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Abstract 
 

The peripartum is associated with increased incidence of severe mental illness (SMI), a greater occurrence of psychotic symptoms 

and psychiatric admissions. This study aimed to describe the psychiatric, medical and psycho-social risk factors affecting South 

African mothers who experienced peripartum psychosis. Using a prospective, descriptive design, we conducted a detailed interview 

and supplementary information was collected by review of clinical records. The study examined the accounts of forty mothers who 

experienced peripartum psychosis between 6 and 18 months postpartum. Descriptive statistics for demographic and clinical variables 

were completed with SPSS for Windows, version 25. Pregnancies were predominantly unplanned and more than half of participants 

reported prenatal substance use. Medical or psychiatric problems during pregnancy were common and the majority of dyads 

experienced periods of early separation. Socio-demographic factors exacerbated the challenges this group of women at high risk 

face, in providing nurturing care to their infants. Results highlight the need for close follow-up for women with SMI, with particular 

attention to substance screening and psychosocial stressors. Integrated maternal and infant mental health services are recommended. 

(Afr J Reprod Health 2020; 24[4]: 58-68). 
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Résumé 

 

Le péripartum est associé à une incidence accrue de maladie mentale grave (SMI), à une plus grande fréquence de symptômes 

psychotiques et à des admissions psychiatriques. Cette étude visait à décrire les facteurs de risque psychiatriques, médicaux et 

psychosociaux affectant les mères sud-africaines ayant subi une psychose péripartum. En utilisant une conception prospective et 

descriptive, nous avons mené une entrevue détaillée et des informations supplémentaires ont été recueillies par examen des dossiers 

cliniques. L'étude a examiné les récits de quarante mères qui ont connu une psychose péripartum entre 6 et 18 mois post-partum. 

Des statistiques descriptives pour les variables démographiques et cliniques ont été complétées avec SPSS pour Windows, version 

25. Les grossesses étaient majoritairement non planifiées et plus de la moitié des participantes ont signalé une consommation 

prénatale de substances. Les problèmes médicaux ou psychiatriques pendant la grossesse étaient courants et la majorité des dyades 

ont connu des périodes de séparation précoce. Des facteurs sociodémographiques ont exacerbé les défis auxquels ce groupe de 

femmes à haut risque est confronté pour fournir des soins attentifs à leurs nourrissons. Les résultats mettent en évidence la nécessité 

d'un suivi étroit pour les femmes souffrant d'IMS, en accordant une attention particulière au dépistage de substances et aux facteurs 

de stress psychosociaux. Des services intégrés de santé mentale maternelle et infantile sont recommandés. (Afr J Reprod Health 

2020; 24[4]: 58-68). 

 

Mots-clés: Psychose péripartum, issue de la grossesse, séparation mère-enfant, consommation prénatale de substances, rechute post-

partum 

 

Introduction 
 

Pregnancy and the postpartum period are often 

experienced as a time of great joy and excitement 

for many women. However, this phase is also 

associated with vulnerability to mental illness, risk 

of relapse of pre-existing mental illness, and the 

development of new psychiatric symptoms1. 

During pregnancy and postpartum, there is 

an increased incidence of severe mental disorders 

(SMI), which may include disorders                               

such as schizophrenia, bipolar  and  schizoaffective  
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disorder2. Postpartum, there is a dramatic increase 

in the frequency of psychotic symptoms and 

psychiatric admissions2,3. Factors that contribute to 

the increased incidence of relapse and new-onset 

mental disorders during the perinatal period include 

discontinuing medication during pregnancy, sleep 

deprivation, hormonal variation, as well as the 

physical and psychological demands of pregnancy 

and infant care2,4. Serious mental illness (SMI) in 

the perinatal period can have potentially devastating 

consequences for the mother, infant and family 

system and may adversely affect the mother’s 

capacity to parent5,6. The presence of psychotic 

disorders in particular, places the mother and 

unborn infant at greater risk for adverse obstetric 

and neonatal outcomes, psychiatric admission and 

early separation7. 

