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Summary. A group of 80 women suffering from a severe
psychiatric post-partum disorder and hospitalized for the first
time in their lives was followed up between 4 and 35 years
later. Besides the further evolution of psychic health of the pa-
tients, the occurrence of endogenous (i.e., functional) psy-
choses in first degree relatives was investigated. A global mor-
bidity risk for endogenous psychoses of 10.9% was found, af-
fective psychosis accounting for two-thirds of secondary cases.
Subdivision of the sample according to the criterion of ab-
sence or presence of further psychotic episodes unrelated to
childbirth revealed that first degree relatives of patients with
exclusively puerperal decompensations had a low morbidity
risk of 2.0%, but relatives of patients with later nonpuerperal
episodes of illness one of 15.2%, the difference being statisti-
cally significant (P < 0.002). This suggests that severe psych-
iatric disorders occurring exclusively in the post-partum period
are nosologically distinct from those followed by nonpuer-
peral psychotic episodes of illness. Only the latter seem to be
related to the traditionally recognized subgroups of endogen-
ous psychoses.
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Introduction

Post-partum disorders are defined by their temporal relation
to childbirth. The severe manifestations among them include
endogenous (i.e., functional) and organic psychoses as well as
pronounced forms of “atypical” depressions (Pitt 1968), from
which 10% of women suffer in the puerperium. Although pre-
sumably nonpsychotic conditions are included, the terms
“post-partum psychosis” and “puerperal psychosis” are fre-
quently used synonymously with “severe psychiatric post-par-
tum disorders”. This broad definition is also applied here. At
present, there is little possibility for their appropriate use in
the strict sense. Due to the difficulty of separating individual
cases of depression into endogenous and nonendogenous,
pure representative samples of post-partum psychoses cannot
be established.

There is an obvious association between parturition and
severe psychiatric disorders. Kendell et al. (1981) observed a
16-fold increase in the incidence of endogenous psychoses in
the 3 months following childbirth in comparison with the aver-
age of the 2 preceding years. Other investigators have ob-
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tained similar results (Pugh et al. 1963; Paffenbarger 1964).
The connection between parturition and psychosis is little
understood. It has been speculated that in women with post-
partum psychoses abnormalities in the hormonal changes of
this particular period occur and that the psychic disorder rep-
resents some kind of endocrine psychosis, however no endo-
crine pathology has so far been identified. Post-partum psy-
choses are very rarely associated with severe physical illness.
For this reason, a significant contribution of organic factors to
the etiology can be ruled out in the great majority of cases.
Furthermore, there is no empirical evidence that women who
develop post-partum psychoses have been exposed to extreme
stress during pregnancy or the puerperium, which argues
against a primarily psychogenic origin. Some well-known facts
show a relation of post-partum psychoses to the traditionally
recognized subgroups of endogenous psychoses. (The post-
partum psychoses themselves are to be considered as endo-
genous psychoses because of the absence of organic etiology.)
A considerable percentage of women suffer from psychotic
episodes unrelated to childbirth in later life (Arentsen 1968;
Protheroe 1969; Schopf et al. 1984); some of them had
psychotic decompensations before the post-partum episode of
illness (Bratfos and Haug 1966; Reich and Winokur 1970);
and the proportion of patients with a positive family history of
endogenous psychosis is higher than that found in the general
population (see below). There has been much controversy
about the question as to the proportion of post-partum psych-
oses which should be considered as schizophrenia or affective
psychosis. It is established today that affective psychosis and
probably also schizoaffective psychosis is prone to puerperal
decompensations, whereas schizophrenia rather rarely begins
or is thereby exacerbated (for a discussion of the literature,
see Schopf et al. 1984).

Although post-partum psychoses are not considered as a
separate disease according to the International Classification
of Diseases (ICD), this possibility has not been ruled out
(Brockington et al. 1981). The “standard stress” of childbirth
might provoke a decompensation in some types of psychosis
but not in others. Due to our lack of knowledge of the mecha-
nisms involved, there is at present no means of identifying
with certainty disease entities within the endogenous psy-
choses. However, descriptive criteria can serve as an aid. In
fact, some features of post-partum psychoses suggest that
there are nosological differences to psychoses without puer-
peral onset. Post-partum psychoses often begin abruptly, an
unusual proportion of patients show elements of confusion
and, most importantly, the prognosis is definitely better than



