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Objectives

▪Discuss the challenges in distinguishing recurrent MDD from 
Bipolar Affective Disorder (BPAD) 

▪Review risks of Bipolar Disorder in the perinatal period

▪Describe Postpartum Psychosis and its risks



Lisa’s case

• Lisa is a 33-year-old recently married F, works remotely 
as a graphic designer  

• PPHx: first depressive episode in teenage years 
triggered by a sexual assault, 2 suicide attempts by 
ingesting psychiatric medications surrounding the time of 
her trauma that went unnoticed, treated for PTSD at the 
time, no current sx

• At least 3 depressive episodes

• A period of cocaine/cannabis and alcohol abuse at age 
20, reckless behavior attributed to drug use, admitted to 
a dual diagnosis program and achieved remission, 
bipolar disorder was considered at the time and briefly 
treated with an atypical antipsychotic

• FHx: brother with depression, mother with anxiety 
disorder, maternal grandmother had ECT many years 
ago for unknown reason

• Stable for the last 3 years on Escitalopram, lamotrigine, 
and Trazodone as prn as rx by her PCP

• Relocated to Florida 4 months ago and has not 
established care with a PCP, Psychiatrist or therapist. 
Just learned that she is pregnant- unplanned but desired



Lisa calls her out of state PCP

• Lina: “I haven’t been able to see a 
Psychiatrist and I am pregnant, what 
should I do with my medications?”

• Dr. D: “I usually treat my patients with 
sertraline but not sure that the ones 
that you are taking are safe.  If you are 
feeling well, you can stop them, but 
you should talk to someone in Florida”



Decisional Conflict

Battle (2013) Payne (2009) Einarson (2012)
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Progression of Lisa’s pregnancy

• Lisa discontinued her medications after 
she spoke with her past Psychiatrist

• She established her care weeks later 
with her OB/GYN she discussed her 
history of depression and anxiety

• She was offered to restart 
Escitalopram, but she declined as she 
has remained stable, EPDS score not 
concerning

• She still does not have a Psychiatrist 
or therapist



Lisa has her baby

• Delivery was term, uncomplicated

• Baby in room with her

• Woken up every few hours to breastfeed, 
having some issues with latching, starts to 
feel overwhelmed but is embarrassed to 
disclose this

• Feels disconnected

• Is discharged home after 3 days



Lisa goes home

• She has periods of confusion

• Has not slept well since delivery and 
difficulty sleeping when baby is sleeping

• Husband has noticed her to be anxious 
and more irritable, feels guilty and 
increasingly overwhelmed, poor sleep 
continues

• She visits her OB/GYN and Pediatrician 
for PP visit, EPDS >13

• Restarted escitalopram at 10 mg daily 
and referred to a local Psychiatrist, 
appointment scheduled in 3 months



Lisa is 3 weeks PP

• Increasingly anxious, sleeping 2 hours at night

• Increased irritability and angry outbursts towards 
husband

• Has threatened to leave, at times appears confused 
and talking to herself, increasingly talkative and 
inappropriately calling friends at all hours

• Told husband this morning that she can’t take it 
anymore and wants “out”, he becomes concerned 
about her safety

• Husband calls OB/GYN practice and patient is 
transported to the ED where she is medically 
cleared and admitted to the Psychiatry unit for a 
mixed episode with psychosis

• Diagnosis: Bipolar Disorder type I, current episode 
mixed with psychotic features with peripartum onset



Lisa returns home

• After 3 weeks inpatient, Lisa is 
discharged home, polypharmacy

• She feels relieved to be back but also 
tired, sedated from medications and still 
not like herself

• She was unable to breastfeed which was 
important to her

• Believes she missed important times in 
her baby’s life 

• Concerned that baby is more attached to 
others than her but making efforts to 
connect

• She does not want any more children



What went wrong?

• Was Bipolar Affective Disorder 
ever assessed?

• Was there anything in her history 
that would indicate that bipolar 
disorder was a possibility?

• Family history of ECT, family 
history of depression

• Use of mood stabilizer

• Was once diagnosed with BPAD

• Has a hx of recurrent depression



Risk Assessment



Bipolar Disorder

Mood: elevated, expansive or irritable

Increase in goal directed activity or 
energy
Grandiosity
Decreased need for sleep
Pressured speech/talkative
FOI or racing thoughts
Distractibility
Increase in goal directed activity
Engaging in dangerous activities



MDD

sad/depressed mood 

lack of Interest

Sleep changes 
Guilt
low Energy
Cognitive changes
Appetite changes
Psychomotor activity
SI



Screening tests

• MDQ-Validated in primary care settings, one study validating in 
Postpartum Depression

• Might be used in conjunction with the EPDS- can identify 
approximately 20% of those that were initially positive for 
depression

• Can help identify up to 50% of patients with underlying bipolar 
illness

Clark (2015)



Mood Disorders 
Questionnaire



Challenges with diagnosis- BPAD

• Self-report can be challenging, often patients do not remember 
these episodes clearly

• Impulsivity and mood fluctuations can also be seen in 
borderline personality

• Average delay between illness onset and diagnosis is 5-10 
years

• Consider culture/race and potential misdiagnosis 



Bipolar Disorder

Grande (2016)



Why is it important 
to consider BPAD 
in the DDx?

