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El suicidio es la primera causa de muerte de las mujeres durante el periodo perinatal, que comprende desde el embarazo hasta un año
después del parto. Hay apoyo empírico suﬁciente para aﬁrmar que las mujeres embarazadas tienen mayor ideación suicida que su
correspondiente grupo de comparación en la población general. A pesar de estos datos, este tipo de problemas no suelen ni prevenirse
ni reconocerse adecuadamente. Sin embargo, si las disonancias y dilemas asociados a la maternidad, así como los problemas de salud
mental, no se previenen o se abordan adecuadamente, éstos pueden afectar al bienestar de las mujeres, al de sus hijos y al de otros
miembros de la familia. Se exponen los factores implicados en la conducta suicida de este grupo de mujeres, así como algunas directrices
generales de actuación. Se reclama la necesaria puesta en marcha de estrategias de prevención.
Palabras clave: Conducta suicida, Suicidio, Embarazo, Posparto, Perinatal, Prevención.
Suicide is the leading cause of death for women during the perinatal period, which commences in pregnancy and ﬁnishes one year after
delivery. Empirical evidence from previous studies shows that pregnant women have greater suicidal ideation than their comparison group
in the general population. However, there is a tendency for these problems to be neither prevented nor adequately recognized.
Nevertheless, if the dissonances and dilemmas associated with motherhood, as well as mental health problems, are not prevented or
adequately addressed, they can affect the well-being of women, their children, and other family members. Risk and protective factors for
suicidal behavior in this group of women are discussed, as well as general principles of action. The need for the implementation of
prevention strategies is highlighted.
Key words: Suicidal behavior, suicide, pregnancy, postpartum, perinatal, prevention.

“

No one tells you that this can happen, and when it does, you
are so lost and everything is so dark that you don’t even
know you can ask for help.” It is possibly not a mistake to
think that most professionals in psychology (and other health
professions) are unaware that suicide is the leading cause of death in
women during the perinatal period, which spans from pregnancy to
one year after childbirth (Enătescu et al., 2020; Gelaye et al., 2017;
Knight et al., 2019).
The interest aroused by this topic is undoubtedly due, in part, to the
sadness and perplexity aroused by the news about the suicides of
(new or future) mothers along with the presence of other phenomena
such as neonaticide or infanticide, events that are rare, but—like
suicide itself—also complex and with deep psychological roots (AlHalabí, 2019; Al-Halabí et al., 2019; Al-Halabí & García-Haro,
2021; Al-Halabí et al., 2021). However, after several decades of
research we still do not have a coherent narrative to enable us to
understand the complex association between motherhood and
suicide (Fisher, 2016). What does seem clear is that myths about
immediate love for newborn children pose a signiﬁcant barrier to
women asking for help or receiving the resources they need to cope
with a suicidal crisis. As striking as the ﬁgure at the beginning of this
article is, hardly any speciﬁc preventive interventions have been
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established to address this problem, the consequences of which are
devastating, both for the babies who lose their mothers and for the
families, whose suffering goes beyond the typical parameters
regarding social and health costs (Al-Halabí et al., 2019).
The aim of this article is clear: to raise awareness of the taboo that
exists, both in society and among professionals, about the relationship
between suicide and motherhood, to draw attention to this problem by
providing brief but relevant information, and to highlight the need for
preventive interventions for suicidal behavior during this period of
women’s lives.
WHAT DO WE KNOW ABOUT SUICIDAL BEHAVIOR
DURING THE PERINATAL PERIOD?
The scientiﬁc literature on this subject is not very abundant. It should be
noted here that, in our country, the National Institute of Statistics does not
have disaggregated data available to enable us to know the extent of
this phenomenon. The scarcity and variability of the data may be due to
the lack of consensus that still persists today in the nomenclature of
suicidal behavior (on this issue we refer the reader to sources of great
interest such as, for example, De Beurs et al., 2020; Fonseca-Pedrero et
al., 2020; Hill et al., 2020; Leather et al., 2020; Silverman, 2016;
Silverman & Berman, 2017; Silverman & DeLeo, 2016; van Mens et al.,
2020; Turecki et al., 2019). It is now almost two decades since
Silverman (2006) warned that because the term ‘suicide attempt’ can
mean so many potentially different things, it runs the risk of meaning
absolutely nothing. Since then, we have made progress, certainly, but
we are still struggling with the same problem today (Berman &
Silverman, 2017). In the words of Rendueles (2018) “there is
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knowledge about suicide that is limited to the artisanal”. Therefore, more
science and more awareness are needed in this ﬁeld.
