly
depressive, with low mood, agitation or stupor, social
withdrawal, guilt and self-criticism. In both manic and
depressive presentations there may be delusions and
hallucinations and these are likely to be mood-congruent;
depressive delusions are more common than in non-puerperal

cases (Dean and Kendell 1981).

However, there are a number of variations on this basic
pattern. Some postpartum illnesses show symptoms
associated with schizophrenia rather than with pure

affective disorder, such as passivity experiences and

¥3



disorders of thought form, and are closer to schizo-
affective disorders than any other ICD or DSM diagnosis
(Brockington et al. 1981; Meltzer and Kumar 1985). Others
show evidence of both mania or hypomania and depression in
the same episode, frequently beginning with a brief period

of elation that is followed by a profound depression.

When Research Diagnostic Criteria (RDC) (Spitzer et al 1978)
have been applied to case series, therefore, the most
frequent diagnoses have been affective and schizoaffective,
with depressive and schizo-depressive disorders being more
common than manic (or hypomanic) and schizo-manic disorders
(Meltzer & Kumar 1985; Brockington et al. 1981; Kendell et
al. 1987). Relatively few cases of schizophrenia,
diagnosed according to RDC, appear in these series. It is
possible that some schizophrenic patients have schizo-
affective illnesses when they relapse in the postpartum
period and are therefore classified as schizo-affective on
RDC. However, Kendell et al. (1987) have calculated that
relapses occur in only 3.4% of puerperal women with a
history of schizophrenia, concluding that there is no
relationship between postpartum psychosis and
schizophrenia. These authors take the view that postpartum

psychosis is a form of major affective disorder.

In some cases there is little evidence of either mood

disorder or schizophrenic symptoms; in these patients the

14



clinical picture is one of disturbed behaviour and
perplexity. When RDC are applied to this group, the
closest category is that of '"unspecified functional
psychosis'", a diagnosis that accounts for a significant
minority of patients in published case series (Meltzer &

Kumar 1985; Kendell et al. 1987).

Even in the presence of clear affective disorder, the
clinical picture may include perplexity, apparent confusion
and lability (Dean and Kendell 1981; Brockington et al.
1981), features that have been remarked upon since the
earliest descriptions (Marce 1858). It is these features
that have led some authorities to take the view that
postpartum psychosis is distinct in appearance from other
psychoses (Hamilton 1982), and there is some experimental
evidence to support this view, in that authorities in the
field have been able to distinguish postpartum from other
cases from videotaped mental states (Brockington et al.
1982). Whether these distinguishing features are specific
to postpartum psychosis, or occur in other acute psychoses

of rapid onset has not been tested.

1.2.2. Timing of onset

Kendell et al. (1987) have shown that increased rates of

psychiatric admission occur for as long as two years after

15



childbirth. Nevertheless, they found a large clustering of
admissions in the first 3 postnatal months (relative risk
3.8), particularly in the first thirty days when the rate
of admission was six times the mean rate of the months
before pregnancy, and the relative risk of admission with
psychosis was 21.7. Of 120 postnatal cases, 54 were
thought to have begun in the first postnatal week, while 66

had begun in the first two weeks.

Similarly, in most of the cases described by Brockington et
al. (1981) and Meltzer and Kumar (1985) the onset was
within the first two weeks postnatally and admission took
place within the first postnatal month. In the cases
described by Paffenbarger (1964), 34% began within the

first week postnatally and 68% within the first month.

1.2.3. Epidemiology

Several studies have attempted to calculate the incidence
of postpartum psychosis (Pugh et al. 1963; Paffenbarger
1964; Kendell et al. 1976; Kendell et al. 1981a; Kendell et
al. 1987), most using hospital admission as an indication
of severe mental illness. The results have been remarkably
similar, leading to a consensus that the incidence of
psychosis in the early postpartum period is approximately

2 per 1000 births, or 0.2%.

16



Pugh et al. (1963), studying a sample of admissions of
women aged 15 - 44 years to psychiatric hospital in
Massachussetts in 1950, found a large excess of admissions
with psychosis during the first three months folowing
delivery, and a smaller excess for other disorders. The
increase in psychosis continued up to nine months
postnatally. Paffenbarger (1964) conducted a similar study
in Hamilton County, Ohio, examining the medical records of
all women aged 15 - 44 admitted to psychiatric hospital
between 1940 and 1958, and recording those who were noted
to have given birth within the previous six months. He
found 242 cases whose onset was postnatal, a rate of 19 per

10,000 births.

