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INTRODUCTION
Pregnancy and the postpartum are generally char-

acterized by positive feelings and expectations but 
they may also disguise maternal stress and difficulties. 
Suicide is a major public health issue, with more than 
800,000 people dying annually, and over recent years 
a growing number of reports have also identified preg-
nancy and postpartum as critical periods for suicide 
risk. Failure to complete pregnancy, the unavailability 
of elective termination methods and psychiatric disor-
ders not adequately treated may actually lead to sui-
cide during pregnancy. Unwanted pregnancies are, no 
doubt, a major risk factor for suicide and this is particu-
larly true for female adolescents, whose discovery of a 
pregnancy may lead them to commit suicide [1]. The 
literature points to the early recognition of “baby blues” 
as opposed to peripartum depression [2, 3]. Further-
more, the postpartum period is often associated with 
the onset of mood and psychotic disorders that can 
cause post-traumatic stress, with lasting consequences 
for both mother and child. Postpartum psychosis is 
associated with an increased risk of both suicide and 
infanticide: up to 30% of mothers who commit filicide 
also commit suicide [4].

Gelaye et al. [5], in a review of 57 studies, found that 
suicidal ideation but not completed suicide was more 
frequent among pregnant woman compared to the gen-
eral population, suggesting that pregnancy was a protec-
tive factor for suicide. However, Lysell et al. [6] found a 
weak association between pregnancy and suicide reduc-
tion, suggesting that previous studies may overestimate 
the protective effects of this life period in women.

Both pregnancy and the postpartum are typical pe-
riods for the onset or relapse of psychiatric symptoms 

and disorders [7], with depression and anxiety being 
the most common [8]. Depressive symptoms occurring 
during pregnancy often persist postpartum, suggesting 
a strong relation between antenatal depressive symp-
toms and postpartum depression [9]. Furthermore, ap-
proximately half of postpartum depression cases have 
onset during pregnancy [10].

Data regarding the incidence of peripartum depres-
sion vary in relation to the assessment method used, the 
timing of the assessment and the population in epide-
miological studies. In general, peripartum depression is 
present in 7-13% of pregnant women and in 7-15% of 
women 1 year postpartum [11, 12].

Due to the profound physiological changes dur-
ing pregnancy and childbirth and the perturbations in 
mood, appetite, energy and sleep associated with child-
birth and infant care, it has been proposed that postpar-
tum depression differs from depression that occurs at 
other periods of life [13]. The American Psychiatric As-
sociation proposed the term “peripartum onset depres-
sion” to describe major depressive episodes developing 
during pregnancy and the postpartum period [14].

Peripartum depression is an important public health 
reality that affects not only the mother but also the in-
fant and the entire family system, worsening the couple’s 
relationship and parental care of the infant [5, 15]. The 
clinical presentation of peripartum depression is char-
acterized by low mood, sadness, irritability, impaired 
concentration, feelings of guilt about childcare and feel-
ing overwhelmed. However, even non-depressed post-
partum women regularly experience many symptoms 
that commonly reflect depression in non-postpartum 
women, such as fatigue, appetite disturbances and 
sleep disturbances [16, 17].

Address for correspondence: Monica Vichi, Servizio di Statistica, Istituto Superiore di Sanità, Viale Regina Elena 299, 00161 Rome, Italy. E-mail: 
monica.vichi@iss.it.

Key words
• suicide
• pregnancy
• postpartum
• peripartum

Abstract
Both pregnancy and the postpartum are typical periods for the onset or relapse of psychi-
atric symptoms and disorders, with depression and anxiety being the most common. The 
prevalence of suicide spectrum behaviour is significantly higher among women with a 
diagnosis of depressive or bipolar disorder. Suicide during pregnancy and postpartum is a 
multifactorial phenomenon and a history of psychiatric illness is only one of the possible 
risk factors involved in suicide spectrum behaviour. The present paper highlights the im-
portance of a complete screening for both depression and suicide risk during peripartum.
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Peripartum mood worsening and anxiety can prog-
ress rapidly and become an imminent risk to the pa-
tient and, in rare cases, the infant. Poor maternal–fetal 
attachment and adverse neonatal outcomes, including 
low birth weight, preterm birth, small for gestational 
age and early childhood developmental delays, are 
some of the most frequent aspects of peripartum de-
pression [18] (Figure 1).

