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Abslrtlcl: &leignnlrultmtl Metbotls: Depression foDowing chlldbir1h is an illness occurring in 10 to 20 
percent of women in the year postpartum. Researchers have debated whether pos1partUm depression is a 
dift'erent illness from depression at other times. We critkaIly renew the literature on pos1p8rbUD 
depression, as distinguished from postpartum blues and psychosis. 

Ren"ls: Problems with deftnition, study design, and the w1idity of the diagnosis have hampered 
investigation. Studies do not dearly distinguish pos1pU'tum depression from major depression occurring at 
other times. 

ConelflSlmls: Depression after chDdbir1h is probably the same illness as depression at other times. It is 
not known whether biological and psychological factors unique to the puerperium alter the expression of the 
illness. Nonetheless, physidans caring for women and infan1s should learn to screen for, diagnose, and treat 
depression in women after chlldbir1h. (J Am Board Fam Pract 1992; 5:303-11.) 

The postpartum disorders occur as a spectrum of 
psychiatric syndromes ranging from mild blues to 
psychosis occurring during the puerperium. Al­
though many postpartum women experience 
brief periods of sadness and irritability, some 
women become incapacitated by moderate to se­
vere depression or psychosis. This article reviews 
postpartum depression as distinct from the blues 
and puerperal psychosis. The blues are excluded 
from discussion because they are transient, self­
limited, and probably not pathological. Psychosis 
is excluded because it is more rare and less well 
understood (fable 1). 

Ambiguity and confusion surround the post­
partum psychiatric disorders. This review at­
tempts to clarify what is known and to provide a 
framework for the diagnosis and management of 
clinically serious depression occurring in women 
after childbirth. Our objectives are threefold: 
(1) to discuss critically the research on postpar­
tum depression; (2) to discuss the epidemiology, 
clinical characteristics, management, and progno-
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sis of depression in the puerperium; and (3) to 
provide ideas for future research. 

First, before considering the clinical aspects of 
postpartum depression, the research must be 
evaluated. Most researchers have approached 
postpartum depression as a diagnosis unique from 
depression that occurs at other times. Because any 
psychiatric illness can occur during the puer­
perium, it is important to determine whether 
postpartum depressive episodes can be distin­
guished from major depressions occurring at 
other times. Are there distinctive biological or phe­
nomenological features of postpartum depression 
that suggest it is somehow different? The search for 
answers to these questions has been confounded by 
imprecise definitions, flawed methods, and a failure 
to establish the independent validity of postpartum 
depression as a diagnosis. Undem:anding these 
methodologic problems will provide a framework for 
interpreting the clinical ~on. 

Second, we discuss what is known about major 
depression in the puerperium, including manage­
ment and prognosis. Although it can be difficult 
to identify factors that characterize women at risk, 
the family physician is in the position to screen 
for, identify, and treat symptomatic depression in 
women. Depression in the puerperium is more 
common than the blues and psychosis; in its 
milder fonns, it is more likely to be overlooked by 
the primary care physician. We hope this review 
will heighten attention to the emotional state of 
women and families during the first postpar­
tum year. 
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Table 1. Ps)dalatrk: CoaditiOll8 Ocamiag during the PuerperIum. * 

Condition Characteristics Rate (%) 

Postpartum blues A brief, self-limited mood disturbance lasting hours to a few days, the blues are 3(}...6() 
characterized by tearfuIness, exaggerated affect, and empathy 

Postpartum depression A mild to severe illness occurring within the first postpartum year, characterized 10-20 
by depressed mood, sleep, and appetite disturbances; altered motivation; and 
altered patterns of social interaction 

Postpartum psychosis A rare, severe psychotic illness, most often occurring within 2 weeks of the <1 
birth, characterized by delusions and manic or schizoaffective signs 

*Note: Another descriptive format is provided by Inwood. l 

Third, directions for future research are dis­
cussed. By shifting their focus away from proving 
that postpartum depression is a distinct diagnos­
tic category, researchers can pursue other in­
triguing and clinically relevant questions. Even 
if postpartum depression is not distinct from 
major depression, could the puerperium be a pe­
riod of increased vulnerability to psychiatric 
symptoms? Are there unique features of the 
clinical expression of major depression occurring 
during the puerperium? Does the expression of 
depressive symptoms during this time affect 
patient care? 