one would expect according to our knowledge of the course of
endogenous psychoses in general. In the three follow-up
studies of post-partum psychoses with a catamnestic obser-
vation period of up to two decades or longer (Arentsen 1968;
Protheroe 1969; Schopf et al. 1984), the proportion of women
with a single remitting episode in life was 54%, 53%, and 33%
respectively. In comparison, Angst (1980), in a long-term
catamnestic investigation of patients with unipolar endogen-
ous depression, bipolar manic depressive psychosis and
schizoaffective psychosis, found 15%, 0%, and 3% respec-
tively. For schizophrenia, Huber et al. (1979), although con-
firming that the disorder has a more favorable long-term
course than thus far believed (Ciompi and Miiller 1976) ob-
served that only 22% of patients had a single episode of illness
not leading to chronicity and followed by permanent remis-
sion. The differences found on the course of illness between
post-partum psychoses and endogenous psychoses in general
can only be explained to a small extent by the somewhat
longer observation time in the last mentioned studies.

Among the patients suffering from post-partum psychosis
and later manifesting psychotic relapses, most have episodes
unrelated to childbirth (i.e., nonpuerperal relapses), and if
they have further children a considerable number have
episodes related to childbirth (i.e., puerperal relapses). Prob-
ably very few women have only puerperal but no nonpuer-
peral relapses (Arentsen 1968; Schopf et al. 1984).

Family heredity studies remain one of the best methods for
clarifying the nosological affiliation of subgroups of endogen-
ous psychoses. Very few genetic studies have been performed
on post-partum psychoses. Thuwe (1974) has reviewed the
older literature. None of the 8 studies cited fulfilled the mini-
mal criteria for defining the percentage of patients with a posi-
tive family history of psychosis. “Positive heredity” was found
in 36%-65%; however, in 7 studies psychiatric disorders other
than psychoses were included; in 3 of them it was not specified
whether only first degree or also second degree relatives were
taken into account, and in 4 investigations psychoses of preg-
nancy and post-partum were not separated. More recent stud-
ies have confirmed the genetic relation of post-partum psy-
choses to the traditionally recognized subgroups of endogen-
ous psychoses. Protheroe (1969) divided a group of patients
with post-partum psychosis into puerperal affective disorders
and puerperal schizophrenia. He considered the morbidity
risks obtained for the first degree relatives of the two groups
as identical with the ones indicated in the literature for affec-
tive psychosis and schizophrenia in general. Whalley et al.
(1982) obtained comparable results in a group of women with
puerperal affective psychosis. On the other hand, Kadrmas et
al. (1979) found for manics with puerperal onset a notable
trend towards having fewer affectively ill relatives than non-
puerperal controls.

The present study of 80 women was performed in order to
further investigate the genetic relation of post-partum psych-
oses to the traditionally recognized subgroups of endogenous
psychoses. Heredity of psychosis was studied in the sample as
a whole and in subgroups established according to three dif-
ferent procedures. According to the authors’ knowledge, it is
the first genetic investigation in a diagnostically unselected
sample of patients with post-partum psychosis in which the
distinction between affective psychosis (unipolar and bipolar),
schizoaffective psychosis and schizophrenia has been made.
The study also includes a separate evaluation of the subgroup
of patients with exclusively puerperal decompensations. As in
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the investigation of Whalley et al. (1982), operationalized
diagnostic criteria were used and, as in the study of Protheroe
(1969), the psychopathology of the index episode and that of
relapses was taken into account for diagnostic classification.
Results on long-term evolution of psychic health in an initial
group of 57 patients in this combined catamnestic and genetic
investigation have already been published (Schopf et al.
1984).