Expectant mothers who have a pre-existing 

psychotic disorder may be at greater risk for 

obstetric complications than those mothers who 

develop postpartum psychotic disorders8, with the 

risk for stillbirth or low birthweight doubling if the 

psychotic episode occurred during pregnancy9. 

Pregnancy outcomes of mothers with affective 

psychoses carry double the risk for a preterm birth, 

low birthweight or small for gestational age 

babies10. 

Although women with schizophrenia and 

bipolar disorder have somewhat lower fertility rates 

than women in the general population, the majority 

of these women are parents2. However, Miller and 

Finnerty11 reported a greater likelihood that the 

pregnancies of women with schizophrenia would be 

unplanned and unwanted when compared to women 

without the disease.  

Du Toit and colleagues  identified several 

risk factors contributing to unplanned pregnancies 

in a sample of South African women with 

psychiatric illness12. These include being of younger 

age, two or more pregnancies in the past, being of 

mixed ancestry, African or Indian ethnicity, being 

unmarried, below tertiary level of education, being 

unemployed, low socio-economic status, substance 

abuse, previous psychiatric admissions and 

previous suicide attempts. The presence of maternal 

mental illness in combination with unplanned 

pregnancy significantly increases the vulnerability 

of these mothers to adverse pregnancy 

outcomes12,13. 

Substance use during pregnancy also contributes to 

the risk for adverse obstetric and child outcomes14. 

Zhao and colleagues15 reported that poorer birth 

outcomes among women with mental illness were 

more likely when the mother used substances during 

pregnancy. The high rates of substance use among 

South African pregnant women has been recognised 

by two surveys of women attending Midwife 

Obstetric Units in Cape Town where alcohol 

consumption and smoking were found to be 

especially prevalent16,17. 

According to Cès and colleagues18, mothers 

suffering from psychotic disorders are at greater risk 

of being separated from their infants due to 

hospitalization or other adverse incidents. During 

the first half of the twentieth century, separation 

between mothers with postpartum psychotic 

disorders and babies were considered  advantageous 

for both parties19. The emergence of social 

psychiatry, changes in psychiatric treatment, and 

research by Bowlby20 and Spitz21 on the adverse 

effects of early separation from attachment figures  

questioned this approach19.  Recent studies have 

provided further support for the notion that early 

separation between infants and mothers have 

adverse consequences. Separations between the 

mother and infant occurring during the infant’s first 

year pose a risk to the development of a secure 

attachment relationship22.  Howard and colleagues23 

found that mother-infant separation within the first 

two years of life was associated with child 

negativity at age three and aggression at ages three 

and five. In recognition of the benefits of 

maintaining proximity of mothers and infants 

during the postpartum period, psychiatric mother-

baby units (MBUs) emerged in several developed 

countries with favorable outcomes for postpartum 

mothers24. 

In 1959, the first joint admissions of 

mothers with schizophrenia and their babies by 

Baker and colleagues25 demonstrated that joint 

admissions were shorter, mothers were more likely 

to care for their babies upon discharge and had 

lower rates of relapse than mothers admitted 

without their babies. This practice has now become 

more widespread and is recommended by the 

National Institute for Health and Clinical 

Excellence26. Despite the benefits of joint 

admissions, mothers with psychotic disorders may 
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still be separated from their infants. Cès and 

colleagues18 analyzed joint admissions of mothers 

with psychotic disorders and their infants and linked 

early separation to the placement of the mother in 

an institution during childhood, being single, early 

hospitalization of the baby and maternal psychiatric 

decomposition during pregnancy. 

