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Abstract
Pregnancy and childbirth are major stressors for some women. They can be followed by deterioration in mental health status and cause mental illnesses during perinatal period. Undetected and untreated perinatal mental illnesses can have negative unexpected impacts on parenting skills of the women and children’s development. Mentally ill mothers may not effectively attend their children’s needs in a timely manner and may experience an unfavourable mother-child attachment affecting the child’s language, social, emotional and cognitive development. The rate of pregnancy and postnatal health complications and interventions is higher among mentally ill women with some certain risk factors. The mentally ill mothers along with their partners need comprehensive support and counselling to be able to care for their infants and establish strong parent-child bond and attachment. Mental health campaigns across the world have endeavoured to increase the knowledge and awareness of the public towards perinatal mental health illnesses. To this aim, a routine screening is recommended in order to identify the women who are at risk of mood or anxiety disorder during perinatal period. The development of knowledge on perinatal mental illnesses among public and the health professionals has resulted in timely recognition and treatment of perinatal mental illnesses. Although great volumes of research show high prevalence of perinatal mental illnesses and their impacts on parenting confidence and competence as well as child’s developmental process, there is still lack of research on various aspects of perinatal mental illnesses. To enable early prevention, diagnosis and intervention, it is crucial to identify families who are at an increased risk of perinatal mental illnesses and provide support and intervention to minimise the adverse outcomes. The children’s needs may not be met by providing treatment to parental mental illnesses alone. It is also important to understand the impact of specific parenting behaviours on child outcomes which is modified by the quality of parenting.
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Core tips: Pregnancy and childbirth are major stressors for some women. Undetected and untreated perinatal mental illnesses can have negative unexpected impacts on parenting skills of the women and children’s development. Mentally ill mothers may experience an unfavourable mother-child attachment. Perinatal mental illness affects the child’s language, social, emotional and cognitive development. 
Khajehei M. Mental health of perinatal women. World J Obstet Gynecol 2015; In press
INTRODUCTION
Pregnancy and childbirth are expected to be blessing times in women’s life, when physiological and psychological changes prepare the women for motherhood tasks. Pregnancy and childbirth are, however, perceived as major stressors for some women as they struggle with self-depreciation and undermining of self-esteem followed by feeling incapable of caring for the newborn. These negative feelings are followed by deterioration in mental health status and can cause mental illnesses during perinatal period[1] . 

Perinatal mental illnesses are described as  “psychiatric disorders that are prevalent during pregnancy and as long as 1 year after delivery”[2]. Various types of perinatal mental illnesses have been reported in the literature including postpartum blues, perinatal depression, postpartum anxiety disorders and postpartum psychosis (bipolar disorders)[2]. 

Perinatal mental illness has been identified as one of the most important issues in women’s health. Perinatal mental illnesses negatively affect women’s interpersonal relationship and quality of life and have direct and indirect negative impacts on short-term and long-term physical and mental health of their children. The greater concern is for those women who abstain to disclose their mental health problems due to fears of stigma, losing parental rights and being judged as incompetent and unqualified parents. Some women also discontinue their psychiatric medications during pregnancy and lactation due to concerns regarding the baby’s well-being[3], which can result in an increased risk of suicidal thoughts or attempts at self harm[4-6]. 

PREVALENCE AND RISK FACTORS OF PERINATAL MENTAL ILLNESSES
A review of the literature shows that although any woman can experience perinatal mental illness, this problem is not randomly distributed among the population of perinatal women. A combination of biological, socio-environmental and psychological factors can affect mental health of women across their life span and predict their mental illnesses[7] (Table 1). A previous history of mental health problem, such as depression or anxiety, has been reported to be a strong predictor of perinatal mental illnesses. Half the women with prenatal depression will continue to feel depressed throughout pregnancy and during postnatal period. Major depressive disorder and bipolar episodes may also occur before pregnancy and relapse during pregnancy and after chidlbirth[1]. Nevertheless, somatic complaints and sleep difficulties may be attributed to the changes happening during pregnancy and postnatal, obscuring the diagnosis of the mental illnesses and leaving the women with no appropriate treatment[8].

