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P
ostpartum psychosis is a psychiatric emer-
gency that can endanger the life of the 
mother and the newborn child if untreated. 

About 1 to 2 mothers in 1,000 experiences 
postpartum psychosis after delivery.1 This rate 
is much higher among women with an es-
tablished diagnosis of bipolar disorder before  
pregnancy.1 

Expedient recognition, diagnosis, and refer-
ral to a high-level psychiatric facility (usually a 
locked inpatient unit) are critical for ensuring 
the safety of mother and infant. A diligent med-
ical workup followed by thorough education 
for the patient and family are important steps in 
caring for patients with postpartum psychosis. 
Close mental health follow-up, pharmacologic 
interventions, informed decision making re-
garding breastfeeding, and preserving the sleep-
wake cycle are critical for stabilization.2 

The authors present the case of a patient ad-
mitted to VA Central California Health Care 
System (VACCHCS) with postpartum psycho-
sis and a discussion on existing research on the 
prevalence of postpartum psychosis, relevant 
risk factors, the association with bipolar disor-
der, and treatment strategies.

CASE PRESENTATION
A 31-year-old active-duty female with no his-
tory of mental illness was admitted to the psy-
chiatric unit because new-onset disorganized 
behavior was preventing her from functioning 
at her workplace. Two weeks after giving birth 
to her second child, the patient began exhibit-

ing an uncharacteristic, debilitating labile mood 
and disorganized behavior. Her supervisors 
required her to present for medical attention 
about 3 months after the birth of her child. She 
was transferred to VACCHCS for higher level 
medical care on military orders. The patient’s 
husband initially attributed these psychiatric 
symptoms to vocational stress and taking care 
of 2 young children. He observed the patient 
exhibiting tearfulness about her job, which 
quickly alternated with euphoric episodes of 
singing and dancing at inappropriate times, 
such as when the children had quieted down 
and were being prepared to go to bed.

At the initial psychiatric evaluation after 
transfer to VACCHCS, the patient appeared 
well-kept and slightly overweight. In general 
her appearance was unremarkable. Through-
out the examination she sang both subtly and 
loudly and at times was confrontational and 
irritable. 

She related oddly and often was guarded and 
difficult to engage; she sang and played with 
her blanket in a childlike way. She smiled and 
laughed inappropriately, mumbled incoher-
ently to herself, scanned the room suspiciously, 
and often made intense eye contact. Her affect 
was labile, both tearful and euphoric at several 
points in the examination. Her thought pro-
cess was tangential, illogical, grandiose, difficult 
to redirect, and with loose associations. Her 
thought content consisted of delusions (“I’ve 
got the devil on my back”) and grandiosity 
(“I am everyone, I am you…the president, the 
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mayor”), and she often stated that she planned 
to become a singer or performer. 

The patient claimed she was neither suicidal 
nor had thoughts of infanticide. She reported 
having no visual and auditory hallucinations 
but often seemed to be responding to internal 
stimuli: She mumbled to herself and looked 
intensely at parts of the room. Cognitively, the 
patient was fully intact to recent and remote 
events but displayed a poor attention span. She 
did not exhibit any motor abnormalities, such 
as tremor, rigidity, weakness, sensory loss, or 
abnormal gait.

The patient’s workup included full chem-
istry, complete blood count, thyroid- 
stimulating hormone, antithyroid antibod-
ies, calcium, rapid plasma reagin to rule out 
syphilis, toxicology, folate, vitamin B12, and vi-
tamin D. All laboratory results were negative or 
within normal limits, although the urine drug 
screen was positive for cannabis. The patient’s 
husband noted that his wife never used can-
nabis except the weekend before her admission, 
when she impulsively went dancing, which was 
out of character for her. Her psychotic symp-
toms had been present weeks before the can-
nabis use; therefore, the her symptoms could 
not be attributed to a substance-induced psy-
chotic disorder. A test for synthetic cannabis 
derivatives was negative. Newer synthetic 
compounds can cause more severe substance-
induced psychotic symptoms than those of  
cannabis.3 

The patient was diagnosed with postpartum 
psychosis and was started on the oral antipsy-
chotic olanzapine 10 mg at bedtime. Additional 
doses were administered to control ongoing 
symptoms, which included a disorganized 
thought process; loose associations; euphoria; 
grandiosity; delusional content, such as “You 
are just a tool in place to help me;” reports of 
feeling as though she were in “outer space, out-
side in the galaxy;” decreased need for sleep; 
and irritability. The patient spent an entire in-
terview with her eyes closed, stating that she 
could “hear” better because she was overstimu-
lated if her eyes were open. She also described 
olfactory hallucinations of “strong perfume,” 
which the 2 providers present could not detect. 

