SEPTEMBER 2011 MARCÉ SOCIETY NEWSLETTER
Dear Marcé Society members,
We hope that you have enjoyed your summer and are ready to bring on a new season for
your work. Here at The Marcé Society, we are pleased to bring you this edition of the
newsletter filled with information about new resources on the website for you, news from
around the world with members, an update on the Paris 2012 Marcé meeting, and much
more. Be sure to let us know what you want to see in the newsletter, and send us any
articles of interest to the membership that we can share with your colleagues. You may
email us at: ngreer@parthenonmanagmentgroup.com. Read on to learn more about
postpartum psychosis, regional meetings, the history of the Marcé Society, and how we
want to sell your book on our website.
IN THIS NEWSLETTER
1. Marcé Society member activities:
Listserv summary: Don’t forget that the recent discussions over the listserv are posted
for your review on the website. Recent discussions include Zoloft in Pregnancy,
Lithium in Labor and Delivery, and News of a Mother-Baby Unit in America.
http://www.marcesociety.com/References.aspx
Books published by members of the Society:
http://www.marcesociety.com/References.aspx
Note that if you order book from the society website to Amazon, a percentage of the
price will come back to the Marcé Society. Please send us information on your
published book to be added: ngreer@parthenonmanagement.group.
2. Biennial International Marcé Society Conference: Registration is open and all
contributions are welcome! Please click here to see the entire preliminary program:
http://marcesociety.com/Meeting.aspx.
3. Marcé Society Regional groups activities:
United Kingdom Ireland Marcé Society group (UKIMS)- News on the meeting
coming up on September 8th.
Société Marcé Francophone (SMF) A brief report on their meeting this past June.
4. A new regional group: Turkish Regional Marcé Society Group
5. Midwifes and perinatal depression – a field report from Switzerland
6. Report on meetings:
Channi Kumar memorial conference (May 2011, London, UK)
Organization of Teratology Information Specialists meeting (OTIS) (San Diego,
USA, June 2011)

7. Review of articles:
Mental Health of Military Women and Spouses:
http://www.marcesociety.com/References.aspx
Different diagnosis of postpartum psychosis
8. History of Marcé Society
9. Marcé Society Facebook page: Please like us at: http://www.facebook.com/pages/TheInternational-Marc%C3%A9-Society/123364077694228. Please post articles or pictures
of interest.
MARCÉ SOCIETY MEMBERS ACTIVITIES:
THE MARCÉ SOCIETY FOR PERINATAL MENTAL HEALTH -LISTSERVE ACTIVITY by Kathie Wisner
I am delighted to see the Listserve being used by our members for such interesting
international discussions about research and clinical care! It is really wonderful to get
the comments about the listserve being useful to our members! Your feedback is
appreciated! I have highlighted a few of the comments from the listserve in this column.
One topic of discussion have been mother-baby units and lithium prophylaxis for women
who have had previous episodes of postpartum psychosis. The other was mother-baby
units, which I will cover in the next newsletter.
A consideration in lithium prophylaxis is breastfeeding. A point of view from
pediatricians is that exclusive breastfeeding should be the goal for infant feeding through
6 months, and that more women might plan for breastfeeding if the message included the
risks of bottlefeeding. Several comments made me (yet again) aware of the importance
of the context in which risk benefit decisions are made. For example, Prabha Chandra
commented: “In thee developing world where breast feeding is the norm and bottle
feeding/feeding with an indigenous spoon puts the baby at great risk for GI infections and
lowered immunity, we really do not have options. 90% of all our mothers, specially in
low income groups have to breast feed. Artificial milk is too costly or unadvisable,
keeping hygiene and nutrition in mind. Also if the mother is on lithium, the baby
requires frequent monitoring, which is sometimes impossible due to long distances, poor
resources and fewer doctors. We have to think very hard if the mother is on lithium and
chooses to breast feed.”
Susanne von Schreeb commented upon the need for pharmacokinetic studies of lithium to
provide a data-based approach to lithium monitoring during childbearing. The point is
that if we are going to use medications and expose the fetus to a medication because the
benefit outweighs the risk, let’s get the most benefit possible by using the minimum
effective dose for the specific time in pregnancy. Models for lithium dosing could be
developed from population pharmacokinetic data, and the Organization of Teratology
Information Specialists in North America and Europe (OTIS/ENTIS/Motherisk) have
discussed this possibility and a grant has been submitted, but not funded. Wouldn’t it be
a great advance to get a serum level in a pregnant patient and be able to predict accurately