According to the report by the World Health Organisation, the mean prevalence of non-psychotic common mental disorders in low- and lower-middle-income countries was 15.6% during antenatal period and 19.8% postnatal. Factors such as a higher education, a permanent job, the ethnic majority and having a supportive intimate partner were shown to be protective against mental health problems[9].
Research has shown that women who carry the following risk factors are more likely to develop mental illnesses during pregnancy and after childbirth: socioeconomic disadvantage, a history of trauma, sexual abuse, unplanned pregnancy, high risk pregnancy, young age, being unmarried, lack of support from the intimate partner, intimate partner violence, inter-personal issues with in-laws, insufficient emotional and practical support, giving birth to a female baby, low level of education, cigarette smoking, career insecurity and ethnic minority[2,9-11]. 

The reports from the Beyondblue postnatal depression screening program show that 5%-10% of Australian women experienced symptoms of depression after childbirth[12]. A population-based survey by Eastwood et al[13] demonstrated that the prevalence of postnatal depression after 2 wk postpartum was 6.2%. It was also reported that the risk of postnatal depression was significantly associated with maternal country of birth, financial difficulties, unplanned pregnancy, not breastfeeding and poor maternal health. 
The study by Melville et al[14] in the United States showed that the prevalence of antenatal depressive disorders was 9.9% and panic disorder was 3.2%. In addition, 2.6% of the participants reported current suicidal thoughts. The odds of probable antepartum major depressive disorder increased in the women who reported psychosocial stress, domestic violence, chronic medical conditions and Asian and African-American ethnic group.

PERINATAL MENTAL ILLNESS AND CHILD’S WELL-BEING
Women with mental illnesses are less likely to care for themselves during pregnancy and after childbirth. Research has shown that maternal anxiety during pregnancy is associated with higher level of cortisol in the fetus which continues to be higher than normal levels throughout the child’s life span and may be a marker for the children’s anxiety, mood and behavioural disorders. The risk is even higher in women who continue to suffer mental illness from pregnancy to postnatal period[15].

The association between antenatal depression and fetal and neonatal outcomes have been investigated in two meta-analyses[16,17]. Reports of the studies indicate a significant association between antenatal depression and an increased risk of premature delivery (less than 37 wk of gestation) and infant’s low birth weight (especially when mother lives in a low-income country). It was, also, suggested that the level of risk depends on the severity of the symptoms of depression.

The rate of pregnancy and postnatal health complications and interventions is higher among women with perinatal mental illness and their infants require higher rate of intensive care [18,19]. It has been shown that children of these mothers are at higher risk of child neglect, maltreatment, attachment difficulties, delayed growth and motor development, emotional problems and a range of negative cognitive outcomes in early childhood. Nutritional neglect, severe starving and malnutrition are also other enormous problems in these children most of whom are females and below five years of age[20-22]. In addition these children are at heightened risk of clinical depression in late adolescence while suffering the consequences of stress associated with caring for their mentally ill parent/s. These issues have resulted in increased concerns regarding the child’s wellbeing in the family and have brought a great numbers of families into the attention of child protection agencies[23-26].
PREVENTION AND DIAGNOSIS 
Early detection of any mental health problems can help prevent future serious psychological disorders. Not only women with symptoms of depression need assessment and evaluation of psychological problems, but also all well women need to be screened as part of their perinatal health check. The American College of Obstetricians and Gynecologists (ACOG) states that “screening for depression has the potential to benefit a woman and her family and should be strongly considered. Women with a positive assessment require follow-up evaluation and treatment if indicated”[27].
Child and Family Health nurses, general practitioners and obstetricians, as the primary care providers, are the first and most often point of contact for perinatal women. This provides them with a great opportunity to effectively detect perinatal psychological problems and identify those who need care and support. There are, however, some barriers to timely screening and identification of the perinatal mental illnesses by the obstetricians. Research has shown that some obstetricians feel unconfident in their own level of knowledge and believe that they have had inadequate training to provide mental health support and assistance. Time constraint during each visit has also been reported as another barrier to effective screening[28]. 