Olanzapine was not well tolerated because 

of sedation and was discontinued in favor of 
risperidone, 2 mg twice daily. Risperidone was 
more effective and better tolerated. Lithium 
was initiated the next day with target dosing at  
300 mg in the morning and 600 mg at night. 
The patient became capable of linear, organized 
discussion and planning but remained euphoric 
with high energy; she exhibited grandiosity 
with frequent singing and dancing through-
out her hospital stay. She often described her 
mood as “good, excellent, exuberant, exciting,” 
perseverating on the way words sounded and 
giggling in a childlike manner. She continued 
to have intrusive dreams of “hell and the devil” 
and that she was killed by gunshot.

The patient was continued on lithium and 
risperidone and transferred to a larger military 
hospital for further inpatient management, re-
specting military orders. Before discharge, a 
family conference was held with the patient and 
her husband to educate them on the impor-
tance of continued treatment, close follow-up, 
regular sleep patterns, and not breastfeeding 
while taking the prescribed medications. Al-
though she was not back to her baseline at the 
time of transfer, the patient had stabilized sig-
nificantly and gained sufficient insight into her 
condition.

DISCUSSION
Postpartum psychosis can present with a pro-
dromal phase consisting of fatigue, insomnia, 
restlessness, tearfulness, and emotional labil-
ity, making early identification difficult. Later, 
florid psychotic symptoms can include suspi-
ciousness, confusion, incoherence, irrational 
statements, obsessive concern about the infant’s 
health, and delusions, including a belief that the 
baby is dead or defective. Some women might 
deny that the birth occurred or feel that they 
are unmarried, virginal, or persecuted.1 More 
concerning symptoms include auditory hallu-
cinations commanding the mother to harm or 
kill the infant and/or herself. Symptoms often 
begin within days to weeks of birth, usually  
2 to 3 weeks after delivery but can occur as long 
as 8 weeks postpartum.1 Several cases of infan-
ticide and suicide have been documented.1 The 
risk of experiencing another psychotic epi-
sode in subsequent pregnancies can be as high 
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as 50%.4-6 Regardless of symptom severity at 
onset, postpartum psychosis is a psychiatric 
emergency and must be treated as such.

Bipolar Disorder and Postpartum  
Psychosis
A close relationship exists between postpartum 
psychosis and development of bipolar disorder. 
A postpartum psychotic episode often is the 
harbinger of bipolar illness.7 About two-thirds 
of women who have an episode of postpartum 
psychosis will experience an underlying affec-
tive disorder within a year of childbirth.1,8 It is 
unclear what triggers the psychotic episode, but 
it has been theorized that major systemic shifts 
in hormone levels or trauma of delivery could 
instigate development of symptoms.1,9 

Risk factors include obstetric complications; 
perinatal infant mortality; previous episodes 
of bipolar disorder, psychosis, or postpartum 
psychosis; family history of bipolar disorder or 
postpartum psychosis; sleep deprivation; in-
creased environmental stress; and lack of part-
ner support.10 The strongest risk factor for 
developing postpartum psychosis is a personal 
or family history of bipolar disorder or a related 
psychotic disorder.11 This risk factor is identi-
fied in about 40% to 50% cases of postpartum 
psychosis.11 

Treatment
Standard treatment for postpartum psychosis 
includes an antipsychotic and often lithium and 
benzodiazepines.1,7,10,11 This treatment approach 
differs slightly from treating a patient with a 
nonpostpartum psychotic illness, who gener-
ally would not receive mood stabilizers, such as 
lithium. Including a mood stabilizer for post-
partum psychosis is warranted because of the 
association between postpartum psychosis and 
bipolar disorder, which is treated with a mood 
stabilizer. 