Methods 
Using the key words "puerperal," "puerperal dis­
orders," "postpartum," "depression," "depressive 
disorders," "blues," and "psychosis," the literature 
was searched through MEDLINE from 1980 to 
the present. Articles preceding 1980 were ac­
cessed from the more current articles. Case re­
ports and case-control, prevalence, and cohort 
studies were included for consideration. The 
search methods limited the scope of articles to 
those found in the indexed medical literature. 
Anthropologic, social work, and psychoanalytic 
literature was not well represented in our search 
strategy. 

The State of the Research 
Imprecise Deji",Hons 
Agreement on definition is important for accu­
rate, relevant, and reproducible research; further­
more, case identification and diagnostic criteria 
must be standardized for both clinical and re­
search purposes. Unfortunately, variation in 
diagnostic criteria for postpartum depression 
has led to inconsistency in case identification 
(Table 2), and many researchers have either 
failed to use operational definitions or used idio-
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syncratic definitions, making comparisons across 
studies difficult. Studies of postpartum depression 
have included major depression with or without 
psychotic features, adjustment disorders with 
depressed mood, and various combinations; 
studies of psychosis have included both affec­
tive and nonaffective psychosis. Attempts to 
discriminate between "the blues" and depres­
sion have not led to consistent operational 
definitions.2,4,7,ll,15-19 

Because researchers have not uniformly ap­
plied psychiatric classification systems to define 
cases, they have further contributed to dissimi­
lar definitions. Nevertheless, many researchers 
have noted differences in symptom complexes 
and natural history between depressed women 
in the puerperium and depressed women at 
other times.20-22 Based on these differences in 
symptoms, some researchers have argued for a 
classification system that differentiates postpar­
tum depression from non puerperal major de­
pression. The Diagnostic and Statistical Manual 
o/Mental Disorders III-R (DSM-III-R), however, 
does not differentiate puerperal psychiatric 
symptoms from their nonpuerperal counter­
parts,23 and there are currendy no plans to 
change the classification for the 1992 edition of 
the DSM-IV. 

Many researchers have used the older Research 
Diagnostic Criteria (RDC), which allow for diagno­
ses of both minor and major depression,3-S,22,24 as 
the RDC have a broader definition and identify 
more cases than does the DSM lII-R. Case defini­
tions with high sensitivity and low specificity have 
limited the interpretation of data in studies that 
used diagnostic criteria without adjusting for 
physical symptoms commonly associated with 
both depression and normal puerperal adjust­
ment, including fatigue, sleep disturbance, and 
alteration in appetite.6,ll,2S 
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18bIe :a. Pre¥aIeace Stadia of Postpartum 0epre88101l. 

Length of Prevalence 
Diagnostic Criteria Name (Year) Sample Size Follow-Up (%) 

Formal criteria 

Research diagnostic criteria O'Hara, et al. (1990)2 342 9wk 10.4* 
Cooper, et aI. (1988)3 483 12 mo 15.1* 