Pediatricians can also play a significant role in screening for postnatal depression. They can provide support to the mothers and facilitate their access to appropriate professional resources. This can in turn help optimise the healthy development of the children followed by the healthy functioning of the entire family. Similar to other screening initiatives, there are barriers to implementation of this practice such as lack of time, inadequate training, lack of sufficient mental health referral resources and reimbursement insecurity[29,30].

Research by Kim et al[31] reported barriers to mental health diagnosis and treatment at four levels as follows: Patient level (including lack of time, using other support and spontaneous improvement of symptoms); Provider level (including provider unavailability and unresponsive provider); Patient-provider interaction level (including poor match to need, poor patient-provider fit and use of phone tag); System level (including cost-insurance mismatch, geographic mismatch and inconvenient location).
TREATMENT 
The mentally ill mothers need comprehensive support and counselling to be able to care for their infants and establish strong mother-child bond and attachment[32,33]. Not only mothers but also fathers need psychological interventions during perinatal period as they may be well affected by the changes during pregnancy and after childbirth and are prone to mental illnesses. Even when the fathers become involved in the assessment and treatment, the majority of the therapeutic options focus on the treatment of maternal or paternal mental illnesses in isolation. Since the wellbeing of both parents is important in achieving normal development of the child, there is a need for inclusive perinatal mental health care. The wellbeing of both parents should be taken into account simultaneously and the fathers need to be routinely involved in the mental health assessment and care plan, which in turn improves the health outcomes for the whole family[34,35].

MENTAL HEALTH INITIATIVES 
Mental health campaigns across the world have endeavoured to increase the knowledge and awareness of the public towards perinatal mental health illnesses. The development of knowledge on perinatal mental illnesses among public and the health professionals has resulted in timely recognition and treatment of perinatal mental illnesses. During the perinatal period, GPs and Child and Family Health nurses are key primary care providers engaged with women. They can identify women at risk, offer them an effective pathway and help alleviate postnatal mental health problems for the majority of women[36,37]. 

Research on mental health problems in the United States and other countries have demonstrated that despite high prevalence rates of mental illnesses in these countries, many people do not seek professional advice and support or delay seeking help for as long as they can. For instance, the World Health Initiative by the World Health Organization[38] investigated data from 28 countries and showed that both in developed and developing countries only a small proportion of the population received treatment for their mental illnesses such as mood or anxiety disorders. It was also shown that the median delays to receive treatment for severe psychotic disorders was a few months, for mood disorders ranged from one to 14 years and for anxiety disorders ranged from three to 30 years. 

In a telephone survey, Highet et al[39] recruited 1201 adults from each State and Territory of Australia in 2009. Results of the study demonstrated that 43.6% of the participants believed that postnatal depression was the most common health problem for women after childbirth. Furthermore, 94% of the participants believed that postnatal depression needs timely and specialised treatment. About two-third of the participants perceived postnatal depression as a biological rather than psychosocial aetiology. It was also revealed that more than 80% of the adult Australians believed that there should be a routine assessment for depression in all new mothers. Nevertheless, 55% of them viewed antenatal depression as a ‘normal’ condition. 

Results of a more recent survey in 2012 demonstrated remarkable improvements in mental health literacy in the Australian population over 16 years including improved recognition of depression, better perception about the usefulness of health professionals (General Practitioners, psychiatrists, psychologists and mental health nurses) and increase in beliefs about the helpfulness of antidepressants and antipsychotics[40]. 