her probable dosing regimen across pregnancy, with a serum level check each trimester
rather than frequent sampling? We can dream and hope our colleagues interested in
pharmacokinetics take this project on (and get funding)! Until we have these data, we
have to use frequent serum levels to guide dosing. The NICE national guidelines (from
NICE, 2007) advise to monitor lithium levels monthly from week 20 gestation and then
weekly in the 4 weeks before delivery. There is controversy as to reducing the dose of
lithium in the last few weeks before delivery but the majority in this country don't (this
comes from data from 9 centres in the UK) because of the high risk of recurrence around
that time. Angelika Wieck advises women to stop lithium at the onset of labor and that is
my recommendation as well.

With respect to contributing to desperately needed research, former Marcé Society
President Philip Boyce (philip.boyce@sydney.edu.au) has made the following request for
help with a project: “We are conducting an online survey of women diagnosed with
bipolar disorder to find out more about the relationship between time (and age of
diagnosis) childbirth and mood episodes. We are also asking about the relationship
between mood changes and the menstrual cycle. I would hope to present the findings of
the survey (if we can get sufficient numbers) at a Marcé meeting. Could I ask your help in
recruiting women to complete this survey?” If they are willing to do so, the link to the
survey
is:
https://www.surveymonkey.com/s/YGQBL5G

BIENNIAL INTERNATIONAL MARCÉ SOCIETY CONFERENCE:
Registration is open and all contributions are welcome. The following four pages show you
the detailed preliminary program.

MARCÉ SOCIETY REGIONAL GROUPS ACTIVITIES:
United Kingdom Ireland Marcé Society group (UKIMS)
UKIMS research meeting September 8 2011
We have these meeting annually to encourage new researchers to present their
work and get to know other people in the UK working in this field. The meetings
prove very popular and we have a mixture of PhD students, medical students
and experienced researchers, usually giving quite short presentations. The
atmosphere is informal to encourage people to get to know each other, and aid
discussion. Sometimes we have visitors from outside the UK. We have had
people from France and Portugal, and this year from Norway. The program this
year will include talks on depression in fathers, teenage pregnancy, eating
disorders in pregnancy, an MRI study of postnatal psychosis, and prenatal
depression and placental function. For the first time this year, we will not charge
anything on the day but insist that all attendees join the international Marcé
society. I think this should have generated about 45 new members
Société Marcé Francophone (SMF) annual meeting summary
Brief report on Francophone Marcé Society (SMF) Annual meeting in Besançon,
France, June 16-17, 2011 by Sylvie Nezelof (President of the SMF and president
of this meeting) and Regina Ubanatu (President of R.I.F.H.)
Handicap and maternity is a neglected domains. The Francophone Marcé
Society had wished to focus its annual meeting on this question.
Professional in perinatal health care often meet people with handicaps ( physical,
mental and impairment disabilities) who wish to become parents.
Wish to have children for handicap people may bring fears and uneasy images
regarding their ability to be parents and care for their children.
How can professionals support their project of parenthood and when the child is
born to help with the child development and safety?
Professionals (psychiatrist, psychologists, epidemiologists, physicians, nurses,
social workers, and other health professionals), association of families with a
person with an handicap and users associations met in Besançon (France) to
share their experience, questions and answers to this question. They did if not,
hiding problems, but facing them with all their cultural, clinical and political
dimensions.

Midwifes and perinatal depression – a field report from Switzerland

10.