99 9wk 12 O'Hara (1986)4 
Kumar Be Robson (1974)5 119 1-4y 14t,22* 

DSM-III-R Cutrona Be Troutman (1986)6 55 3mo 20 

Pitt's criteria Cox, et aI. (1982)' 103 3-5mo 13 
Pitt (1968)8 305 6-8wk 10.3 

Informal criteria 

International Classification of Diseases Watson, et aI. (1984)9 128 12 mo 13§ 

Montgomety-Ashberg scale Stein, et al. (1989)10 460 3mo 0.5 

Clear psychiatric diagnosis Gard, et aI. (1986)11 52 9mo 21 

Raskin score Paykei, et aI. (1980)12 120 6wk 20 

Needing psychiatric care Dalton (1971)13 189 6mo 7 

Emotional maladjustment Gordon, et aI. (1965)14 435 To4yr 1911 

General practitioner rating Too (1964)15 

*Double cohott design; sample size includes nonpuerperal controls. 
tAt 3 mo. 
*PeriOO prevalence at 1 yr. 
§At 6 wk. 
IIAt6wk. 

Problems of ShIIly Desl", 
Research on postpartum depression has been 
characterized by serious design deficiencies. 
Many of the studies have been descrip­
tive and have lacked a nonpuerperal control 
group.5-8,10,1l,13,17,19,26-28 An optimal study design 
for a study of puerperal psychiatric symptoms 
would be either a cohort or a prevalence study 
with a sample of sufficient size to ensure statistical 
power and generalizability. Double cohort de­
signs, rare in the literature, allow measurement of 
psychiatric symptoms in a matched group of 
women who are not postpartum.2,3,29 

Early studies have been based on simple preva­
lence or case-control designs. Prevalence studies 
have typically been small, lacked a control group, 
and failed to discuss risk relative to the non­
puerperal control group (fable 2).8,9,11,14,19,30,31 
Furthermore, most prevalence studies have exam­
ined culturally and economically homogeneous 
groups of women, which would limit the 
generalizability of the findings. Case-control 
studies, typically examining records of patients 
requiring hospital admission, would likely have 
selection bias and underestimate the prevalence 
of nonpsychotic depression.17,26,27,32,B Studies 

700 12 mo 2.9 

also have not been consistent on the length of 
follow-up for women postpartum, with follow-up 
ranging from 14 days to 1 year. Often diagnoses 
have been based on self-reporting of symp­
toms,II,14,25 and two recent studies have discussed 
the methodologic problems with instruments for 
such self-report, including recall bias.24,34 Lack of 
standardized structured interviews has resulted in 
considerable variation in estimated diagnostic 
rates. 

In view of these difficulties, it is probably best 
to view available research as studies of moderate 
to severe depressive symptoms rather than as 
studies of postpartum depressive disorder. For the 
purpose of this discussion, however, we will ac­
cept the imprecision of these earlier studies and 
continue with the problem of validity. 

YlIlllUty of tbe DIIIgnosIs 
Because precise definition does not guarantee va­
lidity, it has been suggested that the validity of a 
psychiatric diagnosis be based on the following 
five criteria: distinctive phenomenology, natural 
history of the illness, family history, biological 
markers, and response to treatment. 35 If postpar­
tum depression is distinct, it should be separable 
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from nonpuerperal major depression in at least 
some of these five categories. 

Phenomenology 
Although the clinical manifestations of postpar­
tum depression include the classical symptoms 
found in major depression ( e.g., weight changes, 
change in sleep patterns, anhedonia), some au­
thors have noted increased lability, disorientation, 
and self-reproach in depressed postpartum 
women when compared with nonpuerperal de­
pressed women.4,8,19,26 Delusions and cognitive 
impairment have also been reported.4,26,27,H 
These findings have led some to suggest that 
postpartum depression might be an illness differ­
ent from depression occurring at other times. 
None of the studies has controlled for the occur­
rence of these symptoms in unaffected postpar­
tum women, and objective psychometric or cog­
nitive testing has not been done. 

Natural History of the Illness 
The duration of the illness is variable, and the 
range is unknown. Few studies have addressed 
long-term morbidity.8,36,37 Findings from two 
studies have suggested that women with postpar­
tum depression have an earlier age of onset of 
depression, fewer lifetime episodes of depression, 
shorter time from onset of symptoms to hospital­
ization, shorter duration of symptoms, and better 
outcomes than those of women depressed at other 
times. 18,H Others have found significant persist­
ent morbidity up to 4 years after the index 
birth.36,37 None of the studies has provided con­
clusive evidence of a difference in the natural 
history of postpartum depression and depression 
occurring at other times. 