Mothers utilizing mental health services 

may experience more significant challenges in their 

roles as parents, which may be of particular 

significance during infancy, when there is greater 

dependence on the parent27. Children in care of 

mothers with psychiatric illnesses may be more 

vulnerable to developing insecure or disorganized 

attachment, particularly when maternal 

psychopathology is severe and prolonged, and when 

other risk factors such as parental trauma are 

present28. The presence of both maternal psychiatric 

symptoms and separations may adversely affect the 

quality of the mother-child relationship, as well as 

parental sensitivity and capacity29. 

Specific features of psychotic disorders, 

such as withdrawal, delusional thinking, 

disorganized behavior and reduced responsiveness, 

may separately and in combination hamper the 

mother’s ability to provide a consistent, attuned 

presence for her infant, which may compromise the 

development of a secure attachment, especially if 

early separation occurs5,23. 

Nurturing care, defined by the World 

Health Organization (WHO) as “giving young 

children opportunities for early learning, through 

interactions that are responsive and emotionally 

supportive”30, emphasises the importance of the 

period from pregnancy to age 3. The components 

that make up nurturing care include: behaviors, 

attitudes, knowledge regarding caregiving, 

stimulation, responsiveness and safety31. Mothers 

with peripartum psychosis may require additional 

support in the provision of nurturing care in order to 

provide adequate opportunities for learning and 

development for their infants. 

In the South African context of widespread 

socio-economic risks and limited resources, it is 

imperative to identify vulnerable dyads for early 

intervention. To our knowledge, there has not been 

a study among South African women with 

experiences of peripartum psychosis. This 

descriptive study of South African mothers who 

experienced serious psychiatric symptoms in the 

peripartum aims to provide a description of the 

socio-demographic factors and pregnancy outcomes 

for this group of women. By gaining a better 

understanding of the potential difficulties that 

mothers with this severe form of peripartum 

psychiatric illness face, dyads who may be at 

particular risk for adverse maternal and infant 

outcomes may be identified for further treatment. 
 

Methods 
 

Study design 
 

This prospective study followed a quantitative and 

descriptive design. Forty mothers who had 

experienced peripartum psychosis were recruited 

from three public hospitals in South Africa between 

2016 and 2020.  
 

Study setting 
 

The recruitment sites included Stikland Hospital, a 

psychiatric facility providing care for adult in- and 

outpatients; Tygerberg Hospital, a tertiary and 

academic hospital; and Karl Bremer Hospital, a 

district hospital in the Western Cape. These 

hospitals serve a South African community with 

predominantly low to middle socio-economic 

circumstances. 
 

Participants 
 

We used purposive sampling to specifically recruit 

mothers who had experienced peripartum 

psychosis. Mothers were eligible if they gave birth 

to a healthy infant in the last 18 months, if they 

experienced psychotic symptoms during their 

pregnancy and/or within six months postpartum and 

if they resided with their infants. In cases where 

mothers exhibited moderate to severe psychotic 

symptoms at the time of assessment, inclusion was 

delayed until the symptoms were resolved.  
 

Procedure 
 

Participants were referred to the study and invited 

for a research visit at Stikland Hospital between 6 

and 18 months postpartum. Participants were 

determined to have capacity to provide consent for 

the study if they understood the information 
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provided and could appreciate the implications of 

their participation32. Participants were informed of 

the nature and procedure of the study, and informed 

consent was obtained. Thereafter, demographic 

information was collected through a detailed 

interview and information was supplemented by 

review of clinical records. The positive subscale of 

the Structured Clinical Interview for the Positive 

and Negative Symptoms Scale (SCI-PANSS) was 

completed to assess for current psychotic 

symptoms. 

Peripartum psychosis was identified by 

multi-disciplinary treatment teams who verified the 

presence of psychotic symptoms in the peripartum 

period and the primary investigator reviewed 

clinical records for additional information.  At the 

time of the research visit, the stability of symptoms 

was evaluated from clinical records and a clinical 

interview with all participants. Two individuals 

experienced moderate to severe psychotic 

symptoms at the time of initial interview as assessed 

by the SCI-PANSS and were offered a later date to 

complete the interview when their clinical 

symptoms had stabilized. One mother relapsed and 

was admitted for psychiatric treatment, which 

delayed her research visit until 21 months 

postpartum. 
 