In the case of women in the perinatal period, everything becomes
even more complex, since together with basic experiences such as
discomfort and fatigue, they may experience mood changes and other
common components of depression as characteristics of pregnancy
and postpartum (Rodríguez-Muñoz et al., 2021). And the opposite
can also happen; characteristics of pregnancy and postpartum can be
experienced as signs of an incipient mental disorder, which may lead
to false diagnoses, increase stigma, and deactivate women’s and their
families’ own coping resources. (Of course, there are women who do
not experience any of these problems and enjoy this period of their
lives or experience it with total normality). This circumstance means that
greater expertise, sensitivity, and training are required on the part of
the psychology professional to be able to establish clearly and
precisely what we are talking about or, rather, what the women talk
about and experience when they ﬁnd themselves in a situation in
which, to the bewilderment of those closest to them, they begin to think
that “their families and their babies would be better off without them”
(Rodríguez-Muñoz, 2019). Suicide is not something that occurs in a
vacuum; rather it takes place in a speciﬁc context and under speciﬁc
circumstances in the life of the (recent or future) mother in which
hopelessness and suffering take on special relevance. Suicide is a
multifactorial, plural, interactive, dynamic, and contextual-existential
phenomenon, which translates into the fact that, for each woman, there
are various problematic conﬁgurations that may be at the basis of her
problems or difﬁculties in the experience of motherhood (Al-Halabí &
García Haro, 2021; García-Haro et al., 2018). In the case at hand,
as in all mental health problems, various biological, psychological,
social, and cultural factors are present, as well as the psychological
valence that motherhood has for each woman. It seems reasonable to
think that the “value” of motherhood is not “absolute” or similar for all
women or in all cultures, but that, far from the idea that it is a period of
joy and emotional well-being, this “value” will depend—to a large
extent— on the values and meaning it has for each woman, her
personal and family situation, the support received from her partner,
her previous experience, the social support available, the presence of
health problems, the economic resources available, her expectations
about how she will be able to cope with her new obligations, and the
importance of these in her vision of the world and of herself, etc. (AlHalabí et al., 2019; Rodríguez-Muñoz, 2019).
THE MYTH OF MOTHERHOOD IN THE PROCESS OF
FEMALE IDENTITY CONSTRUCTION
Motherhood is an event (but also a construct) that has historically
modulated the construction of female identity. Pregnancy and
childbirth imply the birth of a new identity, often associated with rigid
meanings around what it is to be a “good mother” (Paricio del Castillo
& Polo Usaola, 2020). It refers to the set of social discourses around
the maternal experience (typically as a period of personal fulﬁllment),
the mother’s happiness, nurturing, self-sacriﬁce, care, dedication,
renunciation, etc. Although they are external discourses, they may end
up being “internalized” in the form of personal self-prescription.
There are many tribulations that a woman faces during the perinatal
period. Without wishing to be exhaustive, we will start with the most
obvious, which are the biological, image, and role changes. We refer
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here to changes in body image, changes in biological rhythms,
decreased productivity, overload due to double working hours, etc. It
is of special interest to mention the situation of leave from work, which
can be experienced by many mothers as a prelude to the loss of the
professional project and the sense of continuity.
The birth of the identity as a mother implies a radically new way of
being that goes beyond the mere “idea” of knowing that one is a
mother. It is an intimate process of transformation that goes through all
the psychological dimensions of subjectivity, from those related to the
body to the processes of identity. This implies an effort of integration
(one stops being only a daughter to be a daughter and a mother, one
stops being only a partner to be a partner and a mother, etc.) and of
revision of the previous models (with one’s own mother, with one’s
partner, etc.) that is never free of difﬁculty, even more so if there is no
caring bond on the part of the partner and the family towards the
woman who is gestating this new maternal experience and identity,
or—as seems likely in modern society—if the models of nurturing are
less and less available. With respect to identity, there may be
difﬁculties in integrating one’s own decisions and professional project
into the social narrative of the “good mother”, which may give rise to
dilemmas and crises. On the other hand, this stereotype may be
underpinned by the positioning of signiﬁcant others (partner, family,
friends, co-workers, health professionals, etc.) and their prototypical
ideas about good parenting, nurturing, etc. In this sense, and based
on clinical experience, it is common to ﬁnd that mothers who express
a high level of concern about feeling bad (“I have no reason”) and
guilt in case their distress has a detrimental side effect on the wellbeing of their baby are often referred to mental health. It seems
evident that all these adaptation difﬁculties and identity dilemmas are
accompanied by experiences of distress, typically in the form of
anxiety, sadness, fatigue, helplessness, frustration, anger,
indecisiveness, concentration problems, etc. These manifestations,
often understandable due to the biological state of pregnancy and
postpartum, can activate control and experiential avoidance
strategies in women which, rather than helping them to escape from
their distress, form a loop that further submerges the protagonists in a
state of suffering and loneliness, in turn lived with guilt and shame, as
conﬁrmation of a supposed inability or failure to be a “good mother”.