Method

All women admitted to the Psychiatric University Clinic of
Prilly-Lausanne for a post-partum disorder from 1949-1980
were eligible. Patients were included if the post-partum dis-
order was the first episode of illness requiring psychiatric hos-
pitalisation, the beginning of the illness occurred in the first
3 months after confinement, the patient did not suffer from
organic brain disease, and intelligence was not markedly sub-
normal (corresponding to an IQ of 70 or less). The first part of
the investigation (women hospitalised 1958-1977, n = 57) was
performed in 1982 and the second part (women hospitalised
1949-1957, 1978-1980, n = 23) in 1984. This means that the
catamnestic observation time was between 4 and 35 years. In-
formation about further psychopathology of the patient and
mental diseases in first degree relatives was sought. In the
majority of women in the first group this was done by a per-
sonal interview. In the second group, the neccessary informa-
tion was obtained in most cases by telephone and only when
essential points could not be clarified in this way was a per-
sonal interview held. This simplification of the follow-up in-
vestigation was made since it had been seen that, in general,
patients gave equivalent information by telephone or personal
visit. For patients who were still being treated for psychic dis-
orders, the treating physician—in most cases a psychiatrist—
was included in the evaluation. Whenever necessary, addi-
tional information was gained from the husband or relatives.
All obtainable case records from out-patient services and
psychiatric hospitals were consulted. In the few cases in which
the treating psychiatrist raised objections to a personal inter-
view, information was given by this colleague, the general
practitioner, and relatives. For patients who had died or who
were unreachable, we condacted the husband, relatives, and
former treating physicians.

Concerning the screening for mental disturbances in first
degree relatives, the patients or the principal informant was
asked about psychic peculiarities of members of her family of
origin (parents and siblings). When necessary, more than one
informant was contacted. If there was a suspicion of the occur-
rence of an endogenous psychosis, the case was further inves-
tigated. The same sources of information as for the patients
were used.

Diagnostic classification was based on operationalized
criteria. These were derived from the Research Diagnostic
Criteria (RDC) (Spitzer et al. 1978), which were suitably
modified to bring them into line with Bleuler’s concept of en-
dogenous psychoses. Only psychotic disorders were taken into
consideration. The diagnostic criteria are described in more
detail elsewhere (Schopf et al. 1984). The established system
permits diagnoses of episodes of illness and long-term diag-
noses to be made in an independent manner. For episodes of
illness, five categories were defined: depression, mania, de-
pression with schizophrenic symptoms, mania with schizo-
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phrenic symptoms and nonaffective psychotic episode. For the
latter category, the term “schizophrenic episode” was not
used in order to avoid confusion with schizophrenia as a long-
term diagnosis. The four long-term diagnoses were: affective
psychosis with the subgroups of unipolar endogenous depres-
sion and bipolar manic depressive disease, schizoaffective
psychosis and schizophrenia. The category of schizoaffective
psychosis was included due to the uncertainty on how to clas-
sify the cases with mixed affective and schizophrenic symp-
toms. For these cases in particular, in which the symptomato-
logy can be purely affective for one episode of illness and
schizophrenic with or without affective symptoms for another
(Angst et al. 1979), the separation of diagnoses for episodes of
illness and long-term diagnoses is of importance. Patients re-
ceived a long-term diagnosis only if they had nonpuerperal re-
lapses. The diagnosis of affective psychosis was applied if the
patient had never had schizophrenic symptoms (except the
post-partum episode—see below). Patients in whom schizo-
phrenic symptoms occurred in one or more episodes of illness
and who showed a marked affective symptomatology in long-
term evolution as well as a certain periodicity or—in cases
with one episode—a tendency to remission, the diagnosis of
schizoaffective psychosis was used. If in long-term evolution
schizophrenic symptoms without affective syndrome domi-
nated, then the case was classified as schizophrenic. Another
principle of diagnostic classification was the establishing of
long-term diagnosis under exclusion of the puerperal episode
of illness. This seems justified since the post-partum episode
in some cases had unique clinical characteristics which were
never observed at the time of nonpuerperal relapses (Schopf
et al. 1984). There were patients who envinced a depressive or
manic syndrome with mood incongruent delusions or halluci-
nations during the puerperal episode or who had a nonaffec-
tive psychotic episode and presented later only decompensa-
tions of a purely affective type. It was considered that such
women should be diagnosed as suffering from affective psy-
chosis. If these patients did, in fact, suffer from schizoaffective
psychosis, they would probably have had schizophrenic symp-
toms outside the puerperium.

To determine the age-corrected total and morbidity risk
figures for first degree relatives, the methods of Strémgren
(1935) and Slater (1938) were used:

n secondary cases
age-corrected total

P (morbidity risk in %) = % 100.

The standard error was calculated according to the for-
mula:

_ p(100 - p)
n

E

The j* method was used in comparing the difference be-
tween frequencies of groups.