Instruments 
 

Demographic interview 
A demographic interview explored aspects of the 

mothers’ accounts of their current circumstances, 

pregnancy, birth and postpartum experiences. 

Demographic information collected include age, 

level of education, marital status, periods of 

separation, medical and psychiatric history. Where 

possible, information was verified through an audit 

of the clinical files.  
 

Positive and negative symptoms scale (PANSS) 
Current psychotic symptoms were assessed by the 

Structured Clinical Interview for the Positive and 

Negative Symptoms Scale (SCI-PANSS). The 

Positive and Negative Symptoms Scale (PANSS) is 

a widely-used tool for evaluating symptoms in 

schizophrenia that has been found to have adequate 

internal consistency and reliability33 and has been 

utilized to assess psychopathology symptoms in 

South African populations34. Positive subscales 

were completed, and each item assessed on a 7-

point Likert scale ranging from 1 (absent) to 7 

(extreme). A cut-off score of 4 on the positive 

subscale items was used. Scores of 4 and above 

indicate the presence of at least moderate psychotic 

symptoms. Participants who scored above 3 on any 

item were provided with support to access 

psychiatric review and provided with a later date to 

complete the assessment.  
 

Data analysis 
 

Data were analyzed with SPSS for Windows, 

version 25. The distribution and descriptive 

statistics are provided for demographic and clinical 

variables. 
 

Results 
 

Demographic information 
 

Forty mothers were eligible for the study and their 

demographic information is provided in Table 1. 

Mothers ranged in age between 21 and 44 years 

(mean=29.6) and had between 1 (35.0%) and 4 

children (12.5%). The majority of mothers achieved 

a secondary level of education (70.0%). Less than a 

third of the mothers were married (30.0%), with the 

remainder categorized as in a relationship (35.0%) 

or single (35.0%). Half of the mothers were 

unemployed (50.0%), and less than a quarter 

(22.5%) receive a disability grant. The majority of 

mothers (85.0%) had an annual household income 

of less than R100 000 (approximately $6 685).  
 

Lifetime and current stressors 
 

Almost two-thirds of the mothers (n=26; 65.0%) 

reported a lifetime experience of trauma. Fewer 

mothers reported a lifetime history of abuse (n=18, 

45.0%). A slightly higher proportion reported 

lifetime physical abuse (n=11; 27.5%) than sexual 

abuse (n=9; 22.5%). The majority of abuse was 

experienced prior to falling pregnant (n=16; 88.9%) 

and less than a third occurred in the postpartum 

(n=5; 27.8%). 

Partners were reported as perpetrators of abuse by 8 

individuals (44.4%), however 4 of the 5 mothers 

who reported postpartum abuse, experienced this at 

the hands of their partners (80.0%). 
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Table 1: Demographic variables (n=40, unless otherwise 

noted) 
 

Variable Statistic  

Mean age (years) 29.6 (SD = 5.3) 

Level of education % (n) 

Primary school 12.5 (5) 

Secondary school 70.0 (28) 

Tertiary education 17.5 (7) 

Relationship status  

Single 35.0 (14) 

In a relationship 35.0 (14) 

Married 30.0 (12) 

Employment status  

Unemployed 50.0 (20) 

Employed  27.5 (11) 

Receiving a disability grant 22.5 (9) 

Socio-economic status as indicated by annual household 

income 

Receiving a social grant 10.0 (4) 

<R100 000 75.0 (30) 

<R350 000   7.5 (3) 

>R350 000   2.5 (1) 

On private medical aid   5.0 (2) 

 

Table 2: Primary psychiatric diagnosis and comorbidity 
 

Primary psychiatric diagnosis % (n = 40) 

Bipolar disorder 40.0 (16) 

Schizophrenia 32.5 (13) 