Family History 
Family history includes both genetic and environ­
mental factors. Although studies of twins are lack­
ing, most reports that include observations of 
family history have noted some association with 
depression. Several researchers have found a 
strong positive family history of nonpuerperal de­
pression in women affected with postpartum de­
pression compared with nondepressed postpar­
tum control groups.9,17,28,31 The presence of a 
strong positive family history does not suggest 
that postpartum depression is distinct, however, 
because women with any psychiatric diagnosis 
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would be expected to have an increased risk for past 
psyd,liatric episodes and a family history of psychi­
atric illness. One author found that the odds ratio 
for a positive family history of depression was the 
same for hospitalized women with puerperal de­
pression as it was for women hospitalized with a 
depressive illness at a different timeP 

Biological Markers 
A biological marker is a reproducible biological 
finding that is consistently found in individuals 
afflicted with a disorder; it is a strong determinant 
of validity. The marker must be present not only 
during the disease state but also during remission 
of the disease, when the patient is asymptomatic. 
These markers should not be present in individu­
als who do not have the disease. No such biologi­
cal markers have been identified for postpartum 
depression. 

There are, however, a number of endocrine and 
neuroendocrine changes occurring during preg­
nancy, the puerperium, and lactation that have 
attracted attention as biological correlates of 
postpartum depression. The known psychotropic 
effects of steroid hormones make it tempting to 
associate the wide-ranging hormonal changes of 
the postpartum period with emotional lability. 
Despite the attractiveness of this concept, how­
ever, there is little evidence to support it. Authors 
have associated postpartum depression with both 
breast feeding and with weaning.13,38-40 Others 
have failed to find a strong association of postpar­
tum depressive symptoms with estrogen, proges­
terone, and other hormonal or neurohormonal 
levels. 11, 13,30,41 Finally, all postpartum women ex­
perience these hormonal changes, but only a mi­
nority become depressed. 

Very little is known about the role of altered 
sleep patterns in the precipitation or expression of 
postpartum depressive symptoms. Frank, et al.18 

found significant rapid eye movement (REM) la­
tency in women with puerperal depression, as 
well as in women with major depression. Never­
theless, there were differences between the two 
groups in frequency and length of REM cycles. As 
no control group of unaffected postpartum 
women was used, the interpretation of this differ­
ence is limited. 

Thorough neuroendocrine evaluation is diffi­
cult because the months of pregnancy and the 
puerperium are marked by multiple endocrine 
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changes and great individual variation. As a result, 
discrete values are probably less helpful than are 
changes in values and rates of change. Further­
more, because the period of potential risk is long, 
it is difficult to design a study that would be 
acceptable to the subjects. 

Response to Treatment 
There are no prospective randomized controlled 
trials comparing the efficacy of treatments. In 
studies examining hospital admissions, antide­
pressant medications were found to be equally 
effective in both puerperal and nonpuerperal de­
pressed women.17,26,27,33 Gennaro16 found that 
prognosis seemed to be related to the severity of 
the illness and to psychiatric history, as it is for 
depression occurring at other times. KatonaH has 
suggested that patients requiring hospitalization 
for postpartum depression had lower numbers of 
readmissions than patients in a nonpuerperal con­
trol group. In a study of women with puerperal 
disorders severe enough to warrant hospitaliza­
tion, Prother0e27 found they were at significant 
risk of future psychiatric illness, both puerperal 
and nonpuerperal. 