Peripartum depression is a multifactorial phenom-
enon and several psychological features are involved in 
its genesis, including a previous history of depression 
and anxiety, a negative attitude toward the recent preg-
nancy, stressful life events, a history of sexual abuse, re-
luctance to accept the baby and low self-esteem [19]. 
While the role of obstetric risk factors is still controver-
sial, several studies have demonstrated that the number 
of deliveries, a high-risk pregnancy, postpartum compli-
cations and a mismatch between maternal expectations 
and pregnancy events are associated with an increased 
rate of depression, whereas breastfeeding is associated 
with a reduction in the rate of postpartum depression 
[20]. Glucose metabolic disorders during pregnancy 
are also involved in the genesis of postpartum depres-
sion [21]. Among the protective factors, evidence has 
demonstrated a key role for social support, including 
emotional support, financial support, intellectual sup-
port and empathetic relations [12]. Factors related to 
lifestyle, food intake patterns, sleep status, exercise and 
physical activity are also involved in the prevention of 
postpartum depression through direct and indirect ef-
fects on the level of serotonin in the brain [22].

During the first year after delivery, women with a psy-
chiatric disorder are at the highest risk of psychiatric 
hospitalization [23]. Conversely, increased risk of se-
vere postpartum psychiatric morbidity and substance 
use disorder was associated with severe maternal mor-
bidity, with the highest period of risk extended to 4 
months after hospital discharge [24].

Among women with a diagnosed mood disorder, the 
rate of relapse during the postpartum period is 30% for 
unipolar depression and 52% for bipolar depression or a 

manic episode, whereas anxiety disorders are diagnosed 
in about 15% of women during pregnancy and about 
10% of women postpartum [25]. Moreover, women who 
experience one episode of peripartum depression are at 
increased risk of recurrence with subsequent pregnan-
cies, suggesting the need to assess and treat depressive 
symptoms early during pregnancy [26].

Alterations in many endocrine systems are present 
in pregnancy and the influence of endocrine changes 
on maternal mood and behaviour and fetal and child 
development has been widely investigated. Possible 
underlying mechanisms of maternal care alterations re-
lated to maternal depression include alterations in oes-
trogen and progesterone levels, central involvement of 
glucocorticoids in maternal care, altered hypothalamic-
pituitary-adrenal axis function and the hypersecretion 
of cortisol [27-30].

A history of psychiatric disorders or onset in the pe-
ripartum period is one of the most important risk fac-
tors for suicidal behaviour. Depression in particular is a 
strong predictor of suicidality in the postpartum period 
[5, 6, 15, 31-37].

SUICIDE IN PREGNANCY  
AND POSTPARTUM

While being pregnant may actually protect against 
suicide, several subgroups of women may be at elevated 
risk before or after delivery [38, 39]. Even if suicide dur-
ing pregnancy and postpartum is rare, it is among the 
leading causes of maternal perinatal mortality [39].

Suicidal behaviour encompasses a wide spectrum, 
from suicidal ideation (suicidal thoughts and plans) to 
self-harm, attempted suicide and completed suicide. 
Completed and attempted suicide are often preceded 
by suicidal ideation, which is therefore one of the main 
risk factors for completed suicide [40]. In addition, at-
tempted suicide and self-harm are strong predictors for 
completed suicide [41]. During the peripartum period, 
the prevalence of suicidal ideation ranges from 5% to 
14% [39, 42-43]. There is a strong association between 
suicidal ideation and depression. Most women with post-
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Figure 1
Most frequent aspects of peripartum depression.
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partum suicidal ideation reported depressive symptoms 
and met the criteria for a major depressive episode [42-
44]. Women who commit suicide during the peripartum 
period more frequently use violent and more lethal meth-
ods than suicidal women in other life periods, thus high-
lighting the greater intentionality of the act and the high 
level of psychopathology in these women [45-48].

Completed suicide as a cause of maternal mortality
According to the International Classification of Dis-

eases (ICD) a “maternal death” is the death of a wom-
an while pregnant or within 42 days of termination of 
pregnancy irrespective of the duration and site of the 
pregnancy, from any cause related to or aggravated by 
the pregnancy or its management, but not from acci-
dental or incidental causes. “Late maternal deaths” are 
the deaths that occur (from direct or indirect obstetric 
causes) more than 42 days, but less than 1 year after 
termination of pregnancy [49]. Comprehensive ma-
ternal death’ (introduced with ICD-11th revision) is a 
grouping that combines early maternal death (death of 
a woman while pregnant or within 42 days of termina-
tion of pregnancy) and late maternal death (death of a 
woman that occurs more than 42 days but less than 1 
year after termination of pregnancy) [50].