A total of 87 women fulfilled the inclusion criteria. They
represented roughly two-thirds of all admissions for post-par-
tum disorders between 1949-1980. For the patients admitted
between 1958 and 1977, it was calculated that 1.1%. of the con-
finements in the sector of Lausanne were followed by an ad-
mission to the psychiatric hospital, and approximately the
same incidence can be assumed for the other time periods of
the investigation. Among the 87 patients, 7 had to be exclud-
ed. In 5 cases, the present address could not be found, 1 de-
ceased patient had no relative who could be contacted, and

another patient—probably a schizophrenic—gave such vague
and contradictory answers during the interview that no usable
information resulted. The final sample therefore consisted of
80 patients, that is 92% of the original group. Of the 80
women 10 had died, 8 of them by suicide, and for all of them
detailed information on the evolution of their psychic health
was obtained. Among the remaining 70 patients, 34 were
interviewed personally, 32 by telephone, and 4 patients were
not contacted personally.

The average age of the 80 patients was 27 years (range 19—
40), all but 1 were married at the time of confinement, 69%
were primiparous, and the onset of illness had occurred within
the first 2 weeks following childbirth in 64%. Two women
(2%) had severe physical complications in the puerperium,
but only in one case there was definite CNS involvement.
Eight patients (10%) had already presented former psychotic
episodes which, however, were of moderate severity and did
not lead to hospitalisation. For the frequency of diagnoses
(post-partum episode of illness, long-term evolution) see
Tables 3 and 5.

The 80 patients had a total of 368 first degree relatives
(parents and sibs) who had reached the age of risk for en-
dogenous psychoses. Of these relatives 4 could not be in-
cluded in the genetic evaluation. One father was unknown, in
3 others contact had been lost in early childhood and 1 mother
could only be traced up till the age of 47 when the relationship
with the patient broke off. With regard to all other first degree
relatives information was obtained such that a conclusion on
psychic health could be drawn with reasonable certainty.
Apart from the exceptions mentioned, the contacts between
the patient and her family had not been permanently inter-
rupted. These were favored by the fact that, even after
marriage, many patients lived close to their parents and sib-
lings. Furthermore, the occurrence of the psychiatric post-par-
tum disorder seemed to have made psychic health a subject of
discussion in several families. Patients were in general well in-
formed about the psychic troubles of their relatives and vice
versa. In all but 5 relatives finally considered as suffering from
endogenous psychosis, detailed psychiatric case records were
included in the diagnostic evaluation.

Results

Among the 364 first degree relatives of the 80 patients, 32
cases of endogenous psychosis were found. Affective psy-
chosis dominated in frequency (21 cases, 14 unipolar depres-
sive, 7 bipolar), followed by schizophrenia (6 cases) and
schizoaffective psychosis (5 cases). A positive family history of
endogenous psychosis was found in 22 (27.5%) patients. The
global morbidity risk for endogenous psychoses in first degree
relatives was 10.9%, as indicated in Table 1. It is somewhat
higher in female relatives than in males and in siblings than in
parents, however the differences were not statistically signifi-
cant. Table 2 shows the morbidity risks in relatives for affec-
tive psychosis, schizoaffective psychosis and schizophrenia.
In Tables 3 to 5, patients are categorised in various sub-
groups using three different procedures. Due to the small size
of the groups, calculations have been limited to the global
morbidity risk for endogenous psychoses. Table 3 shows the
morbidity risk in first degree relatives of patients classified
according to the diagnosis of the post-partum episode of ill-
ness. Patients with mania and mania with schizophrenic symp-



Table 1. Empirical global morbidity risk for endogenous psychoses in
first degree relatives of women with severe psychiatric post-partum
disorders
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Table 3. Empirical global morbidity risk for endogenous psychoses
in women with severe psychiatric post-partum disorders classified
according to the diagnosis of the index episode

Number Age- Secondary Morbidity Number Age- Secondary Morbidity

corrected cases risk corrected  cases risk

total (%) total (%)
All first degree relatives 364 292 32 10919 Depression (n = 34) 179 132 19 144 +£3.1
Parents 156 146 12 8.2+23 Mania, mania with 56 40 6 149+ 5.6
Siblings 208 146 20 13.7+2.8 schizophrenic
Fathers and brothers 171 140 13 93+25  symptoms(n=15)
Mothers and sisters 193 153 19 124227 Depression with 52 49 7 144 £5.0

Table 2. Empirical morbidity risk for affective psychosis, schizoaffec-
tive psychosis and schizophrenia in first degree relatives of women
with severe psychiatric post-partum disorders