Failure to receive treatment or delay in seeking support and advice can have serious consequences. Therefore, early detection and prevention of mental illnesses is crucial and can be achieved by establishing a routine screening during perinatal period. It has been recommended that a comprehensive primary health care assessment as well as an enquiry of a history of anxiety, depression or other mental health problems are conducted at the following times: (1) Antenatally: At the first appointment with the clinician for antenatal care before 20 wk of pregnancy; (2) Postnatally:  At the first postnatal home visit by the clinician; (3) Six to eight week postnatal check: Performed by the child and family health service; and (4) A further assessment at 6-8 mo postpartum. It is also recommended that the Edinburgh Postnatal Depression Scale should be administered at each visit during antenatal and postnatal period[41]. 

CONCLUSION AND DIRECTION FOR FUTURE RESEARCH 
Undetected and untreated perinatal mental illnesses can have many negative unexpected impacts on parenting skills of women and children’s development. Mentally ill mothers may not effectively attend their children’s needs in a timely manner and may experience an unfavourable mother-child attachment affecting the child’s language, social, emotional and cognitive development. It is crucial to identify families who are at an increased risk of perinatal mental illnesses in order to enable early prevention, diagnosis and intervention and prevent the serious adverse outcomes. The children’s needs may not, however, be met by providing treatment to parental mental illnesses alone. It is important to understand the impact of specific parenting behaviours on child outcomes which is modified by the quality of parenting[42].

Although great volumes of research show high prevalence of perinatal mental illnesses and their impacts on parenting confidence and competence as well as child’s developmental process, there is still lack of research on various aspects of perinatal mental illnesses. There is a need for further research to investigate parenting education interventions for parents with perinatal mental disorders. No clinical trial has investigated the effect of psychological interventions and counselling on parenting skills or child’s outcomes to find out whether children benefit from the interventions. Future longitudinal, population-based studies may unearth how environmental factors, such as education and social support, moderate the influence of perinatal mental illnesses on the child outcomes, which may help to find preventive approaches.  In addition, the focus of most interventional trials has been on postnatal mental illness, but not the delivery of the intervention prophylactically before or during pregnancy and its long-term impacts on the mental health of the whole family[2]. It is hoped that future studies and their findings will assist families affected by these problems.
REFERENCES
1 Viguera AC, Whitfield T, Baldessarini RJ, Newport DJ, Stowe Z, Reminick A, Zurick A, Cohen LS. Risk of recurrence in women with bipolar disorder during pregnancy: prospective study of mood stabilizer discontinuation. Am J Psychiatry 2007; 164: 1817-1824; quiz 1923 [PMID: 18056236 DOI: 10.1176/appi.ajp.2007.06101639]

2 O'Hara MW, Wisner KL. Perinatal mental illness: definition, description and aetiology. Best Pract Res Clin Obstet Gynaecol 2014; 28: 3-12 [PMID: 24140480 DOI: 10.1016/j.bpobgyn.2013.09.002]

3 Byatt N, Biebel K, Friedman L, Debordes-Jackson G, Ziedonis D, Pbert L. Patient's Views on Depression Care in Obstetric Settings: How Do They Compare to the Views of Perinatal Health Care Professionals? Gen Hosp Psychiatry 2013; 35: 598-604 [PMID: 23969144 DOI: 10.1016/j.genhosppsych.2013.07.011] 

4 Howard LM, Goss C, Leese M, Thornicroft G. Medical outcome of pregnancy in women with psychotic disorders and their infants in the first year after birth. Br J Psychiatry 2003; 182: 63-67 [PMID: 12509320 DOI: 10.1192/bjp.182.1.63]

5 Servili C, Medhin G, Hanlon C, Tomlinson M, Worku B, Baheretibeb Y, Dewey M, Alem A, Prince M. Maternal common mental disorders and infant development in Ethiopia: the P-MaMiE Birth Cohort. BMC Public Health 2010; 10: 693 [PMID: 21073710 DOI: 10.1186/1471-2458-10-693]