The causes of maternal death are classified interna-
tionally according to the International Classification of 
Diseases for Maternal Mortality (ICD-MM) and are 
divided broadly into “direct” (pregnancy-related) and 
“indirect” (medical) causes. Antenatal and postpartum 
suicide are grouped according to the ICD-MM under 
“direct” causes of death (under the “other” category); 
this is recommended even if it may not be possible to 
definitively establish the diagnosis of puerperal psy-
chosis and/or postpartum depression. Hence, maternal 
deaths due to suicide are identified when information 
about the pregnancy was indicated on the death cer-
tificate and are coded X60–X84 and Y97.0 according 
to the ICD [49-50]. One significant change with the 
introduction of the ICD-MM guidance in 2012 was the 
reclassification of maternal suicide from the indirect 
group to the direct group; however, this change seems 
to have had a minimal impact on the classification [51]. 

The fourth MBRRACE-UK annual report of the 
Confidential Enquiry into Maternal Deaths and Morbidity 
includes surveillance data on women who died during 
or up to 1 year after pregnancy between 2013 and 2015 
in the UK and confidential enquiries into the care of 
women with severe postpartum mental illness and other 
physical or neurological conditions who died between 
2013 and 2015 in the UK and Republic of Ireland; this 
report identifies suicide as the second largest cause of 
direct maternal deaths occurring during or within 42 
days of the end of pregnancy and remains the leading 
cause of direct deaths occurring within 1 year after the 
end of pregnancy [52]. Suicide is reported as the second 
major cause of direct deaths occurring within 42 days of 
the end of pregnancy, after deaths by thrombosis and 
thromboembolism [52-53]. Furthermore, suicide rep-
resents about 18% of total deaths of women who died 
between 6 weeks and 1 year after the end of pregnancy 
in 2015-2017 [52, 53].

For the United States, Mangla et al. [54] report per-
centage suicides in the overall maternal mortality vary-
ing from 4% in Philadelphia, 5% in Texas and New York, 
7% in Virginia and Illinois and a maximum of 13% in 
Colorado. In Ontario (Canada), suicide accounts for 
about 5% of the overall maternal mortality [55]. Lega et 
al. [48] found that for Italy, in the 7-year period 2006-
2012, suicide deaths represent 12% of the deaths that 
occurred within 1 year from the pregnancy outcome. 
The Italian Obstetric Surveillance System (ItOSS) 
found that most suicides occurred between 43 and 365 
days from the pregnancy outcome and suicide was the 
second cause of maternal death occurring 43-365 days 
following the end of pregnancy [48, 56].

Most maternal self-harm-related deaths occur in the 
late postpartum; a Canadian study found that the peak 
incidence period was between 9 and 12 months’ post-
partum [55, 57].

Completed suicide during pregnancy and the 1-year 
postpartum period is estimated to be 3.7 per 100,000 
live births in Sweden [58]. In the United States a peri-
partum suicide rate of 2.0 per 100,000 live births for 17 
pooled states (South Carolina, Georgia, North Caro-
lina, Virginia, New Jersey, Maryland, Alaska, Massa-
chusetts, Oregon, Colorado, Oklahoma, Rhode Island, 
Wisconsin, California, Kentucky, New Mexico and 
Utah) was reported for the period 2003-2007 [59]. An-
other study that includes data for 50 states reports esti-
mate suicide rates varying from 2.1 to 4.5 per 100,000 
live births after adjusting for different hypothesized 
levels of misclassification (compared with 5.3/5.5 per 
100,000 non-pregnant/non-postpartum women aged 
10-54 years [60]. An even higher rate was reported for 
Colorado: 4.6 per 100,000 live births [57]. For Ontar-
io (Canada), a perinatal suicide rate of about 2.6 per 
100,000 live births was reported [55]. Knasmüller et al. 
[47] report, for Austria, a considerably lower rate of sui-
cide amongst pregnant and postpartal women (0.89 per 
100,000 birth events), probably attributable to a non-
exhaustive identification of cases [47].

