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ABSTRACT
Postpartum depression is an affective disorder that affects predominantly in women after childbirth. The typical characteristics are feeling miserable, fatigue, weariness, and there are changes in sleeping and eating patterns. History taking from patient and family is the essential part to diagnose the patient, which Edinburgh Postnatal Depression Scale (EPDS) is a screening tool frequently used. Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) criteria is utilized to establish if the patient is experiencing postnatal depression. Postnatal depression can become a major illness if not treated seriously. There are many treatments available to treat the postpartum depression such as drugs, psychotherapy, and/or alternative therapy. With suitable treatment, it can increase the relationship between mother-child and the quality life of the family.
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INTRODUCTION
Mood disorders in the postpartum duration are deemed critical mental health situation that have affected numerous new mothers. Postnatal mood disorders can be grouped into three sorts: postnatal blues, postnatal depression and postnatalpsychosis.1 
Postpartum depression (PPD), which is also known as postnatal depression, is an affective disorder that affects women after delivery, and little prevalent in men. The depression is able to undertake a minor medical route or it can reach to suicidal notions. It usually develops anytime after childbirth to one year after childbirth. Women with post partum depression show miserable, exhaustion and adjustment in sleeping arrangement. Postnatal depression can be distinguished if the woman displays features of ambiguous to the baby and pay no attention to other family members.3 
Depression in women may be triggered by hormonal, estrogen and progesterone, fluctuations. It will decrease drastically after delivery. It also can be triggered by taxing life issues, a death of loved ones, or the not clear reason.2,3
There are many treatments available for PPD, i.e. traditional methods and alternative methods. Traditional methods are drugs and psychotherapy; while alternative methods are light treatment, massage treatment, aromatherapy, acupuncture treatment, herbal treatment, or a mixture of any treatments mentioned. Additionally, many mothers are concerned about usage of antidepressants when breastfeeding due to the detrimental effects on their babies, because they may excrete it in breast milk, therefore usually optional for substitute treatment which is herbal treatment.8
The expression postpartum depression and postpartum psychosis have been often used interchangeably and this leads to much puzzlement. As a consequence, it must be evaluated accurately as it can bring about cause disastrous outcome to the mother, baby and family.1  
DEFINITION
The recent psychiatric categorization system which are Diagnostic and Statistical Manual of Mental Disorders, fourth edition (DSM-IV) and International Classification of Diseases, Tenth Revision (ICD 10), make use of the beginning of postpartum to categorize.1
DSM-IV classifies beginning of postpartum depression to be in four weeks of childbirth and can be applied for several mood disorders, short psychotic disorder, or psychotic disorder not stated. But, according to the ICD-10, postpartum depression is classified to be in six weeks of childbirth and can be applied for mental disorders that do not meet the criteria for mental and behavioral disorders categorized somewhere.1  

EPIDEMIOLOGY
Researchers have demonstrated that mothers are more inclined to go to psychiatric division after childbirth than any other time of their lives. It usually appear within the first year of postnatal, the climax is usually at 12 weeks.1
Studies have revealed that among new fathers, the rate of postnatal depression has been expected to be between 1.2% and 25.5%.3 It develops in 7-26% of new mothers.8
The frequency of postpartum depression is approximated to occur in one out of eight (13%) women. If women have PPD before, the occurrence raises to an approximately 41% who will experience it again. These statistics are not the real result, as numerous women may not expose their depression to their clinician. This may attribute to humiliation or insufficient information of the clinical features.8
A study has demonstrated that African American has the upper possibility of getting postpartum depression. About 15.7% from 26, 877 postpartum women experience depression. Of the women experience postpartum depression, African American were 25.2%, American Indian/Native Alaskan were 22.9%, White were 15.5%, Hispnaic were 15.3%  and Asian/ Pacific Islander were 11.5%.3
RISK FACTORS
Postnatal depression can occur following the childbirth. The chance of developing escalates if there is: a) record of depression or other mental disorder in family, b) individual record of depression or other mental disorder, c) little income, d) little social support, e) emotional aspects and f) obstetric aspects
Record of depression or other mental disorder in family. Familial record of depression or other mental illnesses such as bipolar disorder and schizophrenic disorder are most likely to develop postpartum depression.2,3
Individual record of depression or other mental disorder. Mothers suffering from postpartum depression after a previous childbirth or had mental disorder before have a higher possibility to develop postpartum depression. Study has revealed that mothers are five times more likely to develop postpartum depression should they have past record of major depression. If women had a past record of postpartum depression, the reappearance to develop raise from 25% to 100%.2,3,8
Little income. Lower income or unemployed are more likely to develop postnatal depression due to stress of earning income and facing financial problem.3,8
Low social support. According to a research, lesbian and bisexual mothers are more prone to postpartum depression because of low support especially from their families and also from homophobic discrimination in society.3 