Prevalence
Postpartum psychosis is identified in 1 to 2 per 
1,000 childbirths. In women who have had an 
earlier episode of postpartum psychosis or have 
a diagnosis of bipolar disorder, the rate is up 
to 100 times higher.1 Kendell and colleagues 
found that psychiatric admissions occurred at 

a rate 7 times higher in the 30 days after birth 
than in the prepregnancy period, suggesting 
that metabolic factors might be involved in 
triggering postpartum psychotic symptoms.12 

An abrupt hormonal loss occurs at childbirth; 
hormones peak 200-fold during gestation and 
decline rapidly within a day after birth.9 De-
spite the severity of symptoms in postpartum 
psychosis, these patients tend to have a better 
prognosis than that of women with psychotic 
episodes not related to pregnancy.4 

Patients with bipolar disorder have the 
highest risk of psychotic episodes during 
the postpartum period, with a study report-
ing 260 episodes of psychosis per deliveries 
among women with bipolar disorder.13 Studies 
such as this suggest that episodes of postpar-
tum psychosis might be a variant or atypical 
presentation of an underlying bipolar disor-
der or a predisposition to developing the disor-
der.14 In a study that compared 58 patients with 
postpartum psychosis with to 52 individuals 
with nonchildbearing-related psychosis, manic 
symptoms were more common among the post-
partum group.15 Family studies have shown that 
the risk of psychiatric illness among first-degree 
relatives of women with postpartum psychosis 
is 10% to 50%, which is higher than in the gen-
eral population.14 

Brockington and colleagues found that pa-
tients with postpartum psychosis had more 
mood lability, distractibility, and confusion than 
those with psychosis unrelated to pregnancy.15 

Patients with postpartum psychosis were more 
likely to have impaired sensorium, bizarre qual-
ity of delusions, and memory loss. Psychosis 
with onset after childbirth included high levels 
of thought disorganization, delusions of refer-
ence, delusions of persecution, and greater lev-
els of homicidal ideation and behavior.16 This 
study also reported symptoms such as visual, 
tactile, and olfactory hallucinations and a pre-
sentation similar to that of delirium. 

Chandra and colleagues found that 53% of 
women with postpartum psychosis had delu-
sions about the infant, including beliefs that 
someone would harm or kill the baby or that 
the baby would be harmed by their breast 
milk.17 Compared with women with bipolar 
disorder, Oostheuizen and colleagues found 
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that women with postpartum psychosis had 
delusions of control, such as feeling under 
the influence of an overpowering force that 
controlled their actions.18 Infanticidal thoughts 
are common among patients with postpartum 
psychosis, and about 4% of women committed 
infanticide.1

Rapid stabilization and treatment are im-
portant because postpartum psychosis is con-
sidered a psychiatric emergency.7 Potential 
consequences of delayed diagnosis and treat-
ment include harm or death of the infant by 
infanticide and death of the mother by suicide. 
A thorough physical examination is important 
to rule out metabolic or neuroendocrine causes 
of psychosis other than postpartum hormonal 
shifts. These could include causes of altered 
mental status: stroke, pulmonary embolism, 
amniotic fluid emboli, Sheehan syndrome, thy-
roid disorders, electrolyte abnormalities, acute 
hemorrhage, sepsis, and substance toxicity or 
withdrawal.10 A complete blood count, full 
chemistry, thyroid function tests, antithyroid 
antibody tests, calcium, vitamin B12

, and folate 
should be measured.7,10 

Initial treatment should include antipsychot-
ics and often mood stabilizers such as lithium. 
Managing insomnia aggressively is also nec-
essary for initial stabilization and to prevent a 
repeat manic episode if the patient develops 
bipolar disorder.2 Many experts argue that sleep 
loss in combination with other risk factors 
might be the final common pathway for de-
velopment of postpartum psychosis in women 
predisposed to this disorder.19,20

Treating insomnia in an outpatient setting 
includes teaching sleep hygiene practices and 
relaxation techniques. Although these methods 
to regulate sleep could be encouraged during 
the emergent inpatient stabilization of a patient 
with postpartum psychosis, pharmacologic ap-
proaches are necessary for acute mania and psy-
chosis. Concern about possible dependence on 
benzodiazepines and other sedating sleep aids 
are valid; however, the benefit of acute stabili-
zation of psychotic symptoms outweighs the 
potential risk of dependence. 