Schizoaffective disorder   7.5 (3) 

MDD with psychosis   7.5 (3) 

Schizophreniform disorder   7.5 (3) 

Substance-induced psychotic disorder   5.0 (2) 

Comorbid diagnosis categories  

Substance use disorder 17.5 (7) 

Personality disorder/traits   5.0 (2) 

Intellectual disability   7.5 (3) 

Conversion disorder   2.5 (1) 

 

Table 3: Use of substances during pregnancy 
 

Substance Substance abuse 

group % (n = 21) 

Total sample % 

(n = 40) 

Smoking 85.7 (18) 45.0 (18) 

Alcohol 42.9 (9) 22.5 (9) 

Illicit drugs 33.3 (7) 17.5 (7) 

 

The most frequently reported psychosocial stressor 

at the time of assessment, was lack of partner 

support (n=20; 50.0%), with financial difficulties 

reported by 15 mothers (37.5%). Other stressors 

endorsed were physical or verbal abuse by partner 

(n=7; 20.0%), and unemployment of the participant 

(n=5; 12.5%). Although the majority of mothers 

were in a significant relationship, half reported 

experiencing a lack of partner support as their main 

stressor. 
 

Maternal medical and psychiatric information 
 

Bipolar disorder was the most prevalent diagnosis 

(40.0%), 13 were diagnosed with schizophrenia 

(32.5%), and 3 mothers had a diagnosis of major 

depressive disorder with psychosis, 

schizophreniform or schizoaffective disorder 

(7.5%). The distribution of diagnoses and 

comorbidities are provided in Table 2. All but one 

of the mothers (97.5%) have had at least one 

psychiatric admission, with half (50.0%) being 

admitted prior to their pregnancy, 25.0% admitted 

during their pregnancy and over half (55.0%) 

admitted subsequent to their pregnancy. One mother 

was admitted during late pregnancy and discharged 

8 weeks after delivery. Of the further 22 mothers 

who were admitted during the postpartum period, 12 

(30.0%) were admitted within 12 weeks postpartum. 

Total scores for the positive subscale of the PANSS 

at the time of the assessments ranged between 7 and 

16, with a median of 9, and a mean of 9.4 (standard 

deviation, sd=2.1). The median item score was 2 

and the maximum score for any item was 3, which 

indicates the presence of mild symptoms that do not 

generally interfere with functioning.  
 

Pregnancy and delivery 
 

More than four-fifths of the pregnancies were 

unplanned (85.0%), but only 7 (17.5%) were 

unwanted. The frequencies of substances used 

during pregnancy are provided in Table 3. 

Substance use during pregnancy was reported by 

over half (n=21; 52.5%) of mothers, with cigarette 

smoking being most prevalent (45.0%), and lower 

rates of alcohol use (22.5%) and illicit substances 

(17.5%). Eight mothers (20.0%) used more than one 

substance during pregnancy. Post-pregnancy, some 

mothers abstained from using substances, with 19 

mothers (47.5%) reporting substance use at the time 

of interview. The majority of mothers (n=28; 

70.0%)   reported   medical or psychiatric
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Table 4: Early separation between mother and infant 
 

Time of separation % (n = 29) Length of separation in days Average length of separation in days 

After birth 37.9 (11) 1 to 93   19.7 (sd = 30.2) 

0- 3 months postpartum 41.4 (12) 2 to 212   42.8 (sd = 55.0) 

3 - 6 months postpartum 27.6 (8) 4 to 246   80.1 (sd = 69.2) 

6 - 12 months postpartum 17.2 (5) 14 to 76   38.2 (sd = 21.0) 

12 - 24 months postpartum   6.9 (2) 17 to 27   22.0 (sd = 5.0) 

Unknown   6.9 (2) 2     2.0 (sd = 0.0) 

Reasons for separation  

Psychiatric admission of mother 75.9 (22) 7 to 107   46.2 (sd = 28.6) 

Medical reasons 34.5 (10) 1 to 14     5.4 (sd = 4.8) 

Child visiting or staying with 

family members 

17.2 (5) 2 to 246 100.6 (sd = 106.3) 

 

* 11 dyads experienced more than one separation 

 

problems during their pregnancy and almost half 

(n=18; 45.0%) reported psychotic symptoms during 

their pregnancy. 