Patricia Blöchlinger, RM, MSc, Petra Graf, RN, RM, MSc
In Switzerland a pregnant woman has the option of being attended by an independent
midwife for antenatal, intrapartum and postnatal care. In 2009 more than 78’000 mothers
gave birth and approximately 10% of those women used the care of an independent
midwife during pregnancy, while 56% of the mothers used it for postnatal care1,2.
The trend in postnatal care is increasing because the duration of hospital stay after birth
has become shorter (we still have potential to improve - in 2004 the average length of a

hospital stay after a birth was 5.6 days3.) The care of the freelance midwife in the
postnatal period always takes place at the family’s home. Home care has advantages for
the mother and her family: she doesn’t have to leave her house to get qualified support
during this initial sensitive time, when it’s often difficult for young families to be at a
specific place at a defined time; the midwife can detect some problems more easily when
she is at the place where it’s all happening and she can give customised tips and tricks.
The whole family is often present and participates in the care of the youngest family
member. Midwife care is paid by the medical basic insurance which everybody is bound
to have.
Mrs Muller is one of the women who took advantage of the offer of an independent
midwife for postnatal care. She lives in the German speaking part of Switzerland, is
Swiss, a teacher, married and was 34 years old when she became pregnant with her
second child. After the birth of her first child four years earlier she suffered from
postnatal depression. This is why she and her baby had to be treated in a clinic which is
specialised in perinatal depression (PND). A few years earlier Mrs Muller suffered from
anxiety and sleep disorder and was treated by a psychotherapist.
We do not know a lot about the distribution of perinatal depression in Switzerland. A
Swiss survey shows that 4.5% of all women were treated for depression during pregnancy
or after birth4. These results differ from the occurrence of PND in European countries.
We think we can rather interpret these results as subtreatment than a lower illness rate.
PND is still a taboo in Switzerland and there are not enough specific inpatient offers for
treatment.
It is also unknown how many women have been treated for PND in a psychiatric clinic
because PND is not diagnosed consistently or it is subsumed by the depression category.
As we know the routine screening of PND according to the Edinburgh postnatal
depression scale is only operated by very few hospitals, gynaecologists or midwives in
Switzerland. By selective questioning about the mental state the midwife can manage to
sensitise the families and to diagnose PND on time and initiate appropriate treatment.
This can only happen in a trusting relationship which can best be offered by a midwife.
During the second pregnancy of Mrs Muller the midwife visited the family once to talk
about expectations and wishes, and to build confidence. The second child, a small but
healthy boy, was born four weeks before due date by a caesarean section. Mother and
child left the hospital 6 days later and the midwife visited them 6 times at home. The last
visit happened four weeks after birth. At that time, after some early difficulties, the
mother was breastfeeding and she was psychologically inconspicuous.
Four months later Mrs Muller contacted her midwife complaining of anxiety attacks and
problems sleeping. The midwife went to see Mrs Muller at home and found that the
anxiety attacks were in connection with breastfeeding times. It was a vicious circle: the
milk circulated poorly because she was scared of not being able to breastfeed, therefore
the anxiety of not being able to breastfeed increased. On account of this her previous
postnatal depression was again becoming apparent. The midwife referred Mrs Muller to a
gynaecologist who prescribed her a barbiturate against sleep disorder and Oxytocin nosespray to release the let-down reflex more easily. Moreover, the gynaecologist prescribed
midwife care for Mrs Muller. After a few visits the care was continued over the phone.
Once a week Mrs Muller called her midwife on an agreed date.