Emotional factors. Low self-esteem, sleep deprivation, temperament of newborn and stress and of taking care of infant and children are other risk factors that contribute to postnatal depression.4,8 Having experienced stressful events during past year including passing of dear ones, concerned for older family member, illness, loss of employment , abuse, moving to a new city, and conflict in marriage can initiate depression. 2,3

Obstetric factors. Having complications during pregnancy (preeclampsia) or at delivery (emergency caesarean section, premature labor) have been associated with postpartum depression. However, these variables are weak factors. 4,8  
ETIOLOGY
There is no sole reason for postnatal depression. It is usually intertwined with aspects of lifestyle, emotional, hormonal and physical. 
Hormonal factors. During pregnancy, the levels of estrogen and progesterone hormones escalate. After the first 24 hours after delivery, these hormones return to normal. The sharp reduction in hormones may lead to postpartum depression. The fluctuations in blood volume, blood pressure, immune system and metabolism may be related to weariness and exhaustion.2,4 

Physical aspects. Numerous mothers feel exhausted after delivering. It takes weeks to recover as there are many adjustments occur after childbirth, which include tone in the muscle and daunting reduction of weight. Physical recuperation after cesarean operation may acquire lengthy recovery than after normal childbirth.2.4   
In the hospital, new mothers rarely get enough of rest due to numerous visitors, baby’s feeding and hospital routine. At home, baby’s feedings, stress from work and house chores can cause mothers to feel worn-out. Exhaustion and weariness for months can result in depression.2
Emotional factors. Feelings of uncertain of pregnancy are normal. The pregnancy may not have been expected. Even if it is expected, 40 weeks may not be sufficient time for the new mother and father to modify their lifestyle of having extra member to the family.2
If the baby has to stay in the hospital after birth, the mother may feel guilty and miserable. She may feel shamefaced and embarrassed because she thought she might have done some mistakes when she was pregnant and she feels that she is responsible for it. Feeling miserable and sad when going home without baby is also common.2  
Feelings of loss are too another frequent cause, which can lead to depression. The loss can be in many types such as:2.4
· Loss of freedom

Having baby can cause mother to feel of being trapped. She may have lack of free time to do other recreational activities.

· Loss of old identity

The mother may loss of who she was before having the baby.

· Loss of pre-pregnancy shape

After having a baby, mother may feel she has loss her sex appeal and look less appealing.
Lifestyle influences. One of the main factors that contribute to postpartum depression is lack support from partners or loved ones. It is comfort to new mother when there is constant support from family members during pregnancy and after delivery such as assist in household tasks and share in child care.2  

Other factors are some mothers may have problem juggling between managing infant and with house chores, additional kids and a work. Having financial problem may add more stress to the mother.2 Each baby has different characteristics. Some are fussy or difficult to breast-feed while others are easier to take care for. New mothers may take some time to adjust to the baby.2  
PATHOPHYSIOLOGY
Data verifies the hypothesis that depression has a biologic foundation. The basic biologic causes of depression are strongly associated with irregular in the transport of particular key neurotransmitters (chemical messengers in the brain). These neurotransmitters control mood and related behaviors. Researchers anticipate that by detecting the gene mutations that program the control of these neurotransmitters, they may finally able to expect which patients are most expected to react to particular antidepressants drugs.