Secondary  Morbidity risk
cases (%)
Affective psychosis 21 72%+15
~ unipolar depression 14 48+13
— bipolar manic depressive psychosis 7 24+09
Schizoaffective psychosis 5 1.7+£0.8
Schizophrenia 6 20+£08

toms have been placed together. Interestingly, not a single
affected relative of patients with a nonaffective psychotic
episode was found, whereas the morbidity risk in the other
diagnostic subgroups was between 14.4% and 14.9%, the dif-
ference from each of them being statistically significant at the
1% level. In Table 4 classification was performed according to
the long-term diagnosis in patients with nonpuerperal re-
lapses. The cases without nonpuerperal relapses were as-
signed to the category to which the symptomatology of the
post-partum episode corresponded, for example mania to af-
fective psychosis and nonaffective psychotic episode to schizo-
phrenia. In Table 4, a traditional psychiatric classification has
been made. The morbidity risk in relatives of patients with
affective and schizoaffective psychosis (according to this par-
ticular definition) was 13.3% and 16.0% respectively but only
3.4% in relatives of schizophrenics. The difference between
the latter group and each of the former ones is statistically sig-
nificant (P < 0.05). In Table 5, two classifications have been
made consecutively. First, patients were classified according
to the criterion of absence or presence of nonpuerperal re-
lapses. In this way a possible relation between a favorable
long-term course and heredity particulars was investigated.
Note that for almost all patients without nonpuerperal relapse
the post-partum episode was the only decompensation in life;
only 1 woman had two puerperal but no nonpuerperal epi-
sodes of illness. In the 30 patients without nonpuerperal re-
lapse, there was only 1 with a positive family history of
psychosis (she had 2 affected relatives), in comparison with 21
out of 50 in patients with nonpuerperal relapses. The morbid-
ity risk of 2.0% in first degree relatives in the former group
was close to that of the general population, whereas it was
15.2% in the latter group. This difference is statistically signif-
icant at the 0.2% level. The second classification performed in
Table 5 consists of a subdivision of patients with nonpuerperal
relapses into the three traditionally recognized subgroups of
endogenous psychoses. A high morbidity risk of 18.3% and

schizophrenic

symptoms (n = 13)

Nonaffective psychotic 77 72 0 0
episode (n = 18)

Table 4. Empirical global morbidity risk for endogenous psychoses in
first degree relatives of women with severe psychiatric post-partum
disorders classified according to the long-term diagnosis (in patients
with nonpuerperal relapses) and the diagnosis of the index episode
(in patients without nonpuerperal relapse)

Number Age- Secondary Morbidity

corrected cases risk

total (%)
“Affective psychosis™ 186 128 17 13.3 £3.0
{n=138)
“Schizoaffective 82 75 12 16.0 £ 4.2
psychosis™® (n = 20)
“Schizophrenia™? 96 89 3 34+19
(n=22)

* Note that the diagnostic categories established in this Table do not
correspond to the definitions of diagnoses in this study in general

18.9% was found in relatives of patients with the long-term
diagnosis of affective and schizoaffective psychosis respec-
tively, whereas it was rather low in the family members of
schizophrenics (5.8%). None of the differences is statistically
significant.

Among the 18 patients with the diagnosis of a nonaffective
psychotic decompensation at the post-partum episode (Table
3) and the 30 patients without nonpuerperal relapse (Table 5)
there were 11 who fulfilled both criteria negatively related to
heredity of psychosis. The morbidity risk for the relatives of
the 7 women suffering from a puerperal nonaffective psycho-
tic episode and presenting later on nonpuerperal relapses, i.e.
of those fulfilling only the first criterion, was no longer statisti-
cally significantly different from that of the individual diag-
nostic subgroups indicated in Table 3. However, such a differ-
ence exists if the three subgroups are put together (P < 0.05).
The morbidity risk for relatives of the 19 patients fulfilling
only the second criterion, i.e. no puerperal relapse, was signif-
icantly lower (P < 0.05) than that in the group of patients with
nonpuerperal relapses. The group differences in heredity indi-
cated in Table 4 are not further analyzed since they can be
explained by the results of Tables 3 and 5.