Six months after giving birth Mrs Muller’s symptoms deteriorated so the midwife
referred her to a psychiatrist. Mrs Muller had several sessions and still called her midwife
weekly. Within a month the symptoms disappeared and Mrs Muller was feeling better.
Midwives are not therapists but with their visits they offer the women support for
questions about nursing children and self care. They give the families security by their
presence and by being permanently available (independent midwives can be called 24/7).
Precisely because the midwives are not psychotherapists their care is low-threshold.
Needing psychological or psychiatric aid has somewhat negative connotations in
Switzerland.
Mrs Muller described the routine phone calls with her midwife as an important
measure. „I had to reflect on how I felt beforehand”. She described the process of
preparing for the call as helpful. She also said: „I felt very safe with the midwife“. She
knew someone was interested in her condition and took her apperceptions seriously. In
case her unstable condition should deteriorate the midwife would act as they had agreed.
Mrs Muller felt that this chosen form of treatment was ideal. The good teamwork
between the midwife, the gynaecologist and psychiatrist was conducive to avoiding
hospitalisation.
The mobile treatment has its advantages : it is cheaper and the families can stay together
which can have a positive impact on siblings. In our opinion the further removal of the
taboo around the topic of PND and a strategy to treat PND in Switzerland could lead to
quicker and more professional counselling and care for the affected families, thereby
increasing their quality of life.
Although PND is a topic in midwife training most of the knowledge about caring for
families with PND is gained through practical experience. A national guideline for
midwives could help to improve development although independent midwives already
contribute by detecting and treating PND.
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REPORT ON MEETINGS

Channi Kumar Memorial Conference

A memorial conference in honor of Channi Kumar was held
at the Institute of Psychiatry, King’s College & King’s Health Partners in London on
May 19 and 20, 2011. Channi was a beloved member and founder of the International
Marcé Society. Two other founding members of the Marcé, John Cox and Ian
Brockington, participated in the program. The program was top-notch, and organized by
Carmine M. Pariante (Chair), Sue Conroy, Paola Dazzan, Louise Howard, Susan Pawlby
and Trudi Seneviratne. The breadth of interests that Channi had were reflected in the
program, which included topics such as Biological Correlates of Anxiety and Depression
in the Perinatal Period, Treatment of Perinatal Psychiatric Disorders, Parenting Skills:
Assessment and Intervention, Biological Correlates of Psychosis in the Perinatal Period,
Global Epidemiology of Perinatal Psychiatric Disorders and Keeping the Baby in Mind.
Superb plenary lectures were given by Margaret Oates and Dale Hay. The speakers,
many of whom are Marcé members, are listed below. Included are our current President
Nine Glangeaud, Treasurer Vivette Glover, and Past Presidents Louis Appleby, Ian
Brockington, John Cox, Lynne Murray, Margaret Oates, Mike O’Hara and Kathie
Wisner. Thanks to the organizers for an excellent program!
Kathryn Abel
Susan Conroy
Crispin Day
Nine Glangeaud
Ian Jones
Alison Hipwell
Gwyneth Lewis
Michael O’Hara
Atif Rahman
Margaret Spinelli
Keiko Yoshida

Louis Appleby
John Cox
Cindy-Lee Dennis
Vivette Glover
Sarah Halligan
Louise Howard
Lynne Murray
Carmine M. Pariante
Trudi Seneviratne
Angelika Wieck

Ian Brockington
Paola Dazzan
Barbara Figueiredo
Alain Gregoire
Dale Hay
Remi Kapo
Margaret Oates
Susan Pawlby
Deborah Sharp
Katherine Wisner

Note: Picture of Channi Kumar taken at an annual meeting of the French speaking group
of the Marcé Society (October 1999, Bordeaux, France)