In Italy the peripartum suicide rate was 2.3 for 
100,000 live births in 2006-2012 [48]; this is very close 
to the rate among the general Italian female population 
aged 15-49 years, which was 2.4 per 100,000 inhabit-
ants in 2012 (our calculation using “Vital statistics on 
causes of death” data, collected by the Italian National 
Institute of Statistics and processed at the Italian Na-
tional Institute of Health).

Risk factors for completed suicide during pregnancy 
and postpartum

Previous suicide attempts, self-harm, a history of psy-
chiatric disorders before pregnancy, stressful life events 
during pregnancy and depression during the perinatal 
period have been identified as major predictors of sui-
cidal ideation in multivariate analysis [42, 43]. Other 
factors involved in suicide risk in the peripartum period 
include previous abortion and unwanted pregnancy [1, 
61, 62].

Completed suicide is characterized by impulsivity/
aggression, depression, anxiety, hopelessness and self-
consciousness/social disengagement [63], whereas low 
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self-directedness, low cooperativeness, higher anxiety 
and depression, lack of affection and anger and rejec-
tion towards the baby were found to be associated with 
suicidal thoughts [64].

Lysell et al. [6] found that mothers who died by sui-
cide in the first year postpartum more often had affec-
tive disorders, psychotic disorders and a history of self-
harm compared to living mothers.

Gold et al. [46] found that among the various risk fac-
tors, psychiatric symptoms, especially depression and 
substance abuse, were strongly involved in maternal 
suicide. Suicide risk was significantly elevated among 
depressed women during the entire peripartum period 
and it was found to be the second or leading cause of 
death in this depressed population [39]. In particular, 
it has been confirmed that a depressive status during 
the first 2 days’ post-delivery predicted later suicidal 
ideation [65]. An important risk factor for completed 
suicide is the discontinuation of psychotropic medica-
tion during pregnancy [66, 67].

Suicidal ideation and suicide attempts are signifi-
cantly higher among women with a diagnosis of depres-
sive or bipolar disorder [39, 66, 68-70]. Furthermore, 
both suicidal ideation and suicide attempts are strong 
predictors of completed suicide. In women affected by 
minor depressive episodes, the prevalence of suicidality 
was reported to be about 34% during pregnancy and 
about 31% during the postpartum period [42].

Suicidal ideation and co-occurring postpartum de-
pression share many of the same symptoms, although 
there are additional experiential aspects that can be 
detrimental to the mother and her relationship with the 
infant. Mothers who are suicidal can cognitively distort 
a small stressor into a lethal one. An overwhelming ex-
ternal stressor, such as pregnancy or the birth of a baby, 
can precipitate feelings of hopelessness and trigger 
thoughts of self-harm [71].

However, the association between depression and 
suicide is not deterministic. Zhong et al. [72] found 
that although the prevalence of suicidal behaviour was 
higher among those hospitalized with depression, more 
than 30% of hospitalizations were for suicidal behaviour 
without a diagnosis of depression.

It must be highlighted that suicide is a multifactorial 
phenomenon and a history of psychiatric illness is only 
one of the possible risk factors involved in suicide spec-
trum behaviour. Several psychological and social features 
contribute to increase the risk of suicidality during preg-
nancy and postpartum. These include, among others, 
sleep disturbance, stillbirth, undesired pregnancy, being 
abandoned by the partner, domestic violence, abortion 
or death of a previous child, lack of support, a history of 
psychiatric disorders, being unmarried and drug or alco-
hol abuse. In particular, women who committed suicide 
during the peripartum period were more frequently vic-
tims of domestic violence compared to suicidal women 
in the general population [46, 66, 73, 74]. Almost 50% 
of women died by suicide during pregnancy or within 1 
year postpartum in Sweden from 1980 to 2007 had expe-
rienced adverse events during pregnancy [58]. 

On multivariate analysis, a history of suicide attempts 
remains strongly associated with suicidal behaviour 

whereas social support and living with a partner remain 
protective factors [37].

The effect of maternal age on suicide in peripartum is 
not clear. Many studies report higher suicide rates after 
live birth and abortion in women younger than age 20 
years compared with the same age group in the general 
population [5, 33, 37, 66, 72, 75-78]. Others studies 
found that women aged 40 years and over were more 
represented among suicide deaths during pregnancy, 
after delivery and after miscarriage [48, 59]. A list of 
the most important risk factors for suicide in the peri-
partum period is reported in Table 1.