· Serotonin. Serotonin is possibly the main essential neurotransmitter in depression. Amongst other purpose, it is vital for emotion. Inequity in the brain’s serotonin quantity can generate depression and other mood disorders.

· Other Neurotransmitters. Other neurotransmitters probably include in depression are acetylcholine and catecholamines, a group of neurotransmitters that comprises of dopamine, norepinephrine, and adrenaline (also called epinephrine). Corticotropin-releasing factor (CRF), which is deemed to be a stress hormone and a neurotransmitter, is believed to be engaged in depression and apprehension. Raised CRF concentrations emerge to interrelate with serotonin and have been identified in patients with either depression or apprehension.

Pathophysiology of postpartum depression is believed to be initiated by the quick and dramatic drop of hormones especially progesterone following pregnancy. In spite of this, with the supply and extraction of exogenous steroid hormones, which is devised to imitate the hormonal fluctuations during pregnancy, producing clinical features of depression only in mothers with a record of postpartum depression. This implies that mothers must be predilection to postpartum depression. The cause for this predilection is unclear, although a recent research based on animal model proposes that a subunit of a receptor for GABA called the delta subunit of GABAA receptor appears to participate in postpartum depression. Fluctuating of neuroactive metabolites of steroid hormones levels over the ovarian cycle control neuronal excitability through effects on GABAA receptors. The huge rise in progesterone-derived neurosteroids during pregnancy and their abrupt drop at pregnancy may have significant outcome on receptors during postpartum and parturition.7   
CLINICAL FEATURES
The symptoms that usually occur in postpartum depression are:6 
a) Physical clinical features
· Tired, worn-out and lethargic 
· Sleep and appetite disruption not associated to the concern of the infant
· Headaches, pain in chest, hyperventilation, heart palpitations

b) Behaviors clinical features
· No interest in the infant or overly worry for it
· Poor self care
· No interest in hobbies
· Reduced liveliness and enthusiasm
· Removal or seclusion from friends and family
· Incapability to contemplate and reason
c) Emotions 

· Intensification of weeping and short-tempered
· Disheartened and miserable
· Unmanageable mood fluctuations
· Experiencing devastation or incapable to manage
· Dreading of hurting the infant, her spouse or herself
· Terrified of unaccompanied
DIAGNOSIS
A clinician makes a formal diagnosis by anamnesis by using several techniques to extract information needed from patient. The physician’s assessment is important in determining if the patient is suffering from postnatal depression by using the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) criteria. Postnatal depression is under the diagnostic criteria for Major Depressive Episode with beginning of postnatal. The DSM-IV is published by the American Psychiatric Association and is utilized by clinician to diagnose mental illness. According to the DSM-IV, an episode of depression is regarded as having postnatal beginning if it starts in four weeks after childbirth. The patient must experience either depressed mood or anhedonia continually for a minimum of two weeks. On top of that, the individual also must experience other symptoms from a given list for over two-week interval. If the patient comes with depressed mood or anhedonia, with at least five symptoms, the patient is suffering from major depression while patient with depressed mood or anhedonia with fewer than four symptoms are diagnosed minor of moderate depression.1
Furthermore, clinician should look for signs of hallucination, suicidal, confusion, euphoria and mood lability. Sleep patterns should be monitored. Questions about thoughts of suicide should be asked and taken seriously. Thorough and comprehensive personal and family history of psychiatric illness should be attained. Family members can be inquired about the new mother’s behavior and mood.1
The screening tool usually used to assess postpartum depression is Edinburgh Postnatal Depression Scale (EPDS). The EPDS is a short 10-item self-report measure with four options for each question. It is best completed at 6 to 8 weeks postpartum. This range implies how the woman has experienced during the prior 7 days. If there is uncertainty, it will be valuable to redo the implement after two weeks. If the score is above 13, she is likely to be suffering from postpartum depression.3,5
In addition, full diagnostic workup and blood tests should be done to exclude other illness such as thyroid dysfunction, diabetes, anemia or autoimmune diseases.8
DIFFERENTIAL DIAGNOSIS
Baby blues is the differential diagnosis of postpartum depression. It is less intense and lasts shorter than postpartum depression. About 70-80% of new mothers have baby blues after giving birth and the symptoms will disappear in a few days or one week. The symptoms include having mood swings, feeling sad, having crying spells for no reason, losing appetite and having trouble sleeping and concentration. The symptoms are not severe and treatment is not needed.2 