The Organization of Teratology Information Specialists meeting (OTIS)
(San Diego, USA, June 2011) report by Katherine Wisner
www.otispregnancy.org,
This meeting is held in conjunction with the Teratology and Neurobehavioral Teratology
Societies, and the focus is environmental, disease and drug exposures and their impact
on pregnancy and neurodevelopmental outcome. OTIS is a dedicated group of people
who provide information about exposures, including environmental, medication,
substance use, and diseases. OTIS members generate “fact sheets” for education
about drugs, including many psychotropics, and disease states for patient handouts
(available on the website in English and Spanish). OTIS also collaborates with ENTIS
(the European group). The next meeting is in Baltimore, Maryland in 2012.
The meetings are relatively small (a few hundred), which allows for questions and
interactions with attendees. There were been many interesting talks at the OTIS
meeting. I have identified a few below that I hope will interest our Marcè members.
Anne Drapkin Lyerly, M.D., M.A., Assistant Professor of Obstetrics & Gynecology and
Associate Director of the Center for the Study of Medical Ethics and Humanities, is an
ethicist who advocates for the responsible inclusion of pregnant women n medical
research. She made the following points: 1) pregnant women have medical conditions
that need to be treated. Lack of data means that pregnant women don’t get adequate
treatment, particularly at doses that are adjusted to accommodate the metabolic
changes of pregnancy. 2) The majority of women take at least one prescription
medication in pregnancy, and many use several. The drug- free ideal pregnancy rarely
exists.
3)
Reticence to treat means that pregnant women are differentially
disadvantaged; for example, pregnant women were most at risk for death during the
H1N1 infection. 4) The principle of justice needs to apply to pregnant women. They
experience an unfair denial of the benefits of research participation or the benefits of
research. Read more about the at http://kennedyinstitute.georgetown.edu/secondwave/
Suzan Carmichael , Ph.D., Associate Professor of Pediatrics at Stanford, spoke about
The Bradford Hill criteria, are which are conditions necessary to provide adequate
evidence of a causal relationship between an exposure and a consequence, established
by the English epidemiologist Sir Austin Bradford Hill in 1965 (Bradford-Hill A. The
environment and disease: Association or causation? Proc R Soc Med 1965;58:295-300).
http://meds.queensu.ca/medicine/obgyn/links/criteria_for_causation.htm. She applied it
to thinking about pregnancy exposures and reproductive outcomes.
1. Strength of the association. How large is the effect, the relationship between the
exposure and the outcome?
2. The consistency of the association. Has the same association been observed by
others, in different populations, using a different method, at different times ?
3. Specificity. Does altering only the cause also alter the effect?
4. Temporal relationship. Does the cause precede the effect?

5. Biological gradient. Is there a dose response between dose of the exposure and
magnitude of the outcome?
6. Plausibility. Does it make sense from a biological standpoint?
7. Coherence. Does the evidence fit with what is known about the natural history
and biology of the outcome?
8. Experimental evidence. Are there any clinical studies to support the association?
9. Reasoning by analogy. Is the observed association supported by similar
associations?

Mental Health of Military Women and Spouses.
Resources can be found here: http://marcesociety.com/References.aspx.

REVIEW OF ARTICLE by Katherine Wisner
Different diagnosis of postpartum psychosis
An interesting article that is important in the differential diagnosis of postpartum
psychosis was published in the June, 2011, issue of American Journal of Psychiatry.
(Am J Psychiatry 168:576-580). Fassier et al, from The Hospices Civils de Lyon in
France, described a woman who had been treated for two previous episodes of
postpartum psychosis. She developed an episode after the birth of her third child and was
hospitalized. The woman had an inherited metabolic disorder--a late-onset urea cycle
disorder. Late-onset implies that the enzymatic deficiency in the urea cycle, the
metabolic process by which the body gets rid of nitrogen, is partial and therefore may not
be diagnosed until adulthood. There are six enzymes that take part in the metabolic
process. A deficiency of any one results in excess body nitrogen, which accumulate as
ammonia. The patient described in the case report was initially diagnosed through high
plasma levels of ammonia.
The authors recommended obtaining ammonia levels on women who present with
postpartum psychosis, severe mood disorder or delirium, to rule out this metabolic
disorder. Identification is important to decrease the risk of permanent neurological
sequelae or death. The various urea cycle disorders range in prevalence from 1/14000 to
1/350,000 persons, and all can be identified with ammonia levels. Women are vulnerable
in the postpartum period because of the catabolic demands of pregnancy and childbirth,
which trigger high ammonia levels due to an overburdened capacity to clear urea from
the body. This patient had metabolic studies to confirm that she had carbamyl phosphate
synthetase 1 deficiency, a defect with a 1/62,000 frequency of occurrence.
The clinical presentation was difficult to differentiate from postpartum psychosis, which
is characterized by confusion and many symptoms that are usually considered indicative
of an organic etiology. However, clues to the metabolic abnormality in this woman
included fever, headaches and a “habitual reluctance to consume meat.” The latter is a
clue because the metabolism of protein is the defect in urea cycle disorders, and it is
intriguing to consider that the patient was aware of some physiological consequences of
high protein intake. The authors noted that the patient was “more confused and less