In Table 6, the absolute frequency of affective psychosis,
schizoaffective psychosis and schizophrenia in first degree
relatives of patients with nonpuerperal relapses classified in
the traditionally recognized subgroups of endogenous psy-
choses with puerperal onset is indicated. Patients with affec-
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Table 5. Empirical global morbidity risk for endogenous psychoses in women with severe psychiatric post-partum disorders classified according

to long-term evolution

Number  Age- Secondary Morbidity Number  Age- Secondary Morbidity
corrected  cases risk corrected  cases risk
total (%) total (%)
Patients with non- 252 197 30 152+2.6 Affective psychosis 128 82 15 183143
pueral relapses (n=123)
(n =50)
Schizoaffective 70 63 12 189 +49
psychosis (n = 16)
Schizophrenia 54 52 3 58+32
(n=11)
Patients without non- 112 95 2 2014
pueral relapses
(n=30)

Table 6. Absolute frequency of affective psychosis, schizoaffective
psychosis and schizophrenia in first degree relatives of women with
severe psychiatric post-partum disorders classified according to long-
term evolution

First degree relatives with

Affective Schizo-  Schizo-
psychosis affective phrenia
psychosis
Long-term diagnosis of:
Affective psychosis (n = 23) 11 2 2
Schizoaffective psychosis (n = 16) 8 2 2
Schizophrenia (n = 11) 1 1 1
Without nonpuerperal relapse,
pure depression for the puerperal 1 — 1

episode of illness (n = 14)

Without nonpuerperal relapse,

other diagnoses for the puerperal — — —
episode of illness (n = 16)

tive and schizoaffective psychosis mainly had relatives suffer-
ing from affective psychosis. Affected relatives suffering from
schizoaffective psychosis or schizophrenia were evenly dis-
tributed over the three diagnostic categories. Homotypical
morbidity, i.e., the occurrence of the same type of psychosis
in a given family, was found in only 8 of the 21 families with a
positive heredity of psychosis.

Some important questions with regard to the distribution
of diagnoses in affected relatives could not be evaluated due
to the small size of the groups. This particularly concerns the
ratio of unipolar depressives to bipolars in different diagnostic
subgroups.

Among the 16 female relatives who had had children and
been affected by psychosis, 6 (40%) had themselves presented
a psychotic post-partum illness.

Discussion

The present investigation reveals remarkable differences in
the morbidity risk for endogenous psychoses in subgroups es-
tablished according to the diagnosis of the post-partum
episode and the nonpuerperal course of illness. Table 3 sug-

gests a negative relation between a puerperal nonaffective
psychotic episode and heredity of endogenous psychoses.
There remains a statistically significant difference when the
small subgroup of patients with this diagnosis who had non-
puerperal relapses is compared to the total of patients with a
post-partum diagnosis other than a nonaffective psychotic
episodes. One might argue that patients with such a kind
of psychopathology are to be considered as suffering from
schizophrenia, and schizophrenia is generally known to be as-
sociated with a lower morbidity risk for endogenous psychoses
than affective disorders, but it is unlikely that this is the only
reason for the complete absence of secondary cases in this
diagnostic group. It seems difficult to find any explanation of
the absence of affected relatives other than the presence of the
second criterion related to negative heredity in 11 of these 18
patients. A long-term course of illness characterized by the
absence of nonpuerperal relapses has been found here to be
strongly related to a low heredity of endogenous psychoses
(Table 5), and the relation remains present after exclusion of
patients fulfilling the just mentioned criterion of a puerperal
nonaffective psychotic episode. Most patients without non-
puerperal relapses have—since cases with two or more puer-
peral decompensation are rare—just one espisode of illness in
life, which is a much more favorable course of illness than the
one of endogenous psychoses in general.

The fact that the division of severe psychiatric post-partum
disorders into a group with nonpuerperal relapses and one
without is supported by findings on the heredity of endogen-
ous psychoses in first degree relatives suggests that they repre-
sent different disease entities. One part of severe psychiatric
post-partum disorders appears to consist of the traditionally
recognized subgroups of endogenous psychoses, i.e., affective
psychosis, schizoaffective psychosis and schizophrenia with
puerperal onset, and the other part of “pure” post-partum dis-
orders, i.e., those with exclusively puerperal decompensa-
tions. Little can be said at present about the etiological factors
involved. Concerning the subgroup of “pure” severe post-par-
tum depressions, most of them can probably be considered as
belonging to the “atypical” post-partum depressions, which
presumably have a biologic origin (Pitt 1968); it is difficult to
decide on the basis of case records to what extent stressful life
events or neurotic mechanisms have contributed to the occur-
rence of the disorder in these cases.