Another differential diagnosis of postpartum depression is postpartum psychosis. This is the most severe postpartum depression, which can place the children in imminent danger. The symptoms last longer and are more severe. Usually, the onset is sudden within 48 hours to 2 weeks of postpartum. The symptoms include hallucination, confusion, mania and delusion. The main trait is mania, even though it frequently varies quickly from elation and depression. The symptoms develop swiftly from mild hypomanic symptoms to hallucination, delusion and peculiar behavior. Olfactory, auditory and visual hallucinations have been informed and comprise of instructions to harm herself or the infant. Patient with postpartum psychosis have to be hospitalized.1
MANAGEMENT
Postpartum depression can be treated through psychotherapy, prescription drugs, and/or alternative therapy. Treatment should be based on patient’s history (prior antidepressant prescription), medical conditions (anti-psychotics passing through breast milk) and patient’s preferences (reluctant to consume antidepressants due to breastfeeding infant but agrees to group therapy approach).8
Psychosocial and psychological interventions are the most regular therapy applied to manage postpartum depression. Most mothers choose the non-drug treatment because of the possible spread of drugs into milk in breast, concern of dependence and side effects.4 Postnatal depression exists along a range, and the kind of therapy opted is based on the seriousness and kind of clinical features exist. Even though each of these therapies demonstrates to be beneficial and effective in improving the symptoms, there are limited systematic researches in analyzing and assessing the effectiveness of these therapies. On the other hand, prior to starting psychiatric management, health reason for mood disorder such as dysfunction in thyroid and anemia must be eliminated.8
According to Family Health Institute, 90% mothers improve with combination therapies, pharmacology and psychotherapy. About 67% improve with regular dosage of antidepressants or psychotherapy.8
Psychosocial therapy. For mild to moderate symptoms of depression, the initial approach is through psychosocial therapy. The types of psychotherapy are interpersonal psychotherapy (IPT), cognitive-behavioral therapy (CBT), group therapy, supportive counseling, and family and marital therapy. IPT focuses on relationships and allows for flexibility of scheduling and care on a personal level. It assists with social adjustments. It consists 12 one-hour long sessions with a therapist. It shows improvement in some patients.  CBT concentrates on thinking about how a person feels and behaves. The goal of CBT is to learn how to replace distorted thoughts of the world and self with those that lead to a pleasing reaction. Women, who feel isolated socially, may benefit in attending group therapy to increase their support networks. This therapy includes a combination of the other therapies. Supportive counseling is a way women can deal with problems in their daily life instead of treating the cause of the problem. Family and marital therapy helps to stabilize relationships and therefore provide a more supportive environment. Support groups too prove to be effective in improving symptoms of postnatal depression. Groups that exist are parenting support, new mother support group and ‘pram walking groups.8
Hormone therapy. Other treatment is replacing hormones or reducing them in a more modified manner as there are drastic hormone changes during pregnancy and after delivery. Estrogen therapy can be used to treat severe postpartum depression. Synthetic progesterone can be used. However, the synthetic progesterone should be utilized with care as it can increase the risk of depression.5 
Antidepressants. When depressive symptoms are more severe, the use of pharmacotherapy is suggested along with psychosocial therapy. Medications should be initiated slowly, at half the recommended dose, since women who have recently delivered are more sensitive to side effects of medications. Then, to improve efficacy the dosage can be slowly increased.8
Antidepressants are relatively safe, with most studies imply no, or only slightly, raise teratogenic risk of exposure in first trimester. All mood stabilizers must not be taken. The most teratogenic is Valporate while lithium is the least teratogenic. 5 