delusional” than might be expected for a postpartum psychosis, but the level of confusion
and psychosis are difficult to operationalize, and confusion is a hallmark of postpartum
psychosis. She had urinary incontinence, which is unusual in women with postpartum
psychosis. The patient did not respond as robustly as she had previously to antipsychotic
medication in the postpartum period, which may also characterize increasing morbidity
from multiple psychotic episodes. Finally, it is interesting is that valproate, which might
be used for treatment of a manic psychotic episode, increases the urea cycle overload.
The patient had been a journalist but had neuropsychological deficits after the third
episode with diminished overall function. She had remarked that her previous episodes
of psychosis had caused her to be less able to care for her children, which might indicate
her awareness of residual mild deficits from the two previous episodes. Treatment
included a low-protein diet, sodium benzoate and sodium phenylbutyrate and citrulline,
an amino acid intermediate in the urea cycle.

HISTORY OF THE MARCÉ SOCIETY by Nine Glangeaud
Have you ever wanted to know a little bit more about how The Marcé Society began and
came to where it stands now? Or, have you wanted to know why we are named The
Marcé Society? Read on for a little background on this important society for the way this
society has been shaped to influence the field of women’s mental health surrounding the
time of pregnancy.
Before the 1980s, although quite a few people, in different disciplines and professions,
were working on postnatal disorders, they had no way to share their knowledge and ideas.
Channi Kumar, James Hamilton, and Ian Brockington, exchanging views at meetings,
came up with the idea of founding an international society; open to all professionals,
aimed at improving the understanding, prevention and treatment of mental disorders
related to child-bearing. They wanted members of the society, from all over the world, to
meet at least biennially to exchange information and ideas about their practice and
research and to initiate collaborative research.
The idea of the Society arose out of correspondence Ian Brockington had with Jim
Hamilton, starting about 1977 when he wrote to consult him about a mother with a
bonding disorder. There was a small meeting at Queen Charlotte's organised by Merton
Sandler, where many things related to mother & baby units etc were discussed. In June
1980, there was an international conference with about 150 delegates. After the
conference, at a dinner for 6 individuals -Jim and Ian, Channi Kumar, Ralph
Paffenbarger, Bob Kendell and George Winokur, tt was decided to found the Society
there and then. The second conference, at the Maudsley, in 1982, was where the first
committee was elected. Channi Kumar was fascinated by the very early work of a French
physician, Louis Victor Marcé, who was one of the first to describe specifically puerperal
mental disorders. It was for this reason that he suggested naming this new association
after Marcé. Louis Victor Marcé (1828-1864) was born in Paris. In 1858, he wrote
"Traité de la Folie des femmes enceintes, des nouvelles accouchées et des nourrices
(Treatise on psychoses of pregnant women, and newly delivered and nursing mothers)"
and some other works on mental illness.