6 Ban L, Gibson JE, West J, Tata LJ. Association between perinatal depression in mothers and the risk of childhood infections in offspring: a population-based cohort study. BMC Public Health 2010; 10: 799 [PMID: 21194453 DOI: 10.1186/1471-2458-10-799]

7 Misra D, Guyer B, Allston A. Integrated Perinatal Health Framework: A Multiple Determinants Model With a Life Span Approach. Am J Prev Med 2003; 25: 65-75 [PMID: 12818312 DOI: 10.1016/S0749-3797(03)00090-4]

8 Apter G, Devouche E, Gratier M, Valente M, Nestour AL. What lies behind postnatal depression: is it only a mood disorder? J Pers Disord 2012; 26: 357-367 [PMID: 22686224 DOI: 10.1521/pedi.2012.26.3.357]

9 Fisher J, Cabral de Mello M, Patel V, Rahman A, Tran T, Holton S, Holmes W. Prevalence and determinants of common perinatal mental disorders in women in low- and lower-middle-income countries: a systematic review. Bull World Health Organ 2012; 90: 139G-149G [PMID: 22423165 DOI: 10.2471/BLT.11.091850]

10 Desmarais SL, Pritchard A, Lowder EM, Janssen PA. Intimate partner abuse before and during pregnancy as risk factors for postpartum mental health problems. BMC Pregnancy Childbirth 2014; 14: 132 [PMID: 24708777 DOI: 10.1186/1471-2393-14-132]

11 Akbar Zadeh M, Khajehei M, Sharif F, Hadzic M. High-risk pregnancy: Effects on Postpartum Depression and Anxiety. British Journal of Midwifery 2012; 20: 104-113 [DOI: 10.12968/bjom.2012.20.2.104] 

12 Buist AE, Austin MP, Hayes BA, Speelman C, Bilszta JL, Gemmill AW, Brooks J, Ellwood D, Milgrom J. Postnatal mental health of women giving birth in Australia 2002-2004: findings from the beyondblue National Postnatal Depression Program. Aust N Z J Psychiatry 2008; 42: 66-73 [PMID: 18058446 DOI: 10.1080/00048670701732749]

13 Eastwood JG, Phung H, Barnett B. Postnatal depression and socio-demographic risk: factors associated with Edinburgh Depression Scale scores in a metropolitan area of New South Wales, Australia. Aust N Z J Psychiatry 2011; 45: 1040-1046 [PMID: 22017687 DOI: 10.3109/00048674.2011.619160]

14 Melville JL, Gavin A, Guo Y, Fan MY, Katon WJ. Depressive disorders during pregnancy: prevalence and risk factors in a large urban sample. Obstet Gynecol 2010; 116: 1064-1070 [PMID: 20966690 DOI: 10.1097/AOG.0b013e3181f60b0a]

15 O'Connor TG, Heron J, Golding J, Beveridge M, Glover V. Maternal antenatal anxiety and children's behavioural/emotional problems at 4 years. Report from the Avon Longitudinal Study of Parents and Children. Br J Psychiatry 2002; 180: 502-508 [PMID: 12042228 DOI: 10.1192/bjp.180.6.502]

16 Grigoriadis S, VonderPorten EH, Mamisashvili L, Tomlinson G, Dennis CL, Koren G, Steiner M, Mousmanis P, Cheung A, Radford K, Martinovic J, Ross LE. The impact of maternal depression during pregnancy on perinatal outcomes: a systematic review and meta-analysis. J Clin Psychiatry 2013; 74: e321-e341 [PMID: 23656857 DOI: 10.4088/JCP.12r07968]

17 Grote NK, Bridge JA, Gavin AR, Melville JL, Iyengar S, Katon WJ. A meta-analysis of depression during pregnancy and the risk of preterm birth, low birth weight, and intrauterine growth restriction. Arch Gen Psychiatry 2010; 67: 1012-1024 [PMID: 20921117 DOI: 10.1001/archgenpsychiatry.2010.111]