This dynamic process of ineffective struggle with the emotions and
dissonance with the social mandate of “being a good mother” can
lead many women to a real crisis, accompanied by the abandonment
of child-care activities and even rejection of the baby. From what we
have been describing, what can be seen is the existence of a context
that forms psychological problems. This context can trap women in
states of hopelessness and distress to such an extent that wishing to die
and ideas of self-harming make sense, which—as we shall see
below—are quite frequent in the perinatal period (Enătescu et al.,
2020). In the light of this existential drama, one can think of maternal
suicide as an escape from suffering or as self-culpability for not
achieving the socially prescribed maternal ideal.
This being the case, the need for professional preventive intervention
in the perinatal period is called for. But it would not be enough to
attend without understanding, since without understanding what is
activated is the explanation of the biomedical model (Pérez-Álvarez,
2019). It is necessary to help mothers (and their partners) to elaborate
the meaning of their experience from a broader perspective, to deal
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more effectively with distress, to integrate the different emerging
identities and to recover the authorship and continuity of their lives.
Psychological help should be provided without falling into the error of
thinking that there is a mental “illness”. We psychology professionals
must remain attentive to the iatrogenic consequences in identity and
self-esteem of the internal, stable, and global attributions that are
often used to account for problematic experiences.
AGAINST THE TABOO: AWARENESS, EDUCATION, AND
SCIENCE
Let us lay the facts out on the table: there seems to be a consensus
among practitioners and researchers that during the perinatal period
there can be wide ﬂuctuations in mood that may require immediate
and urgent attention to prevent the risk of suicide or ﬁlicide (Kimmel,
2020; Rodríguez-Muñoz, 2019). Moreover, contrary to the
misconception that pregnancy might have a protective effect against
suicidal behavior, a growing body of knowledge now points out that
the prevalence of suicidal ideation may be even higher among
pregnant women than in the general population of women (Enătescu
et al., 2020; Khalifeh et al., 2016). Moreover, recent research
suggests that suicidal ideation is a relatively common phenomenon in
pregnancy globally, with an estimated prevalence of 5%-20%,
although some studies in the United States have reported ﬁgures as
high as 33% (Gelaye et al., 2016). Thus, there is sufﬁcient empirical
support to claim that pregnant women have higher suicidal ideation
than their corresponding comparison group in the general population,
although the data vary considerably by age and ethnicity (Enătescu
et al., 2020; Gelaye et al., 2016). Despite this high prevalence, we
still lack a comprehensive model integrating all the available
knowledge on suicidal ideation before childbirth. Many studies have
focused on the postpartum period and have generally limited their
study objectives to suicide attempts, rather than the full spectrum of
suicidal behaviors. However, the variety of suicidal behaviors in the
postpartum period (ideation, attempted, or completed suicide) are
often preceded by some expression of suicidal behavior prior to the
birth. It seems that this “antepartum pattern”, which predicts
postpartum risks and persists beyond the prenatal period, is observed
in maternal mood and in the presence of anxiety and other stressderived disorders (Gavin et al., 2011; Nock et al., 2009). Therefore,
some authors argue that the prepartum period represents a sensitive
period and an important opportunity for prevention (Onah et al.,
2017). This prepartum pattern, like any psychological phenomenon,
does not occur in a contextual vacuum, but inserted in a life where the
meshing of dominant discourses, identity conﬂicts, and lack of social
support play a fundamental role.
Having said the above and given that—not without some debate
(Berman & Silverman, 2017; Chiles et al., 2019)—, suicidal ideation
is considered one of the main predictors of subsequent suicide
attempts or completed suicide (WHO, 2014), assessing suicidal
ideation should constitute a priority issue in clinical screening
throughout the perinatal period, as well as an opportunity for
intervention to prevent other more serious suicidal behaviors, such as
the passage to action or suicidal acts of a more lethal nature (Orsolini
et al., 2016). Relevant authors have noted that a history of mental
health essentials should be taken during the ﬁrst clinic appointment
(ACOG Committee Opinion, 2018; Esscher et al., 2016; Knight et
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al., 2019). If the pregnant woman has previously been diagnosed
with a severe affective disorder or psychotic disorder, she should be
referred to mental health services for follow-up, even if she is currently
stable and not undergoing treatment. A variety of questions open up
here: who performs this screening in gynecology and obstetrics
services; which professional assesses for the presence of mental health
problems in these settings; and which professionals are responsible
for following up these individuals (whether in mental health services or
in other health care settings)?