Latest research have revealed that a collection of drugs identified as the selective serotonin reuptake inhibitors (SSRIs) are efficient in taking care of postnatal depression. These drugs have lesser adverse effects than other drugs and can be consumed by women who breast-feed. Women who are breast-feeding contemplating to consume any drug should consult drug selections with their health providers. Patients who had a prior episode can consume SSRIs two to three weeks before giving birth to prevent appearance. Examples of SSRIs are fluoxetine (Prozac), paroxetine (Paxil), sertraline (Zoloft), and citalopram (Celexa). Two thirds of women given sertaline exhibit no significant symptom of depression at an 8-week follow up.8 
Other medications that are effective but may have increased side effects are tricyclics and monoamine oxidase inhibitors (MAOIs). Tricyclics have shown adverse effects of respiratory depression and sedation when taken with doxepin.8
When given prescribed antidepressants, the woman’s health provider must discuss side effects and other drug interactions. If treatment is inadequate, women are at risk for relapse, therefore the same dosage should be taken for 6 to 12 months after remission. Women who have experienced complete remission are at risk for chronic depression if they are inadequately treated.8
When selecting medications to treat postpartum depression, a major issue is if the woman is breastfeeding. Antidepressants are secreted in the breast milk, however, and so for breastfeeding mothers, the lowest effective dose should be prescribed. Clinicians observe the infant’s typical behavior to effectively judge the potential drug-related effects of the antidepressant on the infant. For the smallest amount of risk in breastfeeding mothers, the SSRI, sertaline, is the first-line treatment of postpartum depression. Since child caretaking is compromised by depression, the risks and benefits of breastfeeding by a depressed mother who is hesitant to take anti-depressants should be considered. Caring for women with PPD and their families requires current, neutral information and insightful counseling about the possible effects of antidepressants on infants who are breastfeeding.8
Electroconvulsive therapy (ECT). Research proposes that ECT is more useful to treat postpartum psychosis and severe depression with onset post partum.5 

Alternative therapies. For some women, no prescribed medicine is acceptable, and instead many may choose alternative therapies. Women often choose alternative therapy because they want a treatment with the fewest adverse effects and want to attempt every option available. They feel alternative therapy is less authoritarian and allows them to take control of their own healthcare. Foremost goal mothers inquire alternative treatment is due to harmful consequence of drug therapy will have on breast milk. Substitution treatments that are available to manage postnatal depression are a) light treatment, b) massage treatment, c) aromatherapy d) acupuncture and e) herbal therapy.8 
a) Light therapy 
Light therapy may be considered an alternative therapy for postpartum depression because it acts on the brain’s dysfunction of 5-hydroxy-tryptophan. It is proven to be an effective, attractive treatment not only for seasonal affective disorder, but also for non-seasonal depression although its true efficacy for postpartum patients is unknown. Patients subjectively report positive changes in mood, that they tolerate the therapy well, and that they have no unfavorable effects during the light therapy.8
b) Massage therapy