More recently, Kendell et al. (1976; 1981a; 1987) conducted
a series of studies matching lists of women who had given
birth with psychiatric case registers, first in Camberwell
and later, using a computer linkage between case registers,
in Edinburgh over first seven, and later eleven years. The
Camberwell study (Kendell et al. 1976) found a large excess
of psychiatric contacts, especially new episodes of
functional psychosis, in the first three months after
delivery, compared to all other three month periods in the
two years before and two years after delivery. In the
larger Edinburgh study (Kendell et al. 1987), the result,
based on admissions, was similar. In the first ninety

postnatal days the rate of hospital admission was 2.2 per

17



1000 births. The precise relative risk associated with
childbirth depended on whether the calculation was based on
primiparous or all women, admissions with psychosis or all
admissions, and the period of time studied. When all women
admitted with any diagnosis in the the first two years
postpartum were studied, the relative risk was 1.6.
However, when the calculation was confined to primiparous
women admitted with psychosis within one month of delivery,

the relative risk was 35.

1.2.4 Aetiological factors

Genetic Several studies have found the rate of psychiatric
disorder in the families of women with postpartum psychosis
to be high, and the main disorders in such families appear

to be major affective disorders (Dean et al. 1989).

Whalley et al. (1982) found an excess of manic-depressive
psychosis in the first degree relatives of patients with
postpartum psychosis but no increase in their rate of
postpartum psychosis itself. Dean et al. (1989), however,
found an excess of postpartum psychosis in the families of
cases compared to the general population but no excess
compared to the families of women with manic depressive
psychosis. These authors concluded that there was no

evidence that postpartum psychosis is a genetically

18



distinct condition.

Platz and Kendell (1988), in a nine-year follow-up of women
admitted to hospital within ninety days of childbirth and
a matched, non-puerperal comparison group, found fewer
episodes of illness in the postpartum group and concluded
that the latter had a lesser genetic predisposition to

affective disorder.

Biochemical The assumption that biochemical factors play
a part in causing postpartum psychosis is based on several
observations and lines of enquiry. Firstly, the onset of
psychotic illness soon after delivery suggests a specific
relationship to the event of childbirth. Secondly, it is
generally believed that hormone changes, such as falls in
sex steroid levels, contribute to the mood disturbance
found in some menopausal women, premenstrual syndrome, and,
most significantly, maternity blues. Thirdly, there is
evidence from animal work that sex steroids can alter
behaviour. Fourthly, biochemical models (e.qg. in
platelets) show that hormones such as oestrogens may affect
activity in neurotransmitter systems - such as those of
serotonin, noradrenaline and dopamine - thought to underpin

mood and psychosis.

In general, however, the results of studies designed to

identify the biochemical basis of postpartum psychosis have

19



been disappointing. There are a number of likely reasons
for this, relating to the models of the disorder used in
most research. Firstly, a clinical condition such as
maternity blues, used in some studies to exemplify the
relationship between mood and endocrine changes (e.g. Nott
et al. 1976) may be a poor model of the much more uncommon
and florid psychotic illnesses. Secondly, animal
behavioural models may likewise be inaccurate
representations of human psychosis. Thirdly, research on
single transmitter systems in vitro may not reflect the
complexity of in vivo physiology in which it is likely to
be the balance and interaction of different
neurotransmitters, often regulated by competing and
interacting hormones, that determines mood and behaviour.
Fourthly, postpartum psychosis is uncommon and large
numbers of subjects would be required in a prospective

biological study of the determinants of illness.

Some of these methodological problems can be solved by
recruiting a study sample of women at high risk of
postpartum psychosis (Kumar et al. 1983). Wieck et al.
(1991) have prospectively investigated a group of such "at
risk'" women, i.e. women who have previously had postpartum
psychotic illness or bipolar disorder. These authors have
found relapse to be related to the sensitivity of dopamine

receptors.

20



Psychosocial Few studies of the incidence of postpartum
psychosis have been large enough to examine risk factors
other than childbirth. Kendell et al. (1987), howvever, in
their case register linkage study, were able to study the
effects of putative social and obstetric risk factors. The
most striking risk factor was primiparity: the risk of
psychotic illness within thirty days of first childbirth
was thirty-five times higher than before pregnancy. This
may reflect the psychological stress of the first
experience of childbirth, or the avoidance of future
pregnancies by '"at risk' women. Brockington et al. (1982)
have also pointed out that, because pre-eclampsia - a
condition obviously caused by biological factors - is also
more common in primiparous women, it cannot be assumed that
the association with first pregnancy is evidence of

psychosocial aetiological factors.