18 Bonari L, Pinto N, Ahn E, Einarson A, Steiner M, Koren G. Perinatal risks of untreated depression during pregnancy. Can J Psychiatry 2004; 49: 726-735 [PMID: 15633850]

19 Udechuku A, Nguyen T, Hill R, Szego K. Antidepressants in pregnancy: a systematic review. Aust N Z J Psychiatry 2010; 44: 978-996 [PMID: 21034181 DOI: 10.3109/00048674.2010.507543]

20 Mehnaz A, Shah N, Mala A, Rai K, Arif F, Munnawar U, Raj R, Tariq A, Yasin S. Psychosocial determinants of nutritional neglect in a developing country. J Coll Physicians Surg Pak 2014; 24: 335-339 [PMID: 24848392 DOI: 04.2014/JCPSP.335339]

21 Brockington I, Chandra P, Dubowitz H, Jones D, Moussa S, Nakku J, Quadros Ferre I. WPA guidance on the protection and promotion of mental health in children of persons with severe mental disorders. World Psychiatry 2011; 10: 93-102 [PMID: 21633678 DOI: 10.1002/j.2051-5545.2011.tb00023.x]

22 Dubowitz H, Kim J, Black MM, Weisbart C, Semiatin J, Magder LS. Identifying children at high risk for a child maltreatment report. Child Abuse Negl 2011; 35: 96-104 [PMID: 21376396 DOI: 10.1016/j.chiabu.2010.09.003]

23 Huntsman L. Parents With Mental Health Issues: Consequences for Children and Effectiveness of Interventions Designed to Assist Children and Their Families. Ashfield, N.S.W.: NSW Dept. of Community Services, 2008

24 Leis JA, Heron J, Stuart EA, Mendelson T. Associations between maternal mental health and child emotional and behavioral problems: does prenatal mental health matter? J Abnorm Child Psychol 2014; 42: 161-171 [PMID: 23748337 DOI: 10.1007/s10802-013-9766-4]

25 Letourneau NL, Tramonte L, Willms JD. Maternal depression, family functioning and children's longitudinal development. J Pediatr Nurs 2013; 28: 223-234 [PMID: 22940454 DOI: 10.1016/j.pedn.2012.07.014]

26 Nasreen HE, Kabir ZN, Forsell Y, Edhborg M. Impact of maternal depressive symptoms and infant temperament on early infant growth and motor development: results from a population based study in Bangladesh. J Affect Disord 2013; 146: 254-261 [PMID: 23063237 DOI: 10.1016/j.jad.2012.09.013]

27 American College of Obstetricians and Gynecologists, Committee on Obstetric Practice. Committee opinion no. 453: Screening for depression during and after pregnancy. Obstet Gynecol 2010; 115: 394-395 [PMID: 20093921 DOI: 10.1097/AOG.0b013e3181d035aa]

28 Leddy M, Haaga D, Gray J, Schulkin J. Postpartum mental health screening and diagnosis by obstetrician-gynecologists. J Psychosom Obstet Gynaecol 2011; 32: 27-34 [PMID: 21261561 DOI: 10.3109/0167482X.2010.547639]

29 Earls MF. Incorporating recognition and management of perinatal and postpartum depression into pediatric practice. Pediatrics 2010; 126: 1032-1039 [PMID: 20974776 DOI: 10.1542/peds.2010-2348]

30 Emerson BL, Bradley ER, Riera A, Mayes L, Bechtel K. Postpartum depression screening in the pediatric emergency department. Pediatr Emerg Care 2014; 30: 788-792 [PMID: 25343740 DOI: 10.1097/PEC.0000000000000260]

31 Kim JJ, La Porte LM, Corcoran M, Magasi S, Batza J, Silver RK. Barriers to mental health treatment among obstetric patients at risk for depression. Am J Obstet Gynecol 2010; 202: 312.e1-312.e5 [PMID: 20207252 DOI: 10.1016/j.ajog.2010.01.004]