Births took place between 30 weeks and 43 

weeks gestation, with a mean gestational age of 38 

weeks. Twenty-one mothers delivered via vertex 

delivery (52.5%) and there were twelve emergency 

caesarean sections (30.0%). A high number of 

mothers (n=31, 77.5%) self-reported complications 

during the delivery, including “pre-eclampsia” 

(n=3; 10.3%), “cervix not dilating” (n=4; 13.8%), 

“tearing” (n=9; 31.0%), and “excessive pain” (n=6; 

20.7%). Mothers reported that infants experienced 

“distress” (n=4; 13.8%), “were placed in an 

incubator” (n=7; 24.1%), “were cyanotic or blue” 

or “needed oxygen” (n=5; 17.2%), and had “a low 

birth weight” (n=7; 24.1%). 
 

Post-partum: Separation 
 

The majority of mothers (n=29; 72.5%) 

experienced a form of separation from their infants 

and over half (n=24; 60.0%) were separated for a 

week or more. Reasons for separation included 

medical procedures (n=10; 34.5%), maternal 

psychiatric admission (n=22; 75.9%), and infants 

visiting or staying with family members (n=5; 

17.2%). Six mothers (20.7%) returned to work, 

which were not classified as separations. 

Separations ranged from the time of birth to 1 year 

9 months postpartum and the length of separation 

ranged from 1 day to 9 months, with an average 

duration of 51 days. Eleven mothers (37.9%) 

experienced multiple separations from their infants 

during the first 18 months postpartum. Timing of 

and reasons for separation are summarized in Table 

4. 

The majority of mothers (n=31; 77.5%) 

identified themselves as the primary caregiver of 

their infants and family members assumed primary 

responsibility for the remaining infants. Four 

mothers did not live with their infants full-time, one 

due to work commitments and three due to 

arrangements made following their psychiatric 

admissions. 
 

Discussion  
 

This study aimed to describe the socio-demographic 

factors and pregnancy outcomes for South African 

mothers who experienced peripartum psychosis, in 

order to understand the impact of psychotic 

experiences on mothers’ experience of parenthood. 

This group of mothers experienced several factors 

that contributed to their vulnerability, including 

obstetric and birth complications, separations from 

their infants, emergence and/or relapse of 

psychiatric symptoms, high rates of trauma, 

substance abuse and significant psychosocial 

stressors. 

The rate of unplanned pregnancy (85.0%) 

in this group of mothers with peripartum psychosis 

is higher than the 47.2% rate in mothers with mental 

illness examined by Du Toit and colleagues12 and 

that of a group of mothers attending Midwife 

Obstetric Units (MOUs) in Cape Town (68.2%)17. 

The higher rate of unplanned pregnancy could be a 

consequence of the nature of their preexisting 

psychiatric illnesses. Similar to previous studies of 

mothers with mental illness, the majority of mothers  
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who took part in this study experienced psychiatric 

and obstetric problems during their pregnancy and 

delivery7,8. However, the present study focused on 

peripartum psychosis, which comprises a 

significantly smaller portion of the population of 

mothers with mental illness than those described in 

Hoirisch-Clapauch et al.7 and Jablensky et al.8. 