Kendell et al. (1987) found that perinatal death, being
unmarried and delivery by Caesarian section were also
related to postpartum admission, whereas in the earlier
Camberwell study (Kendell et al. 1976), being unmarried was
associated with admission over the whole 4-year study
period, and there was no evidence of increased risk from
perinatal death. Paffenbarger's (1964) study reported on
similar risk factors, finding an association with dystocia,
"stormy pregnancies", low birth weight, perinatal

mortality, and low parity, but no association with marital
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status. More recently, Marks et al. (1992) have shown that
high expressed emotion in male partners during late

pregnancy is associated with postpartum relapse.

In summary, postpartum psychosis appears to be closely
related to manic depressive psychosis or bipolar disorder
(the term preferred in DSM and ICD 10). The clinical
features are similar, the conditions occur in the same
individuals, and in the same families. The most economical
explanation of the link between the two syndromes is that
postpartum psychosis is an acute major affective disorder
precipitated in genetically predisposed women under the
powerful influence of the biological changes of childbirth,

particularly the circulating levels of sex steroids.

1.2.5 Treatment and prevention

There have been no treatment trials specifically directed
at determining the optimum treatment of postpartum
psychosis, and most clinicians follow the same treatment
principles that they apply to acute non-puerperal cases.
Neuroleptic drugs are used to treat psychotic symptoms,
agitation and mania. Antidepressants are used for
depressive illness; mood stabilising drugs such as lithium

and carbamazepine are also used.
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Some clinicians believe that electro-convulsive therapy
(ECT) may be a particularly effective in postpartum cases,
and Protheroe (1969) suggested that the better prognosis of
postpartum psychosis in the second half of this century
might be attributable to ECT. However, although ECT
remains in regular use in postpartum psychosis, there is no
research evidence that its benefit is greater than in non-

puerperal disorders.

Similarly, there is little evidence on how relapse can be
prevented specifically in postpartum psychosis. There is
one uncontrolled case series of the use of lithium in 20
women at high risk of relapse which reported only one
failure of prophylaxis. As the likely rate of relapse in
such cases is around 20% (Protheroe 1969) and may be as
high as 50% (Wieck et al 1991), this appears to represent
a successful intervention. In one case, however - a woman
who had been prescribed lithium before delivery - the baby
was stillborn. Although it can not be concluded that
lithium raises the risk of stillbirth, many clinicians
begin preventive treatments, including 1lithium, after

delivery if possible.

There is a similar lack of evidence that any one treatment
setting is more therapeutic than others. In many parts of
the United Kingdom it is possible for a woman to be

admitted to hospital with her baby (Prettyman & Friedman
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1991), although day hospital (Cox et al. 1993) and
community services (Oates 1988) have also been established

with apparent success.

1.2.6 Outcome

Outcome studies have focused on the likelihood of puerperal
and non-puerperal relapse after recovery from an index
episode. Most have shown that the risk of illness
following the subsequent pregnancies is increased to 20 -
40% (Protheroe 1969; Davidson & Robertson 1985; Platz &
Kendell 1988). 1In high risk cases, the relapse appears to
be almost 50% (Wieck et al 1991). The rate of non-
puerperal relapse has been estimated to be around 40%

(Protheroe 1969; Reich & Winokur 1970).

As most cases are affective disorders, the same pattern of
good clinical recovery between episodes is found, although
when the acute illness takes the form of schizophrenia the
prognosis is similarly worse (Da Silva & Johnstone 1981;

Davidson & Robertson 1985).

1.2.7. Complications

In such severe, acute onset psychotic illnesses there is
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clearly the potential for complications such as infanticide
and suicide. There is little research on direct harm to
babies from mothers with psychotic illness, although in
d'Orban's series of women who had killed their children
only a minority were psychotic, and it was not clear how
many of these were cases of postpartum psychosis (d'Orban
1979). Few published studies have examined the effect of
severe postpartum disorders on infant development, and
their results have been conflicting. Although Naslund et
al. (1984) and McNeil et al. (1988) reported no detrimental
effects on attachment and development, Kumar and Hipwell
(1994) described more insecure attachment and less maternal
sensitivity at one year follow-up in cases of severe
postpartum depression compared to cases of postpartum
mania. Schizophrenic mothers admitted to a Mother and Baby
Unit were also separated from their infants at discharge in
50% of cases, because of concerns over parenting capability

(Kumar & Hipwell 1994).