The diagnostic subgroups in the patients with nonpuer-
peral relapses were relatively small so that conclusions about



heredity can be drawn only with certain restrictions. In first
degree relatives of women suffering from affective psychosis
with puerperal onset, the morbidity risk of 18.3% was slightly
higher than the one indicated in genetic investigations on
affective psychosis in general, using the traditional diagnostic
criteria of European psychiatry. Perris (1966) found 12.7%
and 15.4% affected relatives for unipolar endogenous depres-
sion and bipolar manic depressive psychosis respectively, and
Scharfetter and Niisperli (1980) 15.8% and 12.9%. The stud-
ies mentioned were performed on patients of all age groups.
All the patients with puerperal onset of affective psychosis
studied here were 40 years or younger at the time of the index
episode, i.e., they were early onset cases. Since early onset of
affective psychosis has been found to be associated with a defi-
nitely higher morbidity risk in first degree relatives than late
onset (Gershon et al. 1976; Baron et al. 1981), the above com-
parison values should probably be increased by about 25% to
obtain the control value for affective psychosis with early
onset in general. After this correction, morbidity risks are
very close to the present sample of affective psychosis with
puerperal onset. For first degree relatives of patients with
schizoaffective psychosis, Angst et al. (1979) found a morbid-
ity risk of endogenous psychoses of 14.8% and Scharfetter and
Niisperli (1980) one of 25.7%, the value of 18.9% found here
being in between. A low morbidity risk of 5.8% has been
found in the present study for relatives of women suffering
from schizophrenia with puerperal onset. The interpretation is
difficult, again due to the small size of the group.

The finding that for the total group of 80 patients the
majority of affected relatives had affective psychosis and only
a few schizophrenia or schizoaffective psychosis corresponds
to that anticipated in a sample of psychotic patients with this
diagnostic distribution. It is well-known that in families of
patients with affective psychosis, mainly affective psychosis is
found. Also concerning schizoaffective psychosis, affective
psychosis is the most frequent diagnosis in psychotically ill
relatives (Angst et al. 1979). The relative rarity of homotypi-
cal morbidity in the total group of patients investigated here
can be explained partially by the considerable proportion of
index cases with schizoaffective psychosis.

A possible way of investigating whether the three endo-
genous psychoses with puerperal onset are different diseases
from the corresponding psychoses without puerperal onset is
to determine the proportion of female first degree relatives in
this sample who had a severe post-partum decompensation,
among all female relatives having given birth to children and
being affected by a psychosis. In this investigation, 40% of
affected female relatives with children had also had a post-
partum decompensation. For comparison, Bratfos and Haug
(1966) found 31% for affective psychosis and Reich and
Winokur (1970) 40% for bipolar manic depressive psychosis
including some cases of schizoaffective psychosis according to
our definition. This lack of difference is an important argu-
ment against the assumption that affective and schizoaffective
psychosis with puerperal onset are different entities from
psychoses with nonpuerperal onset. It is also- noteworthy that
comparison of the course of illness did not reveal any differ-
ences (Schopf et al. 1984).

The morbidity risks for first degree relatives in the diag-
nostic subgroups of this investigation cannot be compared
directly with those obtained by Protheroe (1969), since differ-
ent classifications were used. Furthermore, Protheroe did not
specify the diagnostic criteria. He classified 71% of patients as
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suffering from puerperal affective psychosis and 29% from
puerperal schizophrenia. The morbidity risks for first degree
relatives were 6.7% and 9.3% when certain cases were in-
cluded and 11.7% and 10.4% when certain as well as uncer-
tain cases were included. Protheroe thought that the morbid-
ity risks obtained were not different from those of patients’
relatives with nonpuerperal endogenous psychoses. Neverthe-
less, they were definitely low in the group of puerperal affec-
tive psychosis, particularly if one takes into account the effect
of early onset on morbidity risk, which Protheroe did not.
Generally, Protheroe’s results correspond well to the rather
low morbidity risk obtained for the total sample investigated
here. Whalley et al. (1982) found a 25.6% morbidity risk in
the first degree relatives of women with puerperal affective
disorder. The authors used the diagnostic criteria of Feighner
which do not distinguish endogenous from nonendogenous
depression and include many of the latter. For this reason,
their results are not comparable with those of the present in-
vestigation. Morbidity risks in Whalley’s study were identical
in patients’ relatives and the relatives of the controls, i.e., of
women with affective psychosis not of puerperal onset, con-
trols however were significantly older at the first episode of ill-
ness. Kadrmas et al. (1979) found a low proportion of patients
with a positive family history of psychosis in women with post-
partum mania; in addition, post-partum manics had fewer
nonpuerperal relapses than controls. These results agree with
ours indicating that for post-partum psychoses as a whole
some patients have a course of illness identical with that of
endogenous psychoses without nonpuerperal onset together
with the usual heredity loading, whereas others have no non-
puerperal episode of illness and a negative family history of
psychosis. We assume that the results obtained by Kadrmas et
al. (1979) are at least partially due to the presence of this last
mentioned group.