Prenatal substance use was common 

(52.5%), with the use of tobacco being the most 

commonly used substance. The rates of smoking 

(45.0%) and alcohol use (22.5%) reported here, 

were higher than what Vythilingum and 

colleagues16 found among women presenting for 

antenatal visits at a MOU in Cape Town (smoking 

in 36.8%, and alcohol use in 20.2%). The self-

reported prevalence of alcohol use was lower than 

the 36.9% found by Williams and colleagues17 

among pregnant women attending MOUs in Cape 

Town. Illicit substance use was reported by 17.5% 

of women in this study, which exceeded the rates of 

4.0% and 3.6% found in other South African studies 

in pregnancy16,17. The higher rate of substance use 

found in this sample may be due to multiple 

demographic and risk factors found among 

individuals with psychosis35. The relative 

prevalence of prenatal substance use is cause for 

concern, as it is associated with adverse pregnancy 

outcomes and long-term negative child health, 

behavior and development outomes14. Similar to 

findings reported by Zhao, McCauley and 

Sheeran15, the presence of both maternal mental 

illness and substance abuse may have contributed to 

the frequency of obstetric problems and poor birth 

outcomes found in this study. 

Multiple psychosocial risk factors were 

prevalent among this group of women, including 

lack of partner support, financial difficulties, trauma 

and abuse histories, similar to findings reported by 

Stein et al.36. Our study found a lower rate of 

lifetime abuse (45.0%) than the 63.8% reported by 

Vythilingum and colleagues37 among women 

attending an obstetric clinic in Cape Town, South 

Africa. Although the reported abuse was 

experienced predominantly prior to pregnancy, 

most of the women who reported abuse during 

pregnancy experienced abuse by their partners. 

These factors may have contributed to the fact that 

53.1% of mothers experienced an emergence or 

relapse of symptoms that necessitated psychiatric 

admission, a rate higher than reported by Munk-

Olsen and colleagues38. 

Early separation was prevalent among the 

mother-infant dyads in this study (71.9%), the 

majority of which were as a result of psychiatric 

admissions and occurred during the first three 

months postpartum. Separations during this early 

period are particularly concerning, as infants rely on 

their mother’s physical proximity as the primary 

indicator of her availability, which is necessary for 

the development of secure mother-infant 

attachment23. Our study found a higher rate of 

separation than Cès and colleagues18, who reported 

separation in 27.2% of mothers with psychotic 

disorders following joint admission to mother-baby 

units. During these joint admissions, mother-infant 

interaction could be observed: 4.4% of mothers 

displayed abusive behavior, while more than half 

displayed neglect (51.7%)18. During pregnancy, 

56.0% of women in their study experienced 

decompensation, a higher rate than the 45.0% of 

mothers in our study who experienced psychotic 

symptoms. Factors similar to those identified by Cès 

and colleagues contributed to our group of mothers’ 

early separation from their infants, including 

maternal psychiatric relapse during pregnancy, 

infant health, and characteristics of mothers’ 

environmental support and social history18. 

Although the separations in our study were not due 

to social service intervention, the potential infant 

risks for neglect or maltreatment remain. Due to the 

absence of treatment facilities where joint 

admissions and longitudinal observation of mother-

infant interaction were possible, potential risks 

could not be assessed for each dyad. 
 

Implications for healthcare policy and 

practice  
 

In combination, the risk factors described in this 

study highlight the challenges facing a group of 

women who, as a consequence of their psychiatric 

illness, may experience challenges in fulfilling their 

parental role. Mothers with SMI, particularly those 

with non-affective psychoses frequently experience 

potentially modifiable risk factors that may 

jeopardize their pregnancy outcomes6, similar to 

those of the population studied in the present 

sample, such as substance abuse and relational 

difficulties. Concerningly high rates of substance 
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abuse during pregnancy highlight the need for 

routine screening and psychoeducation at primary 

care level, implementation of preventative 

interventions, with close follow-up and if needed, 

targeted substance abuse interventions within this 

population. In addition to identifying the psycho-

social risk factors during pregnancy, these women 

may benefit from close obstetric and psychiatric 

follow-up during pregnancy and beyond. As there 

appears to be an increased risk for post-natal relapse 

and admission, more frequent psychiatric follow-up 

is indicated for early detection of relapse. An 

integrated care strategy is necessary to provide 

tailored psycho-social support to assist these 

mothers in developing healthy attachments to their 

infants in light of the frequent early separations 

experienced. These interventions may be in the form 

of home visits, referral to parent-infant clinics for 

outpatient support, provision of parenting support or 

mother-infant psychotherapy that support the 

attachment relationship. Future pregnancies carry a 

significant risk for post-partum psychosis39, and 

women may benefit from specific counselling 

regarding reproductive risks and subsequent 

vulnerability to illness.  