In summary, problems with definition, study 
design, and validity complicate our understanding 
of postpartum depression. Although the many 
endocrine changes of the puerperium invite spec­
ulation that postpartum depression is an "or­
ganic" mood disorder, there is little evidence to 
support the concept of postpartum depression as 
a diagnosis distinct from major depression occur­
ring at another time. The DSM-WWork Group 
on Organic Mental Disorders has recommended 
phenomenologic classification of depressive 
symptoms on Axis I as major depression, with 
attention to biological correlates on Axis m. 
They argue that the presence of a category for 
"organic mood disorders" implies that other de­
pressive syndromes lack a biological basis.42 This 
argument is in keeping with recent criticisms of 
the validity of organic mood disorders.43 Despite 
this lack of agreement among researchers, women 
with symptoms of depression during the puerpe­
rium have unique biological and psychosocial 
characteristics that can affect treatment. 

Clinical Presentation 
The estimated prevalence of depressive symp­
toms in the first year postpartum ranges from 

2.9 percent to 22 percent, depending on the 
population studied, case definition, and length of 
follow-up (Table 2). In the most recent studies, 
O'Hara, et al.2 and Cooper, et al.3 found an 
annual incidence of 10 to 15 percent, a rate 
comparable with the incidence of depression 
in a matched control group of nonpuerperal 
women. These findings are particularly import­
ant because they came from major cohort stud­
ies. Others have found that from 25 to 48 per­
cent of women hospitalized for a psychiatric 
disorder in the puerperium are diagnosed with 
depression. 17 ,26,33 

The onset of depressive symptoms can occur any 
time during the first postpartum year, with a peak 
number of symptoms occurring in the earlypuerpe­
rium. Nearly one-half of the patients with depres­
sive symptoms reported symptoms within the first 
2 weeks of the delivery, and the majority of 
depressive episodes occurred within the first 
3 months.4,5,8,9,17,26 There is some debate concern-
ing the onset of symptoms in the antenatal period. 
Several studies report that 25 to 50 percent of 
women with postpartum depression had symptoms 
prior to delivery.9,lO,15,26 These findings, however, 
were not confinned in other studies.4,s,7,8,31 

With the hope of recognizing women at risk 
and developing preventive intelVentions, re­
searchers have looked for factors that might pre­
dispose a woman to postpartum depression. Spe­
cifically, psychological, socioeconomic, and 
cultural variables have been studied. In addition, 
some researchers have also examined the role of 
maternal age, coexisting medical or infant illness, 
and obstetrical complications. 

Flldors 'l'btII MI,., hlfl~ ~ 
Psychowgical Variables 
Three authors found a higher number of past 
psychiatric episodes in affected postpartum 
women when compared with an unaffected post­
partum control groUp,4,9,31 although other studies 
have not confirmed this association.2,5,8,29 Two 
case-control studies found that approximately 
one-third of the women had a history of some 
psychiatric disorder. 17 ,26 

No distinct traits appear to place a woman at 
risk. Specifically, there have been studies that 
claim and studies that fail to confirm neuroticism, 
introversion, and antenatal anxiety as personality 
characteristics of women at risk.5,8,9,13 
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Social Factors 
Only Stein, et al.10 found an association of post­
partum depression with social class, a finding that 
has remained unconfirmed in the majority of 
studies.4,6,9,13,15 Three studies have suggested a 
correlation between less education and postpar­
tum depressive symptoms.4,6,24 Social support 
could be an important determinant of risk for 
symptoms of depression during the puerperium, 
as a strong support system appears to be protec­
tive, providing greater self-confidence in the new 
role.6,28 At least one study attempted to incorpo­
rate instruction in role changes for a group of 
pregnant women. Women from that study group 
had quicker recoveries and were more likely to be 
free of depression after 5 years.14 

Absent or ineffective social support appears to 
be associated with depressive symptoms.4,lO,14 In 
two studies premorbid marital discord was associ­
ated with postpartum symptoms of depression, 
but no standardized instruments were used to 
measure the psychological and day-to-day in­
volvement of the spouses.5,9 Little is known about 
differences in risk and the role of social support 
for single women. 