The subject of suicide is considered in Chapter 3.
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1.3 POSTNATAL DEPRESSION

1.3.1 Clinical features

One of the first modern clinical descriptions of non-
psychotic depressive illness in the postnatal period was
that of Pitt who entitled his study '"Atypical depression
following childbirth" (Pitt 1968). In Pitt's view,
postnatal depression was atypical because it was
characterised by prominent anxiety. Since his influential
work, however, most authorities have seen postnatal
depression as symptomatically typical of depressive illness

found in primary care.

The clinical features of postnatal depresson are therefore
those of low mood, anxiety, tearfulness, irritability and
a feeling of not coping with motherhood. Fatigue and
insomnia occur out of proportion to what can be directly
attributed to baby care. Patients often describe becoming
preoccupied with baby care, feeling that they are not
performing it adequately but that to accept help would be
an admission of failure. Some are unsupported by family

members and partners, and marital discord can also result.

The timing of onset of depression after childbirth is more

varied and generally later than that of postpartum
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psychosis. Most cases appear to begin in the first few
postnatal months, although new cases continue to occur
after this (Kumar and Robson 1984). As discussed above,
different definitions of the postnatal period have been

used in research.

1.3.2. Incidence and prevalence

Most of the studies that have estimated the rate of
depression in the postnatal period have reported a figure
of 10-15%, in keeping with Pitt's (1968) finding. This
consistency has occurred despite the fact that studies have
used different methods of measuring mood, defined the
postnatal period differently, investigated different
populations, and estimated either prevalence or incidence.

Few have used a satisfactory control sample.

Kumar & Robson (1984), for example, using a prospective
design, found a prevalence of depression and anxiety of
14.9% - seventeen cases in 114 women - in women who were
three months post-delivery. This figure comprised fifteen
new cases of depression, one new case of anxiety, and one
"0ld" case of depression, and if the last two are excluded,
an incidence of depression of 13.2% is found. No
comparison was made with any control sample but the

prospective design allowed the women to be their own
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controls.

watson et al. (1984) also employed a prospective design and
found that 12% of their sample were depressed at six weeks.
Of twenty-nine cases of depression in 128 childbearing
women, twelve had been depressed during pregnancy. These
authors commented that their one-year prevalence figure of
17% was similar to what has been reported in non-postnatal

women.

Cox et al. (1982) reported a rate of 13% at four months
postpartum, and commented that many more women had
depressive symptoms. Cox (1983) also found a similar
figure - 10% - in Ugandan women three months after
delivery. O'Hara et al. (1984) reported that 12% of their

sample of ninety-nine women became depressed postnatally.

Howvever, there have been exceptions to this widely quoted
figure. Cooper et al. (1988) reported a slightly lower
rate of 8.7% at three months postpartum. Cutrona (1983)
similarly reported a rate of 8.2% at eight weeks after
delivery. Paykel et al. (1980), on the other hand, found
a prevalence of 20% at six weeks postnatally, while Ballard
et al. (1994) found 27.5% of their sample to be depressed

at six weeks.

Cooper et al. (1988) compared their relatively low figure
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to an estimate of depression in the female population as a
whole, finding that the two did not differ significantly.
However, the comparison population was studied at a
different time in a different city, and can not be regarded
as an entirely satisfactory control. O'Hara et al. (1984)
derived a more comparable control group by studying the
non-postnatal friends of their cases. The two groups did

not differ in rates of depression.

These studies raise the possibility that depression in
postnatal women is no more common than in other women. Cox
et al. (1993), however, appear to have reconciled the
discrepancies. Their study found a point prevalence of
9.1% for depression at six months postnatally, a figure no
higher than that of a control sample. Nevertheless, when
both groups were asked to date the onset of their
depression, the postnatal group showed a three-fold
increase in new cases in the five weeks after delivery,

compared to the equivalent period in the controls.