Risk factors for fetus and newborn of mother’s 
suicidality

Particular attention should be paid to the assessment 
of suicidal behaviour during pregnancy also for the con-
sequences for the fetus and infant. Schiff and Gross-
man [79] demonstrated that fetal or infant death in the 
first year after delivery was strongly associated with hos-
pitalization for attempted suicide in women.

Gandhi et al. [75] report that women who attempted 
suicide during pregnancy had increases in premature la-
bour, caesarean delivery and need for blood transfusion, 
with analysis of neonatal outcomes revealing increases 
in respiratory distress syndrome and low birth weight; 
moreover, a sub-analysis that included women who 
delivered after hospitalization for attempted suicide 
demonstrated increased premature delivery, respiratory 
distress syndrome and neonatal and infant death. A list 
of the most frequent infant outcome of suicidal mother 
behavior in the peripartum period [80-84] is reported 
in Table 2.

In a clinical sample of mothers with postpartum de-
pression, Paris et al. [84] found that mothers with high 
suicidality experienced lower maternal self-esteem, 
more negative perceptions of the mother–infant rela-
tionship and greater parenting stress. Women with high 
suicidality were less sensitive and responsive to their in-
fants’ cues and their infants demonstrated less positive 
affect and involvement with their mothers [84]. More-
over, postpartum suicidal ideation significantly correlat-
ed with thoughts of hurting the baby, which might lead 
to infanticide together with suicide [85]. Many mothers 
with postpartum depression experience shame and hu-
miliation, viewing themselves as the worst mothers in 
the world and imagining that others also see them this 
way; such inner conflict can trigger suicidal thoughts for 
a woman who focuses on the idea that her baby would 
be better off without her or that she may hurt her baby 
if she lives.

It is well known that a family history of suicide is a 
risk factor for completed suicide. Moreover, in utero 
and perinatal conditions may contribute to increase 
suicide risk throughout the life span; thus, the effects 
of suicidal behaviour of the mother can also increase 
the suicide risk of children in adolescence or even older 
age [86].

Unrecognized and untreated postpartum mental ill-
ness can have tragic lethal consequences on the new-
born. It has been reported that up to 30% of mothers 
who commit filicide also commit suicide [87]. Although 
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maternal infanticide is a rare event, a high proportion 
of cases occur in the context of postpartum mental ill-
ness. In particular, depression and psychosis represent 
very high risk factors for committing infanticide and 
neonaticide (when the neonate is killed within 24 hours 
after birth). It should be noted that fathers and mothers 
do not act the same way or for the same reasons when 

they kill their offspring and neonaticide and infanticide 
are almost always committed by women [88]. Acute 
psychosis after childbirth is an important risk factor for 
infanticide [87] and severe anxiety and depression in 
pregnancy and postpartum can evolve into psychotic 
symptomatology [89, 90]. Psychiatrists have a vital role 
to play in recognizing the signs and symptoms of peri-

Table 1
Main risks factors for completed suicide in the peripartum period

Risk factors References

Lifetime history or current diagnosis of depressive and anxiety 
disorders, major depression and other severe mental disorders 
(including psychosis)

Gelaye et al. 2016 [5]; Lysell et al. 2018 [6]; Oates 2003 [31]; Austin et al. 
2007 [32]; Newport et al. 2007 [33]; Gavin et al. 2011 [34]; Coelho et al. 
2014 [35]; Gressier et al. 2017 [36]; Martini et al. 2019 [37]; Gold et al. 2012 
[46]

Psychiatric hospitalizations Lysell et al. 2018 [6]; Gressier et al. 2017 [36]

Abrupt discontinuation of psychotropic drugs Appleby et al. 1991 [66]; Orsolini et al. 2016 [67]

History of suicidal ideation and suicide attempts Gelaye et al. 2016 [5]; Lysell et al. 2018 [6]; Martini et al. 2019 [37]; Lindahl 
et al. 2005 [39]; Beghi et al. 2013 [41]; Mauri et al. 2012 [42]

Lifetime or current history of substance use disorders, including 
alcohol and tobacco use

Oates 2003 [31]; Austin et al. 2007 [32]; Newport et al. 2007 [33]; Gressier 
et al. 2017 [36]