32 Boyd R, Gillham J. Review of Interventions for Parental Depression from Toddlerhood to Adolescence. Curr Psychiatry Rev 2009; 5: 226-235 [PMID: 20824114 DOI: 10.2174/157340009789542123]

33 Gunlicks ML, Weissman MM. Change in child psychopathology with improvement in parental depression: a systematic review. J Am Acad Child Adolesc Psychiatry 2008; 47: 379-389 [PMID: 18388766 DOI: 10.1097/CHI.0b013e3181640805]

34 Edward KL, Castle D, Mills C, Davis L, Casey J. An integrative review of paternal depression. Am J Mens Health 2015; 9: 26-34 [PMID: 24626601 DOI: 10.1177/1557988314526614]

35 Stein A, Pearson RM, Goodman SH, Rapa E, Rahman A, McCallum M, Howard LM, Pariante CM. Effects of perinatal mental disorders on the fetus and child. Lancet 2014; 384: 1800-1819 [PMID: 25455250 DOI: 10.1016/S0140-6736(14)61277-0]

36 Harvey ST, Fisher LJ, Green VM. Evaluating the clinical efficacy of a primary care-focused, nurse-led, consultation liaison model for perinatal mental health. Int J Ment Health Nurs 2012; 21: 75-81 [PMID: 21895906 DOI: 10.1111/j.1447-0349.2011.00766.x]

37 Buist A, Bilszta J, Barnett B, Milgrom J, Ericksen J, Condon J, Hayes B, Brooks J. Recognition and Management of Perinatal Depression in General Practice: a Survey of GPs and Postnatal Women. Aust Fam Physician 2005; 34: 787-790 [PMID: 16184215]
38 Wang PS, Angermeyer M, Borges G, Bruffaerts R, Tat Chiu W, DE Girolamo G, Fayyad J, Gureje O, Haro JM, Huang Y, Kessler RC, Kovess V, Levinson D, Nakane Y, Oakley Brown MA, Ormel JH, Posada-Villa J, Aguilar-Gaxiola S, Alonso J, Lee S, Heeringa S, Pennell BE, Chatterji S, Ustün TB. Delay and failure in treatment seeking after first onset of mental disorders in the World Health Organization's World Mental Health Survey Initiative. World Psychiatry 2007; 6: 177-185 [PMID: 18188443]
39 Highet NJ, Gemmill AW, Milgrom J. Depression in the perinatal period: awareness, attitudes and knowledge in the Australian population. Aust N Z J Psychiatry 2011; 45: 223-231 [PMID: 21438748 DOI: 10.3109/00048674.2010.547842]

40 Reavley NJ, Jorm AF. Public recognition of mental disorders and beliefs about treatment: changes in Australia over 16 years. Br J Psychiatry 2012; 200: 419-425 [PMID: 22442098 DOI: 10.1192/bjp.bp.111.104208]

41 NSW Health Goverment. Maternal & Child Health Primary Health Care Policy. Sydney: Ministry of Health, 2010

42 Zayas L, Jankowski K, McKee M. Parenting Competency Across Pregnancy and Post-Partum Among Urban Minority Women. Journal of Adult Development 2005; 12: 53-62 [DOI: 10.1007/s10804-005-1285-2]
P-Reviewer: Allen K, Niculescu M S-Editor: Tian YL
L-Editor:   E-Editor:
Table 1 Risk factors of perinatal mental illnesses 

	Socioeconomic disadvantage

Young age

Maternal country of birth,

Ethnic minority

Low level of education

Financial difficulties

Career insecurity 

Cigarette smoking

History of trauma 

Sexual abuse

Unplanned pregnancy


	High risk pregnancy

Giving birth to a female baby

Being unmarried

Lack of support from the intimate partner

Intimate partner violence 

Inter-personal issues with in-laws

Insufficient emotional and practical support 

Not breastfeeding 

Previous history of mental health problem
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