This study could itself be criticised for not establishing
time of onset more clearly with a prospective design.
However, it suggests that new cases of depression are more
common in the first few weeks postnatally but that over a
longer period of time, the difference from the female

population as a whole disappears.
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1.3.3. Aetiol

A large number of risk factors have been associated with
postnatal depression. Most studies suggest that
psychosocial factors are the most important, in contrast to
what has been found in postpartum psychosis. However, many
of the findings are contradictory, perhaps reflecting
different definitions of postnatal depression and, in some
studies, relatively small samples. A summary of risk
factors is given below, with emphasis placed on the most
consistent findings and the results of well-conducted,

preferably prospective studies with adequate sample sizes.

Biological A number of studies have examined whether women
with postnatal depression are likely to have a family
history of depression (though not specifically postnatal
depression). The results have been mixed, Kumar and Robson
(1984) finding no link, O'Hara et al. (1984) finding that
a family history contributed slightly to the risk, and
Watson et al. (1984) finding this to be a risk factor. It
is more clear, however, that a personal history of
psychiatric disorder, including postnatal depression,
increases risk (Paykel et al. 1980; O'Hara et al. 1984),

and this may reflect a biological vulnerability.

The evidence for a hormonal cause is also varied, with most

well-conducted studies finding an absence of associations
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with hormone levels. However, Harris et al. (1992) have
reported a relationship with thyroid dysfunction and Kelly
and Deakin (1992) have found lower oestradiol levels at one

month postpartum in women who were depressed.

Psychosocial The most consistent findings from the several
studies on psychosocial correlates of postnatal depression
are emotional disturbance during pregnancy, anxious
personality, marital dysharmony, and poor social support
(Kumar & Robson 1984; Watson et al. 1984; O'Hara et al.
1984). Paykel et al. (1980) found that poor marital
support was a vulnerability factor, increasing the impact
of 1life events, which were in themselves strongly

associated with postnatal depression.

Although no study has found that social class per se is
related to postnatal depression, many of the findings
reflect an association with social and economic adversity,
e.g. poor housing, young maternal age, low income (Paykel

et al. 1980; Playfair & Gowers 1981).

Most obstetric risk factors probably exert their effect
(O'Hara et al. 1984) by being stressful life events. The
most consistently reported are obstetric complications in
general, Caesarian section specifically, and wunplanned
pPregnancy. Similarly, Kumar and Robson (1984) reported an

association with thoughts of terminating the pregnancy.

31



These varied results may suggest that postnatal depression
is a heterogeneous condition. Consequently, when key risk
factors were used antenatally to predict depression arising
postnatally, the result was disappointing (Appleby et al.
1994). However, one factor alone - a history of depression
- identified a group with a 30% chance of scoring highly on

the EPDS after delivery.

1 .4. Treatment and prevention

Only two controlled treatment trials in postnatal
depression have been published, both showing benefits.
Holden et al. (1989) used non-directive counselling
delivered by health visitors to treat a sample of depressed
mothers and compared them to a control sample who received
no specific intervention. The result showed the value of
this simple form of psychotherapy: a response rate of 69%

in the treatment group compared to 38% in the controls.

In contrast, Henderson et al. (1991) gave their subjects
oestrogens by transdermal patch in a randomised, double-
blind, controlled trial. The treatment group was
significantly more improved after two months of treatment
but both groups had improved considerably and equally by

four months.
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One further study should be mentioned although the results
are not yet published. Cooper and Murray (1994) have
compared counselling with cognitive and interpersonal
psychotherapies and found equivalent improvement in mood in

all three groups.

Similarly, there is a scarcity of published studies of

prevention. However, Leverton and Elliot (1989) have
described an antenatal intervention - mainly classes on
parenthood - given to high-risk women. The rate of

postnatal depression in the treatment group was 19%

compared to 40% in controls.

1.3.5. Outcome and complications

The outcome of postnatal depression is varied. The above
studies suggest that, even in the absence of treatment, the
majority of cases, around 70%, recover (Cooper & Murray
1994). However, for others, the postnatal episode can be
the beginning of a period of chronic or relapsing
depression that can continue for at least four years (Kumar

and Robson 1984; Nott 1987).