History of miscarriage and/or induced abortion Coelho et al. 2014 [35]; Lega et al. 2019 [48]; Steinberg et al. 2019 [61]; 
Appleby 1991 [66]; Gissler et al. 1996 [78]; Mota et al. 2019 [96]

Stillbirth and infant death Gissler et al. 1996 [78]; Schiff & Grossman et al. 2006 [79]

Unplanned/unwanted pregnancy Gelaye et al. 2016 [5]; Newport et al. 2007 [33]; Frautschi et al. 1994 [62]; 
Appleby 1991 [66]; Kim et al. 2015 [77]

Low maternal education level Gelaye et al. 2016 [5]; Newport et al. 2007 [33]; Gavin et al. 2011 [34]; 
Coelho et al. 2014 [35]; Gressier et al. 2017 [36]; Mauri et al. 2012 [42]; 
Alhusen et al. 2015 [74]; Gandhi et al. 2006 [75]; Pinheiro et al. 2012 [76]

Low household income and other adverse socioeconomic 
circumstances

Gelaye et al. 2016 [5]; Gavin, et al. 2011 [34]; Martini et al. 2019 [37]; 
Alhusen et al. 2015 [74]

History of abuse and intimate partner violence (including 
emotional abuse, physical and/or sexual violence) during 
pregnancy

Fisher et al. 2013 [25]; Coelho et al. 2014 [35]; Palladino et al. 2011 [59]; 
Halim et al. 2018 [73]; Alhusen et al. 2015 [74]

History of abuse/rape during childhood Martini et al. 2019 [37].

Being unmarried/unpartnered Gelaye et al. 2016 [5]; Newport et al. 2007 [33]; Martini et al. 2019 [37]; 
Gandhi et al. 2006 [75]; Kim et al. 2015[77]

For pregnant teenagers: poor relation with parents (parental 
bonding: “affectionless control” and “neglectful parenting”)

Coelho et al. 2014 [35]

Low social support Gelaye et al. 2016 [5]; Palumbo et al. 2016 [12]; Coelho et al. 2014 [35]; 
Martini et al. 2019 [37]; Appleby 1991 [66]

Age 40 years and over Lega et al. 2019 [48]; Palladino et al. 2011 [59]

Young maternal age (less than 20 years) Gelaye et al. 2016 [5]; Newport et al. 2007 [33]; Martini et al. 2019 [37]; 
Appleby 1991 [66]; Zhong et al. 2016 [72]; Gandhi et al. 2006 [75]; 
Pinheiro et al. 2012 [76]; Kim et al. 2015 [77]; Gissler et al. 1996 [78]

Table 2
Main infant outcome of mother’s suicidality

Infant outcome References

Born early, preterm delivery, low infant birth weight; poor fetal 
growth, stillbirth, fetal death

Martini et al. 2019 [37]; Zhong et al. 2019 [72]; Gandhi et al. 2006 [75]; 
Czeizel 1992 [81]

Lower score for neuropsychological development Martini et al. 2019 [37]

Long-term effect on child: increased risk of suicidality 
(transgeneral transmission of psychopathology and suicidality)

Sorenson and Rutter 1991 [82]; Orri et al. 2019 [86] 

Depressive symptoms associated with suicidality can lead 
to lower maternal responsiveness, non-beneficial parenting 
behaviours, inadequate mother–infant interaction

Martini et al. 2019 [37]; Paris et al. 2009 [84]

Homicide death Lysell et al. 2014 [83]; Naviaux et al. 2020 [88]
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partum psychiatric disorders and in early identification 
and intervention with at-risk mothers [4, 91].

DISCUSSION
This broad overview sought to characterize com-

pleted suicide during pregnancy and in the peripar-
tum period. We found that suicide during peripartum 
represents a leading cause of maternal mortality in the 
late postpartum. Overall suicide rates during the peri-
partum period do not seem to exceed the suicide rate 
among the general female population of reproductive 
age but for some susceptible groups of women preg-
nancy and postpartum can increase the suicide risk. 
Suicide remains a multifactorial phenomenon even in 
the peripartum. Depression and other severe psychiat-
ric disorders are important, but not unique, risks factors 
for suicide; several demographic and social conditions 
combine to increase the risk of suicidal behaviour dur-
ing the peripartum period.

Suicide prevention requires early screening, assess-
ment, monitoring, and intervention for all women dur-
ing the peripartum period, regardless of emotional affect 
and appearance. It is fundamental to investigate suicide 
risk, including suicidal ideation, thoughts, and intent, 
during pregnancy and the postpartum period, especially 
(but not only) in women affected by mental pathology.