The use of massage therapy for postpartum depression has shown to relax muscles, reduce pain perception, decrease stress and anxiety, and aid in digestion, circulation, and excretion. Relaxation, effleurage, and deep tissue massage are different types of therapeutic massage.8 

c) Aromatherapy 
Aromatherapy is sometimes used as an adjunctive with massage therapy. This type of therapy uses essential oils such as lavender, rose, bergamot, jasmine, ylang-ylang, and sandalwood to enhance relaxation and sedation. The oils are from plants that have been distilled and highly concentrated. Lavender is reported to depress the central nervous system resulting in improved sleeping patterns, decreased aggression and anxiety, and improved state of alertness and well being. Aromatherapy is mainly used to relieve symptoms of general depression because there is no reported data that proves its effectiveness for postpartum depression.8 

d) Acupuncture
Another alternative therapy used to treat postpartum depression is acupuncture. Acupuncture appears to work by simulating and influencing the flow of energy through insertion of hair-thin needles at certain points to correct the imbalance or lack of energy. Two benefits of acupuncture are no contraindications to treatment and it will not interfere with breastfeeding. A proposed side effect of acupuncture is that a patient may enter a state of deep relaxation. This could also be a benefit for women with PPD who express symptoms of lack of sleep.8 

e) Herbal therapy
Herbs are natural products and their composition of chemicals varies depending on the type; therefore, the effects of herbs vary from person to person and from batch to batch. Herbal remedy used to treat depression in the general population and its symptoms is Kava.8 Kava (Piper methysticum) is a herb that is utilized to heal the depression symptoms, mainly anxiety and insomnia. It has been implied that using Kava herb can enhance relaxation. Kava is being recommended to replace benzodiazepine, a tranquilizer, hypnotic, anticonvulsant, and muscle relaxant, in some patients. It is believed to have a greater effect and produce no withdrawal symptoms at the end of treatment, unlike benzodiazepine, which could lead to physical dependence. Kava has been revealed to be well tolerated when taken in recommended doses. Nevertheless, higher doses put the woman at risk for unsteadiness, skin changes, extreme fatigue, and appearance of intoxication. Women who have history of liver disease are advised not to take kava because of a suspected link between kava and liver failure. If the woman is breastfeeding or using barbiturates, alcohol, or benzodiazepines, Kava should be avoided.8 
PROGNOSIS
Prognosis for postnatal depression differs, as this illness is usually associated with complicated social aspects, an individual record of emotional issued, and harmful pregnancy effects, for instance miscarriage. Prognosis will improve if depression is identified untimely.4 
Research has shown that most new mother who undergoes therapy improve in 12 weeks, whereas approximately 15% will persist showing depressive clinical features for more than 24 weeks because of holdup in diagnosing and unsatisfactory therapy. The delay of attaining proper treatment is because of stigma, shame, embarrassed and fear. The new mother may feel ashamed about having feeling depressed when they are believed to be elated. She worries that she will be viewed as unfit parent.  She may feel frightened that her children may be taken away.1 
Untreated depression can generate negative consequences on new mothers such as risk of recurrent psychiatric illness, marital dysfunction, suicide and infanticide. Researchers believe that postpartum depression does not only affect new mothers but also infants. It can lead the infant to have behavioral problems, hindrance in cognitive or psychosocial progress, trouble with mother-infant connection, and intensify crying.1
Psychiatric hospitalization should be considered in high risk cases where harm to self, others or psychotic behavior is evident.8
SUGGESTIONS
According to statistics, 60-85% experience baby blues after childbirth but 7-26% of the new mothers will suffer from postpartum depression. Women who have past history of major depression have 5 times higher than others to develop postpartum depression. If the new mothers had a previous history of postpartum depression, the reappearance of postnatal depression to occur amplifies from 25% to 100%.  In addition, family history has an impact to new mothers. Women who had family record of depression or other mental disorder have a higher probability of acquiring postnatal depression. Early screening and proper education during pregnancy may help new mothers to reduce the detrimental effects of postnatal depression. Information regarding symptoms of depression, importance of treatment and rates of depression may help women to seek early treatment. Psychotropic therapies, pharmacological therapies or combination of the treatments are used to treat new mothers who suffer from postnatal depression. Psychosocial therapies such as group therapy and support groups have been established to be efficient in managing postnatal depression.  
. 
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