There is recent evidence that depression in the mothers of
young infants may impair mother-infant interaction, and

that there can be adverse effects on the cognitive
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development and behaviour of infants (Cogill et al. 1986;
Caplan et al. 1989; Wrate et al. 1985; Murray 1992; Stein
et al. 1989). However, it is not clear to what extent
these infant deficits are the result of depression in the
postnatal period itself, and how much they arise from
subsequent or chronic depression, marital conflict or

maternal trait anxiety.
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1.4. MATERNITY BLUES

1.4.1 Clinical features

Maternity blues is the name given to a syndrome of weeping,
lability, low mood, and irritability occurring in the first
few days after childbirth (Stein 1980; Kendell et al.
1981b). It is maximal on the fifth day, though it can
occur at any time up to ten days postnatally. It is a
common condition, affecting 50-70% of newly-delivered

mothers (Pitt 1973).

1.4.2 Risk factors

Kennerley and Gath (1989), in one of a series of related
studies, found maternity blues to be associated with
anxiety and depression during pregnancy, fear of labour,
and poor social adjustment. However, they found no
association with previous mood disturbance, although such
an association had been a finding in earlier studies (Yalom
et al. 1968; Stein 1980). Harris (1980) also reported an
association with anxiety and depression towards the end of
pregnancy. Neither Kennerley and Gath (1989), nor Nott et
al. (1976) found any association with circumstances of

delivery.
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1.4.3 Importance of maternity blues

Maternity blues is transient and self-limiting, lasting for
up to a few days only. Therefore no treatment is needed,
apart from reassurance. Its importance in clinical
practice lies in the fact that, when severe, it may herald
and merge with a clinically significant depression (Pitt
1968; Cox et al. 1982), though Kennerley and Gath (1989)
found no link to later depression. In a study of postnatal
depression, a relationship between blues and postnatal
depression was found only in the absence of life events
(Paykel et al. 1980). In research its importance is as a
model for the study of biological determinants of major
postpartum mood disorders, and Nott et al. (1976) found
some significant links between pre-delivery sex steroid

levels and post-delivery symptoms of blues..
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1.5 PSYCHIATRIC DISORDERS OF PREGNANCY

1.5.1. Psychotic disorders

The epidemiological studies mentioned above show that the
rate of admission to psychiatric hospital during pregnancy
is low (Kendell et al. 1976; Kendell et al. 1987). Because
psychotic illness is often florid, it seems unlikely that
this is because such disorders in pregnant women are missed
or because they are relatively untreated until after
pregnancy (Kendell et al. 1981a). It is possible, however,
that the clinical monitoring of antenatal care allows
psychotic illness to be rapidly treated, before admission
becomes inevitable. Nevertheless, there is little doubt
that there is no excess of psychotic illness in pregnancy,

and probably a genuinely low rate.

1.5.2. Non-psychotic dsorders

In contrast, there is evidence from prospective studies of
childbearing women that the rate of non-psychotic disorders
may be high in pregnancy. Kumar and Robson (1984), for
instance, found that 13.4% of their sample were suffering
from depression or anxiety at 12 weeks gestation, and that

the rate of new cases was 10%. Watson et al. (1984) found
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that 9% of their patients had had a depressive illness at
some time during pregnancy, half of these being present in

the first trimester.

These studies support the view that non-psychotoc disorders
of mood are common during early pregnancy, though the
second trimester appears to be a time of psychological
well-being. Watson et al. (1984) also found an association

between antenatal anxiety and postnatal depression.

Risk factors for depression and anxiety in pregnancy appear
to be similar to those for depression arising postnatally.
Poor social circumstances, lack of confiding support, and
thoughts of termination are risk factors found in both

populations (Kumar & Robson 1984).

1.5.3. Treatment and prevention

There have been no controlled trials of treatments
specifically for women who are depressed or psychotic while
pregnant. Furthermore, pregnant women are often excluded
from studies of drug treatments on ethical grounds, because

of fears of teratogenicity.

Nevertheless, there is little evidence of danger to a

developing foetus from most of the drugs in common use in
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psychiatry (Loudon 1987). As a result, neuroleptic drugs
can be prescribed to those who require them for treatment
or prophylaxis (Slone et al. 1977), although patients
should not on principle receive drugs during the first
trimester of pregnancy unless there is a clear clinical
indication. Similarly, antidepressants can be given,
though it is safe prescribing policy to use well
established drugs such as the older tricyclics (Kuenssberg
& Knox 1972). A newborn baby may show evidence of abrupt
withdrawal, such as irritability, if its mother has been

taking tricyclic drugs immediately before delivery.

The main danger from psychotropic drugs comes from lithium
which can cause foetal malformations, particularly cardiac
 anomalies (Schou et al. 1973). There is evidence that
benzodiazepines may also be associated with congenital

malformation (Crombie et al. 1975).