The Marcé Society (MS) was officially launched during the first academic meeting on
Puerperal Mental Disorders held in Manchester in July 1980. The first MS President was
Ian Brockington, Channi Kumar was Vice-president, and Frank Margison was
Secretary/Bulletin Editor. The first "real" Biennial General Meeting (BGM}, however,
was held in London in 1982, organised by Channi Kumar at the Institute of Psychiatry.
Channi Kumar was elected President at the BGM held in San Francisco (California) in
1984. The next president was John Cox, elected at the 1986 Nottingham BGM. The
BGMs were then held in Keele in 1988 and in York in 1990. Margaret Oates took over
the presidency at the1989 annual meeting in Amsterdam, succeeded by Gene Paykel, who
took over at the 1992 Edinburgh BGM and served until 1994. Brice Pitt was elected at
the 1994 BGM in Cambridge, followed by Mike O'Hara in London (1996) and Louis
Appleby in Iowa (1998). During Appleby's term, MS executive meetings began to be
con-ducted by e-mail. The constitution was also amended to meet the Society's
developing needs. These changes included the granting of official status to national
groups. The first two were the Australasian and Francophone Societies - and the direct
election of the President and other officers by the Marcé Society members. During the
2000 BGM in Manchester, Philip Boyce was elected president and Lynne Murray
president-elect. Philip Boyce organised the next BGM, held in Sydney in 2002, Lynne
Murray held the 2004 meeting in Oxford and the 2006 Biennial International Scientific
Meeting and BGM were held at Keele University. Bryanne Barnett held the 2008
Biennial International Scientific Meeting and BGM in Sydney. The most recent BGM
was held in Pittsburgh in 2010, with Katherine Wisner presiding now followed by Nine
Glangeaud, and Paris for 2012.
The Marcé medal was minted with a grant from Boots Pharmaceutical Co and is given on
behalf of the current President and Executive Committee to a person who is thought to
have made an outstanding contribution to either the clinical care or research activities in
the field of perinatal mental health. The first recipient was James Hamilton, the second
Channi Kumar. Vivette Glover gave the first Channi Kumar lecture in 2004 at the Oxford
Biennial Meeting. David Rubinow from the National Institutes of Mental Health, USA
gave the Channi Kumar Memorial Lecture at the Biennial Conference, held in September
2006 at Keele University, UK and in 2008 Nine Glangeaud-Freudenthal was very
honored to give it at the Biennial Conference in Sydney.

PERSPECTIVES ON MENTAL HEALTH OF WOMEN IN TURKEY
Nazan Aydın
Atatürk University, Medical Faculty, Department of Psychiatry
Erzurum, Turkey
Turkey is a developing country with a total population of 73,722,988. Turkey has
been experiencing a social and cultural transformation during the last century.
Conjunctions with these changing values and expectations women also have had new

roles and responsibilities. Although women gender equality exists regarding the laws in
Turkey and significant advancements toward equality have been achieved, women still
need support to overcome some problems related with their roles, status and health issues
in the society. Women’s health has always been an important issue of the health policies
in Turkey. The Ministry of Health conducts policies, which address the emotional, social
and physical health of women and young girls with an integrated approach, rather than
only focusing on reproductive health and family planning. Turkey has allocated increased
financial, human and physical resources for mother and childcare, particularly in the
underdeveloped regions and rural areas.
Important arrangements have been conducted to improve the status of women in
Turkey. Significant steps have been taken in education. Compulsory education has been
increased to 8 years in Turkey. Open Education Programs have been launched. Literacy
ratio has increased from 75 % to 82 % in five years.
Another problematic issue is domestic violence in Turkey. Under the new Civil Code,
government has passed a law protecting families from domestic violence. The law
introduced some protection orders, which determined by the family courts upon the
complaint of the abused women and children or the application by the public prosecutor.
In order to protect the victims and the other members of the family, the law also states
that the party who commits domestic violence should stay away from home or –
workplace for a period of time. The Directorate General of Social Services and Child
Protection Institute has opened guest houses, shelters, and counseling centers for abused
women in various provinces.
To promote small entrepreneurship, The Turkish Public Bank applies credit programs
with low interest for a long term, and women who work at home or set up small
businesses can benefit from these programs.
In order to help prevent women from leaving work due to a birth and subsequent care,
the leave period in which women can receive their full salary has increased to 8 weeks
both before and after the birth (16 weeks total).
Another step is prevention of early motherhood. The new Civil Code requires that
girls and boys be at least 17 years of age in order to marry. Also, this new code
strengthened gender equality, equality between the spouses and considered women totally