Typically, first-line treatment is an antipsy-
chotic, and second-generation antipsychotics 
generally are preferred over first-generation an-

tipsychotics because of their more benign ad-
verse effect profile.21,22 There are no controlled 
trials that compare antipsychotics with placebo 
or other interventions for postpartum psycho-
sis. Therefore, use of atypical antipsychotics 
is based on randomized trials demonstrating 
efficacy in reducing psychosis in bipolar dis-
order, depression with psychotic features, and 
schizoaffective disorder.23,24 Once the patient 
is treated with an antipsychotic, further use of 
psychotropic medications, such as lithium or 
other mood stabilizers, should be based on the 
patient’s clinical presentation. For example, the 
patient in this case study primarily had manic 
symptoms consistent with bipolar disorder, 
making lithium or another mood stabilizer an 
appropriate choice. 

Bergink and colleagues demonstrated posi-
tive outcomes with a treatment algorithm in-
volving sequential use of benzodiazepines to 
improve sleep, an antipsychotic to decrease 
acute manic symptoms, lithium to stabilize 
mood based on symptoms, and electrocon-
vulsive therapy if other treatments were not 
successful.25 Case studies document that ad-
ministering estrogen led to recovery from 
postpartum psychosis, although patients often 
relapsed when estrogen was stopped.26 Electro-
convulsive therapy has shown promising re-
sults, especially in patients who do not respond 
to antipsychotic medications or lithium.27,28

Antipsychotic and Other Psychotropic 
Medications
Choice of an antipsychotic and other psycho-
tropic medications to treat postpartum psycho-
sis is based on the patient’s breastfeeding status. 
The benefits of treatment should be weighed 
against the risks of a breastfeeding infant’s ex-
posure to the medication. Because postpar-
tum psychosis is a psychiatric emergency, the 
benefits of the medication are considered to 
outweigh any potential adverse effect to the 
breastfeeding infant exposed to the medication. 
Risks of untreated postpartum psychosis to the 
infant include rejection of the infant, poor pa-
rental relationships, suicide, infanticide, long-
term failure to bond with the child, delayed 
infant development, and failure to thrive.29 

Also, many mothers—including the patient in 
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this presentation—decide that the benefits of 
treatment outweigh those of breastfeeding and 
choose to feed their infant with formula. Even 
if the patient chooses to bottle-feed her infant, 
consider administering medications that are 
considered safer for breastfeeding because the 
patient may need to continue the psychotropic 
during later pregnancies to prevent future psy-
chotic episodes.30 All psychotropic medications 
pass into breast milk.29 Studies on the long-term 
effect of these medications on the infant are 
limited, but experts tend to recommend olan-
zapine, quetiapine, and risperidone over aripip-
razole and ziprasidone.21,31-33 

Lithium often is used to treat postpartum 
psychosis. Studies examining risk to the infant 
after long-term exposure to lithium through 
breast milk have not been conducted, but the 
American Academy of Pediatrics discourages its 
use during breastfeeding because of concerns 
about toxicity in the infant.34-36 

Sleep regulation is important to treat bipolar 
disorder and to prevent future episodes.2,20,21 

To ensure safety of the infant and mother be-
fore discharge, family education is imperative 
to establish close follow-up, adequate sleep, and 
reduction of stressors.7,10 Separation from the 
infant might be necessary after discharge, and 
someone should monitor the infant at all times 
until the outpatient mental health provider 
confirms that all psychotic symptoms have 
resolved.7,10 Successful treatment of postpar-
tum psychosis requires close communication 
among the mental health provider, the pediatri-
cian, and the obstetrician or women’s health 
provider.10 Because a close-knit team approach 
after discharge from the acute psychiatric unit 
is necessary, the care of such a patient and her 
child provides an educational opportunity for 
individuals working in integrated care clinics. 

CONCLUSION
Postpartum psychosis is a psychiatric emer-
gency requiring immediate treatment to prevent 
dire outcomes such as suicide or infanticide. 
Treatment considerations include the cost-
benefit analysis of breastfeeding and the 
toxicity of psychotropic medications when 
ingested by the infant via breast milk. A close 
relationship has been demonstrated between 

postpartum psychosis and bipolar disorder.
Preferred treatment regimens include lith-

ium and an antipsychotic. Educate the family 
as a unit about the diagnosis and treatment, 
the importance of adequate sleep for treatment 
and prophylaxis, and the decision on whether 
to discontinue breastfeeding despite its well-
known benefits for mother and infant. Stabi-
lization is a multifaceted process and needs to 
be reinforced with a solid plan for support and 
follow-up appointments. Because of the higher 
risk of relapse, educate patients about prophy-
lactic treatment during subsequent pregnancies 
and monitor for development of bipolar disor-
der in the future.
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