There have been no trials of psychological treatments in

pregnant women with depression or anxiety.
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1.6 SUMMARY AND CONCLUSIONS

A great deal of research has been conducted into the
psychiatric disorders associated with childbearing,
particularly into the rates and risk factors of postnatal
disorders. The following conclusions are relevant to the

experimental work presented in subsequent chapters.

1 There is a strikingly high rate of severe mental illness
in postnatal women, particularly in the first postnatal

month.

2 The majority of these severe illnesses are major
affective disorders, with depressive illnesses being most

common.

3 The risk factors for postpartum psychosis reflect its
biological aetiology but it appears to be associated also
with some psychosocial factors and life events, including

being unmarried and perinatal death.

4 Although, there is no clear dividing line between
postpartum psychosis and postnatal depression, the latter
diagnosis represents a less severe, non-psychotic mood
disturbance occurring later in the postnatal period - in
the first few postnatal months - with onset most likely in

the first few postnatal weeks.
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5 The risk factors for postnatal depression include poor

support, marital discord and recent life events.

6 Severe mental illness is relatively uncommon during

pregnancy.

7 Non-psychotic mood disorders, however, are common during

pregnancy, particularly in the first trimester.
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CHAPTER TWO

SUICIDE AND SELF-HARM
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2.1 INTRODUCTION

2.12.1 INTRODUCTION

2.1.1 Scope of this chapter

A comprehensive review of suicide and self-harm is beyond
the scope of this thesis; instead, the review below is a
selective account of key findings on rates, risk and
prevention, with particular emphasis on findings that are
most relevant to the experimental work described in

subsequent chapters.

2.1.2 Definitions

Suicide is the deliberate act of self-destruction. Non-
fatal acts of self-harm, once referred to as attempted
suicide, are now described by the terms parasuicide and
deliberate self-harm, and no assumption is made about the
motives of the person who carries out such an action. The
terms parasuicide and (deliberate) self-harm will be used

interchangeably in this and later chapters.
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2.2 EPIDEMIOLOGY

2.2.1 International comparisons

In many countries suicide is the cause of a small but
significant proportion of total mortality, although rates
vary widely. The variation arises in part because of
inconsistent practices in the recording of cause of death,
influenced by 1legal, moral and cultural taboos. In
addition, differences in crude (i.e. all ages) national
rates also reflect the different age composition of
developing and developed countries. But it also seems
certain that reported patterns of cross-national variation

reflect genuine differences.

In general, rates are higher in Europe and countries whose
population is European in origin, such as the USA, Canada,
Australia and New Zealand, than in the developing world.
Within Europe, rates are highest in the north and east -
Hungary has recorded a rate of over sixty per 100,000, five
times the rate in the UK. Moslem countries report low

figures (WHO 1990).

Despite these differences, certain common trends are
evident. In most countries of the world the suicide rate

has been increasing steadily for several decades, mainly
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because of a rise in suicide among young men (WHO 1990).

2.2.2 Rates in the United Kingdom

In the last two decades the annual suicide rate in the UK
has been around 10 per 100,000 population. However, a
further 3 per 100,000 deaths have been recorded as
resulting from an '"external cause, cause undetermined";
these are usually suicides but, as in the case of open
verdicts at coroner's inquest, the evidence for this has
been considered insufficiently conclusive. In addition, it
is generally thought that some '"accidental'" deaths, e.g.
single-person car accidents, are suicides - certainly there
is evidence that psychiatric patients have a high rate of
accidental death (King & Barraclough 1990), some of which

may result from injuries that are self-inflicted.

The suicide rate in the UK has fluctuated throughout the
twentieth century, falling most obviously during both world
wars. Rises were recorded during the early 1930s, a time
of high unemployment, and the late 1950s, one of relative
prosperity. The rate fell in the mid-1960s after the
relatively non-toxic natural gas was introduced into the
domestic gas supply but since the early 1970s has risen
gradually. In recent years there have been over 5000
suicides and deaths from cause undetermined annually in the

UK. This represents 1% of total mortality. However, in
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young adults suicide is one of the three principal causes
of death (the others are road traffic accident and
malignant disease). A number of demographic
characteristics influence the suicide rate, and these are

summarised below.

2.2.3 Age

The effect of age on suicide rates in the United Kingdom
has