Authors have disagreed on the impact of stress­
ful life events on the expression of symptoms. 
Stresses that have been identified include death of 
a family member, prior infertility, or infant 
death.4,25,26 Other researchers found little dif­
ference in the presence of stressful events com­
paring affected women and a puerperal control 
group. 5,8,22 

Cultural Variables 
Few investigators have examined the role of 
culture in the expression of postpartum depres­
sion.44,45 Noting that ritual facilitates transition 
through major life events, Stern and Knuck­
man44 reviewed studies of Nigerian, Nepalese, 
Chinese, and Southeast Asian women. They 
found that postpartum depression is only rarely 
described within these cultures, all of which 
have significant rituals during the puerperium. 
Little is known about how women in Western 
society structure their lives for the adjustment 
to motherhood. Specifically, do culture and 
ritual act as mediators in the expression of 
symptoms and illness? Cox, et al. 7 suggested 
that postpartum affective symptoms are not 
easily reconciled with the cultural expectation 
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that women return rapidly to full domestic and 
emplGyment functions. 

Other Associated Factors 
Various studies have been designed to search for 
other factors that predispose a woman or increase 
her vulnerability to depressive symptoms in the 
puerperium, especially maternal age, parity, and 
obstetric problems. 

Authors are divided on the question of mater­
nal age. Kumar and Robson5 and Paykel, et al.12 

found an increased rate of postpartum depression 
with age, whereas others were unable to confirm 
this association.4,8,15 Findings on parity are 
equally divided.8,15,27 No association has been 
demonstrated between postpartum depression 
and obstetric risk or complications.7,8,16 One in­
vestigator found a weak association with prematu­
rity,5 but this finding was not confirmed in an­
other study in which no difference in depressive 
symptoms occurring during the early weeks post­
partum was found in parents of premature infants 
compared with parents of term infants.16 

In sum, women can have symptoms of postpar­
tum depression any time during the first year. 
There is little agreement on risk factors or other 
variables associated with postpartum depression. 

MaugetnelJl 
The management of postpartum depression in 
women who are symptomatic is similar to the 
management of depression in adults who are de­
pressed at another time. The puerperium is, how­
ever, a unique interval during which women seek 
care for other reasons. Family physicians and pe­
diatricians will often see a woman 5 to 10 times 
during the first postpartum year for the well-child 
visits of the infant, for routine maternal examina­
tions, and for acute illnesses. Maternal mood and 
affect can easily be ascertained in the context of 
these visits. Women who are symptomatic should 
have further evaluation using the diagnostic cri­
teria of the DSM-Ill-R. All symptomatic women 
could benefit from discussions about support sys­
tems, coping mechanisms, and rest. Mildly and 
moderately symptomatic women can be treated 
by a family physician through frequent visits, and 
they will benefit from brief supportive psycho­
therapy. Intervention, with education about role 
changes and conflicts, could help decrease the 
severity of symptoms. 14 
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Women who meet the DSM-III-R criteria for 
major depression might benefit from a combina­
tion of psychotherapy and antidepressant medica­
tion. There have been few studies of the effects of 
antidepressant medication on breast-fed infants, 
but indirect evidence is reassuring. Breast milk 
concentrations of most tricyclic antidepressants 
approximate those found in maternal serum in the 
1 OO-to-400-ng/mL range. Serum levels in breast­
fed infants have been nearly undetectable.46 Be­
cause little is known about the effects of even 
extremely low levels of antidepressant levels on 
the developing nervous system, the American 
Academy of Pediatrics has classified antidepres­
sants as "drugs whose effect on nursing infants is 
unknown but may be of concern. "47 On the other 
hand, much is known about the morbidity of im­
paired maternal-infant bonding. If symptoms ap­
pear severe enough to be potentially responsive to 
antidepressant medications and the woman is 
breast feeding, a psychiatric consultation should 
be undertaken to evaluate the risks to the patient 
and family of untreated maternal depression ver­
sus the risks of antidepressant medications to the 
infant. If hospitalization is necessary, frequent 
mother-baby contact for the hospitalized woman 
and her infant should be encouraged. 