In this study first degree relatives have not been systemati-
cally personally interviewed contrary to many genetic investi-
gations. This procedure might have led to a loss of information
and some secondary cases of psychosis might not have been
identified, although are not probably in a significant number.
The information collection conditions were, on the whole,
favorable. Furthermore, the morbidity risks in certain sub-
groups are rather high so that no lack of knowledge of affected
relatives is to be suspected, and no evidence points to the pos-
sibility that the difference in heredity in the two groups estab-
lished according to the nonpuerperal course of illness is any-
thing but the expression of a methodological artifact, i.e., that
just the patients with “pure” post-partum disorders—during
hospitalisation and at the catamnestic interview—consistently
hid important facts on the psychic health of their family of ori-
gin or were not so well informed on their relatives as patients
with nonpuerperal relapses.

Another point that might be criticized is, perhaps, the
choice of the 3-month span following confinement to define
the post-partum period. Brockington et al. (1982) think that
only those decompensations which begin within 2 or 3 weeks
after confinement can be considered as true post-partum

‘psychoses. According to the authors, the strongly increased

incidence of psychoses is essentially limited to this period.
On the other hand, the epidemiological investigation of Paf-
fenberger (1964) on parapartum disorders shows that the inci-
dence of psychoses tends to be elevated for several months
after confinement. Also Dean and Kendell (1981) analyzing
the sample for which Kendell et al. (1981) observed a 16-fold
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increase in the incidence of psychoses in the 3 months follow-
ing childbirth in comparison with corresponding periods in the
2 years before, found that a considerable minority of decom-
pensations occurred later than 2 weeks after confinement. De-
pressions in particular were evenly distributed in time. For
these reasons, it seemed appropriate to choose a longer time
criterion. The finding of Kendell et al. (1981) on the increased
incidence of psychoses says in other words that the proportion
of “contaminating” cases, i.e., psychoses which begin in the
post-partum period without having in fact a causal relation to
it, can be considered, for the 3 months following confinement,
as not more than one-sixteenth of all decompensations.
Nevertheless, the 2-week criterion might be suitable for iden-
tifying particular subgroups of post-partum disorders.

How should a patient who suffers from a severe psychiatric
post-partum disorder be diagnostically classified, taking into
account the results of the present study? If she has already had
psychotic episodes unrelated to childbirth, then—with the
very few exceptions of a definitely different etiology—she
should be considered as having a new episode of the corre-
sponding psychosis. The situation is more difficult if the
episode is the first decompensation for the patient. No criteria
can be offered to distinguish safely the three traditionally rec-
ognized endogenous psychoses with puerperal onset from
“pure” puerperal disorders on the occasion of the post-partum
episode. A pragmatical solution based on observations made in
the present study is proposed. Almost all “pure” post-partum
disorders other than depression started within 2 weeks after
confinement and virtually all within 4 weeks. For post-partum
depression, no such time limit can be given. If a patient has a
first major psychic decompensation other than depression
within 4 weeks after confinement or a severe depression
within 3 months, then she should provisionally be considered
as suffering from a “pure” post-partum disorder, and only if
nonpuerperal episodes of illness occur, should be diagnosis of
one of the traditionally recognized subgroups of endogenous
psychoses be applied. These considerations with regard to the
division of endogenous psychoses have few consequences for
determining diagnoses according to the 9th version of the
ICD. It classifies all episodes of illness—except those with
organic etiology—under Categories 295 and 296. For post-
partum depressions, a diagnosis other than psychosis can be
applied.
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