Separations between mothers and infants 

due to mother-only psychiatric admissions pose 

several dilemmas, including refusal of and longer 

periods of admission, undermining of breastfeeding, 

and transfer of responsibility of caring for the infant 

to spouses and extended family40. The National 

Institute for Health and Care Excellence (NICE) 

recognizes that women with mental illness may 

experience difficulties within the mother-infant 

relationship and recommends admission to a 

specialized mother-and-baby unit if the mother 

requires inpatient treatment within the first year 

postpartum26. Patients admitted to mother-baby 

units typically require specialist care in the fields of 

Psychiatry and Paediatrics, with consultation to 

Obstetricians and Gynaecologists in the early 

postpartum41. The current absence of public sector 

mother-baby units in the Western Cape region of 

South Africa, where some of the risks to mother-

infant interaction and attachment could be observed 

and potentially mitigated, is of particular concern in 

this group of women who experienced frequent 

early separations and multiple psychosocial 

stressors in addition to their mental illness. 

The establishment of mother-baby units within the 

South African public health sector would provide 

post-natal psychiatric and psychological care for 

this group of women who may otherwise be at high 

risk of developing insecure or disorganized 

attachments with their infants. These units could 

provide specialist care and interventions to these 

vulnerable dyads, which would limit the need for 

and length of separation between mother and infant 

within the early postpartum period. In the absence 

of dedicated mother-baby units, the accommodation 

of mothers with mental illness and their infants 

within maternal and newborn health (MNH) units at 

district facilities is recommended. Given the 

elevated risks associated with pregnancy and 

delivery for this group of women, close psychiatric 

and obstetric follow-up and targeted substance 

abuse interventions may improve maternal and child 

outcomes. The development of greater awareness 

and early detection of SMI symptoms of bipolar 

disorder by implementing screening in antenatal 

settings is also recommended. 
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Research Ethics Committee of Stellenbosch 
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in the study was obtained from the participants. 

Participation in the study was voluntary and the 

participants could withdraw at any point without 

coercion or any negative consequences. Participants 

were provided with transport, received refreshments 

during the procedure and were given payment for 

their participation. 
 

Limitations 
 

The generalizability of this data is limited due to the 

small sample size and heterogenous nature of the 

sample. The sample size was comparable to 

observational studies of mothers with serious 

mental illnesses in the postpartum42–44, as these 

patients were relatively scarce. 

Information on pregnancy and obstetric 

complications, substance use and stressors were 

obtained from self-reports, which may have been 
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more reliable if obtained through obstetric records 

and structured assessment tools. As no long-term 

follow-up information is currently available, the 

implications for infant outcomes are unclear. 

However, the high rate of complications reported 

may have impacted negatively on mothers’ 

experiences of pregnancy and delivery, and their 

early experiences of their infants. 
 

Conclusion  
 

This group of mothers who experienced peripartum 

psychosis faced several challenges, including early 

separation from their infants, high rates of 

peripartum psychiatric relapse and admission, 

substance abuse difficulties, socio-economic risk 

factors and widespread trauma histories. All these 

factors impact on the caregiving environment and 

may compromise the mothers’ ability to provide 

sensitive and nurturing care. This is a sample of 

women at high risk who would benefit from close 

follow-up by a multi-disciplinary team able to assist 

with a comprehensive bio-psychosocial care 

approach to the mother-infant dyad.  
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