equal to men in family and society.
Efforts to prevent neonatal deaths, especially in the case of premature births have
resulted in fewer deaths among mothers and infants. A sharp decline in infant mortality
has occurred. Additionally, a similar tendency has also been observed for maternal
mortality. Total fertility rate has been decreased from 3.65 % to 2.15 % in five years.
In Turkey perinatal care is given free of charge and is widely available. 92% of
mothers receive antenatal care from health personnel during the pregnancy. Antenatal
care is provided through primary and secondary healthcare facilities, some university
hospitals, and via the private sector in Turkey. There is currently insufficient number of
pregnancy training centers in Turkey but there is a growing demand for them each day.
The main goal in operating this type of a center is to offer prospective parents useful
information about pregnancy from the experts and to create a safe environment where
women can share their thoughts and feelings about the whole process. The goal is to
encourage candidate mothers to participate as well. Usually, one-hour lessons are given
twice a week. Although women at any stage of pregnancy can attend the classes, experts
recommend participation from 4 months and on. Some of the classes are offered in state
and private hospitals and others at privately owned training centers.
Postnatal care services are less known among the reproductive health services provided
in the country. In these centers information is given for baby care and breastfeeding, and
immunizations are provided free. About 85 percent of mothers and 90 percent of infants
receive postnatal care from health personnel in the two months following the delivery in
Turkey.
Turkish Ministry of Health has specific department and programs to improve mother
and child health. The Department of Family Planning and Mother and Child Health is one
of the five major departments within the Turkish Ministry of Health. It was founded to set
goals for solving problems in the areas of mother and child health as well as family
planning and it is responsible for implementation, inspections, and evaluation of these
goals. One of its aims is also to provide interventions during the antenatal and the
postnatal period to preserve the physical and mental health of both the mother and the
child. The department is also responsible for the training of the health practitioners to
provide services to the mothers and children.

Turkish Ministry of Health has launched two programs for reproductivity and mother
and infant health in Turkey. The Reproductive Health Program was a collaborative
program between the EU and the Turkish Health Ministry. It started in 2003 and finished
in 2007. There were 5 main components or aims: Educate the people about Safe
Motherhood, Family Planning, Emergency Obstetric Care, Young People’s Reproductive
Health, Sexually-transmitted Diseases.
The second program is called 0-6 ages Children’s Psychosocial Development Support
Program. It is within the Ministry of Health where the aim is to integrate within the
primary care services the monitoring of the child’s mental and social development and
the support provided and to conduct assessments for the expectant mothers and children
using the biopsychosocial model. This follow up program was developed especially for
children from fertilization up to 6 years old, but also covers the mental, social and
physical needs of pregnant women, mothers and fathers alike. The program started in
2002 and still continues in Turkey.
The organization of specialists and residents of adult psychiatry in Turkey is the
Psychiatric Association of Turkey (PAT). PAT aims to provide and promote scientific
development of psychiatry in accordance with ethical standards in clinical practice and
research. Prof. Dr. Nazan Aydın in Turkey founded the Section of Scientific Studies on
Pregnancy and Birth Related Mental Disorders within the PAT in March 2011. The aims
of this group are to conduct studies, collaborate for prevention of mental illness and be
involved in the screening and treatment of pregnancy and birth related mental health
problems. With the leadership of Dr. Aydın, new members from Turkey have registered
with the Marce Society. This group is planning to make an application to set up a new
branch of Marce Society in Turkey. Establishment of a birth registration system and web
based communication system between the perinatal psychiatrists and, the organization of
training courses, studying with collaborative partners are activities that are planned by
Turkish members of Marce Society.
Research studies about perinatal psychiatry have been conducted all over the country.
Most of them are related to prevalence and risk factors of postnatal depression.
According to the studies, unemployment of the husband, low education, poverty, early
age pregnancy, unplanned pregnancy, premenstrual syndrome, lack of antenatal care,

history of mental illness, history of mental illness in first-degree relatives and adverse life
events were associated with postnatal depression. There is limited information on
postnatal care research as well. Accordingly, intervention studies are necessary.
The conclusion, Turkey has some improvements in its health system especially to
prevent early motherhoods, mother and infant deaths, to decrease the fertility rate, to
increase literacy rate, to protect the families domestic violence, to promote small
entrepreneurship and, to educate the health personnel about perinatal care. Women health
practitioners are doing research to understand the problems in perinatal mental health.
However, pregnancy and birth related mental disorders still require more attention.
Depression prevention programs in perinatal period should become high priority issue.
Implementing community-based programs to meet the care needs of new mothers,
including at least two follow up visits, giving education on psychiatric disorders related
to pregnancy and, establishing departments on women’s mental health must be a concern
of health authorities.
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