Effects of maternal depression and suicide behav-
iour on infants range from physical and physiological to 
psychological and behavioural. Fetal growth has been 
found to be at risk when mothers suffer from depressive 
symptoms. Preterm deliveries and shorter gestations 
have also been associated with depressive symptoms. 
Furthermore, depressed mothers utilize preventative 
care for their children less often than non-depressed 
mothers and visit urgent care settings at a higher rate.

Systematic screening has been demonstrated to in-
crease the identification of depression and to be more ef-
fective in identifying depression than clinical assessment 
alone [92]. Current guidelines from the United States 
Preventive Services Task Force and the Council on Pa-
tient Safety in Women’s Health Care recommend screen-
ing women for depression at least once during pregnancy 
and/or after delivery [93, 94]. The American College of 
Obstetricians and Gynecologists (ACOG) recommends 
screening at least once during the peripartum period and 
recommends a postpartum screening even if screening 
took place during pregnancy [95]. All of these guidelines 
emphasize that screening alone is necessary but insuf-
ficient to address maternal depression, and providers 
must be prepared to initiate treatment or refer patients 
to mental health professionals when indicated.

It is important to implement and manage protocols 
for women at risk of serious psychiatric symptoms after 
childbirth in all maternal and neonatal wards. Informa-
tion regarding psychiatric history should be collected 
routinely in order to investigate the presence of any 
familial psychiatric disorders. The term “postpartum 
depression” should not be used to indicate all possible 
mental disorders in the postpartum period because this 
may underestimate the gravity of the situation, as well 
as the consequent management. Psychosis and suicidal 
ideation in the peripartum period are relevant medical 

emergencies that require immediate intervention.
 Women who have a history of psychiatric disorders 

should be seen by a psychiatrist during pregnancy due 
to the high risk of relapse after childbirth, and women 
who have suffered from serious psychiatric conditions 
either after childbirth or in other phases of life should 
be informed about the possibility of relapse after sub-
sequent pregnancies. In particular, women who have 
a history of bipolar disorder or postpartum psychosis 
have a very high risk of relapse after childbirth, thus 
presenting a higher risk of suicide.

Moreover, it has been reported that, compared with 
a non-perinatal period, the rate of a diagnosed mental 
disorder is lower during pregnancy but it rises in the 
postpartum period, highlighting the importance of early 
identification of women at risk [96]. Considering the 
high risk of infanticide, specific screening for severe 
psychiatric disorders should be performed routinely in 
obstetric and primary care [97, 98].

Available screening instruments for the peripartum pe-
riod, such as the Edinburgh Postnatal Depression Scale 
(EPDS), are primarily designed to identify perinatal 
depression or psychiatric disorders [72]. Item 10 in the 
EPDS is used to identify women with suicidal thoughts 
or behaviour and the EPDS is a useful tool for this pur-
pose. Nevertheless, considering the burden of suicide in 
this life period, an effort to develop a specific screening 
instrument would be of vital importance [15, 37].

The high prevalence of suicidal ideation among wom-
en without a psychiatric history of mental disorders 
highlights the importance of screening all women and 
carrying out a psychosocial assessment: psychiatric his-
tory, social support, domestic violence, etc. [43].

General practitioners, gynaecologists, midwives, pae-
diatricians and psychiatrists need management train-
ing courses and knowledge of peripartum risk factors. 
Screening through validated tools on previous psychiat-
ric disorders, history of domestic violence and the other 
risk factors listed above should be carried out routinely, 
as is done, for example, for diabetes and hypertension. 
It is therefore essential to invest in the training of health 
professionals (general practitioners, gynaecologists, 
paediatricians, nurses, midwives, psychiatrists) for the 
early recognition of risk factors in the field of perinatal 
mental health and for the identification of suicidal risk.

Suicidality should be assessed repeatedly by health 
professionals asking the woman at risk if she feels that 
life is not worth living or she wants to die or make sui-
cide plans [37, 42]. Furthermore, specific care must be 
provided when suicide risk is detected, also in order to 
prevent infant harm [37, 42].

Providing long-term support of women at particular 
risk may reduce self-harm and suicide mortality and 
also improve the well-being of the newborn, the father 
and the whole family network.
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