Future ResearclJ 
Although research in postpartum depression is 
difficult and complex, there are a number of im­
portant areas for future research. Reports of de­
pression occurring more frequently in the puer­
perium have been central to arguments favoring 
classification of postpartum depression as an ill­
ness different from depression occurring at other 
times. The similar prevalences of depression 
found by recent authors in postpartum women 
and non puerperal community control subjects 
have provided helpful information.2,3 Replication 
of these data is needed using DSM-III-R criteria. 

Studies are needed to classify the illness further. 
Are there differences between women with one 
episode and women with recurrent episodes of 
postpartum depression? Are women who have a 
history of postpartum depression at increased risk 
for subsequent postpartum depression, blues, or 
psychosis? While several authors commented on 
the abnormal cognitive functioning of women 
with postpartum depression, it would be useful to 
compare the cognitive function of postpartum 

women who are depressed with the cognitive 
function of postpartum women who are not de­
pressed. Additional studies of sleep patterns 
might further aid in the classification of subsets of 
the populations. 

Much remains to be learned about the role of 
the spouse's emotional adjustment in the develop­
ment of postpartum depression.48 We know little 
about unusual variants, including affective disor­
der in the spouse, grandparent, or an adoptive 
mother occurring temporally in the puerpe­
rium.49 The results of studies done among any of 
these populations might answer questions regard­
ing the relative role of psychosocial variables. Few 
studies have examined the impact of postpartum 
depression on child development and welfare.s0-52 

Data are needed that address the impact of the 
illness on maternal health, child development, 
and family health and stability. 

Treatment has not been well studied. Random­
ized trials are needed comparing different treat­
ment modalities. Are prophylactic measures indi­
cated in the antepartum care of women who have 
a history of postpartum depression? A study test­
ing the efficacy of enhancing self-esteem through 
teaching role conflict reduction and how to build 
tangible support systems might clarify factors in­
fluencing the development or expression of 
postpartum depression. It might also increase 
understanding of possible treatnient modalities, 
especially in mildly symptomatic women. 

Finally, much can be learned from cross­
cultural studies. Are there differences between 
culturally similar women giving birth within their 
country of origin and first- or second-generation 
immigrants giving birth in a culture with fewer 
and different rituals of passage? Are symptoms 
indeed absent or rare in cultures with more de­
fined rituals and longer sanctioned adjustment 
times, or is the expression of symptoms simply 
inhibited by the more traditional culture? In 
other countries, what are the culturally appropri­
ate expressions for symptoms experienced as de­
pression by women in industrialized nations? 

Conclusion 
Depression in the puerperium, occurring along a 
spectrum of postpartum disorders and ranging 
from mild symptoms to severe illness, affects 10 
to 20 percent of postpartum women in the first 
year following the birth of an infant. Although 
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current research does not support the hypothesis 
of postpartwn depression as a distinct diagnosis, 
perhaps some women have a biological, psycho­
logical, or social vulnerability that increases the 
likelihood of having a puerperal major depres­
sion. Alternatively, these vulnerabilities could in­
fluence a woman's response to the hormonal and 
social changes of the puerperium. Thus, depres­
sion during the puerperium might be more an 
abnormal response to normal endocrinologic 
changes than a normal response to abnormal en­
docrinologic changes. Medical personnel caring 
for women and infants during the first postpar­
tum year can provide a valuable service by includ­
ing surveillance of maternal mood, affect, and 
support systems during medical visits. Primary 
care providers can increase their awareness of 
disorders occurring in the puerperium, which 
should lead to better identification and treatment 
of affected women. 
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