• Treatment of depression with 
antidepressants can worsen symptoms 
and trigger manic/hypomanic/mixed 
episodes 

• Treatment resistance if not treated 
adequately with a mood stabilizer



BPAD Course of Illness in Pregnancy

▪ Pregnancy similar to non-
pregnant state

▪ 25-30% mood recurrence 
rate during pregnancy 

▪ Usually depressed or mixed 
episode

▪ higher during the 1st

trimester

RAPID DISCONTINUATION OF TREATMENT 
and ANTIDEPRESSANT USE-high risk 



Pregnancy 

Discontinued Mood Stabilizer

▪ 85.5% mood episode 
recurrence

▪ Shorter time to recurrence

▪ Longer depressive episode 
duration

▪ Greater risk if medication is 
discontinued rapidly

Continued Mood Stabilizer

• 37 % mood episode recurrence



BPAD- Postpartum 
Course

During the postpartum risks are HIGH

Increased risks of developing psychotic episodes

(Heron et al. 2005; Jones and Craddock 2005)Kendell (1987)  Yonkers (2004)



Why is the PP 
period high risk in 
BPAD?

Gonadal steroid withdrawal in 
neurobiologically sensitive and 
genetically vulnerable women

Sleep deprivation and disruption of 
circadian rhythms in late pregnancy, 
labor, and breastfeeding also promote 
mood destabilization



BPAD- Postpartum 
Course

• 100x more like to experience PP 
psychosis when compared to the 
general population

• 260/1000 women when compared to 
1-2/1000

• Risk of inpatient admission first 30 
days PP: 20% BPAD vs 3% 
Schizophrenia

• > 23 times more likely to be admitted 
with an episode of bipolar disorder in 
the first postpartum month

Munk-Olsen (2006)



Developing Postpartum Psychosis

• Primiparity as a risk factor for 
postpartum psychoses

• Potentially life-threatening to 
both the woman and her 
newborn child

• Risk of infanticide

• Consider BPAD of 
Schizoaffective Disorder 



Postpartum Psychosis

• 0.05-0.4% incidence

• Differs from other psychotic presentations

• Usually occurs within the first 3 days after 
delivery

• Mood fluctuations

• Confusion

• marked cognitive impairment suggestive of 
delirium

• Bizarre behavior

• Insomnia

• Visual and auditory hallucinations, and unusual 
(i.e. tactile and olfactory) hallucinations

Wisner (1994)



Perinatal 
Depression and 
Suicide

Suicide accounts for about 20% of 
postpartum deaths- the second most 
common cause of mortality in 
postpartum women

*Some studies suggest pregnancy and 
postpartum as protective against suicide 
attempts

1/3rd to 1/20th expected rate of suicide



Perinatal psychiatric 
diagnoses associated 
with suicide

Postpartum Psychosis

Bipolar Disorder

Major Depressive Disorder



What we know about 
Postpartum suicide

• Data is limited, most studies are from outside the US

• Women who committed suicide, did so in the first month Postpartum 

• There was also a smaller peak at 5 months 

• Increased risk in those who experienced a stillbirth (high risk)

• Unmarried status more likely 

• Teenage pregnancy

• High rate of dramatic methods

• Unsuccessful infertility treatment

• Women who were hospitalized for a postpartum psychiatric disorder *
• Risk peaks in the first postpartum year, 70x higher than the general female population 

• Higher risk in the first month postpartum
• Long term suicide risk is 17x higher than gen female population

Appleby (1991) (1998) Gissler (1996) Kjaer



Steps that might have protected Lisa

• Screening: use of EPDS and 
MDQ

• Exploration of her Psych history

• Continuation of her mood 
stabilizer during pregnancy

• Frequent monitoring of her mood 
during pregnancy and 
particularly postpartum

• Involvement of her husband or 
other supports for collateral data 
and monitoring

• Care established with mental 
health professionals



Take Home Points

✓Establish accurate diagnoses

✓A history of depression should always prompt 
exploration of possible Bipolar Disorder

✓Consider family history

✓Consider history of risky behaviors

✓Patients with Bipolar Disorder at are at high risk of 
mood episodes during pregnancy and in the PP

✓Recommend continuing a mood stabilizer during 
pregnancy



Thanks for your attention!