NECESSARY RISK FACTORS AND DESIRABLE PROTECTIVE
FACTORS
In relation to risk factors for suicidal behavior, the review by
Gelaye et al. (2016) lists the presence of a previous history of child
abuse, domestic violence, unwanted pregnancy, abortion intention,
lack of social support, low academic and socioeconomic status,
being single, an absence of religious beliefs, and the presence of a
mental disorder. If we focus specifically on suicide attempts because
of their relevance as a predictor for completed suicide, the
published results suggest that during pregnancy the risk is higher for
young women, especially adolescents, unmarried, with low
educational level and alcohol consumption. It is not clear whether a
previous history of miscarriage may be a risk factor, or the role of
drug use during pregnancy, as there are studies with contradictory
results (Gressier et al., 2017). During the postpartum period the
main risk factor for a suicide attempt is a low educational level,
while marital status, age or obstetric complications do not seem to
be as relevant. Although there is little research on this subject, to the
above risk factors should be added, even if only for consideration,
those referring to identity dilemmas and dissonances between the
maternal ideal and real motherhood (Paricio del Castillo & Polo
Usaola, 2020). However, the profile of women at risk still needs to
be improved (Gressier et al., 2017). The specific risk factors for
suicide during the perinatal period collected in the review by
Orsolini et al. (2016) can be found in Table 1.
Contrary to suicidal ideation, completed suicide among women in
the perinatal period is a less frequent event than in the general
population (Esscher et al., 2016; Fisher, 2016; Lega et al., 2020;
Lysell et al., 2018). Overall, the relevant fact is that giving birth is
associated with a lower suicide rate. However—and here the
complexity begins—motherhood, for many women, is associated with
increased difﬁculties, role transitions, and identity dilemmas. And it is
these (and not the mere presence of previous diagnoses of mental
disorder) that may increase the occurrence of mental health problems
and suicide risk (García-Haro et al., 2020; Lysell et al., 2018). In
other words, it would be of interest not so much to consider childbirth
(as an event) as a period of high risk for women with mental health
problems, but to analyze how motherhood and its conﬂicts end up
causing some women to develop psychological problems. In any
case, there does seem to be a consensus in the scientiﬁc community
that, unlike the general population, these women tend to choose
suicide methods with a high lethal probability, mainly by hanging,
defenestration, or precipitation from high places (Khalifeh et al.,
2016; Oates, 2003). Perhaps this differential characteristic should
give us a clue about the degree of hopelessness present in these
women?
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Regarding protective factors, none have been described that are
speciﬁc to the perinatal period, beyond those known for the general
population: strong personal relationships with social, emotional, and
ﬁnancial support, religious or spiritual beliefs, emotional stability, wellbeing, self-esteem and optimism, personal skills (problem solving and
conﬂict resolution), young children to care for, healthy lifestyle, access
to clinical interventions and support in seeking professional help
(Turecki & Brend, 2016; Turecki et al. , 2019; WHO, 2014).
These factors, alone or in combination, can inﬂuence the increase or
decrease of suicide risk and should be managed during clinical
intervention. Traditionally, more importance has been given to the
study of risk factors than to protective factors, missing, perhaps, the
possibility of anchoring to important aspects such as the feeling of
belonging or the meaning of life. It is important to consider and
enhance these factors that have been shown to increase resilience to
difﬁculties and “connection to life” (Al-Halabí & García-Haro, 2021).
Future research will have to discern which of these factors are key in
the suicidal process of women during the perinatal period and what is
the meaning of their functioning. Only then will it be possible to
develop efﬁcacious, effective, and efﬁcient preventive interventions
(Fonseca-Pedrero et al., 2021).
WHO, HOW, WHEN AND WHERE IS THE EVALUATION
CARRIED OUT? THERE ARE NO SATISFACTORY ANSWERS
Despite having speciﬁc instruments for the assessment of suicidal
behavior, speciﬁc screening is rarely performed in women in the perinatal
TABLE 1
RISK FACTORS FOR SUICIDAL BEHAVIOR IN
THE PERINATAL PERIOD
Individuals

4
4

Socioeconomic

Being young and single
Family or personal history of mental disorders or suicidal
behaviors

period mainly due to time constraints in health services, lack of training in
suicide of professionals involved in perinatal care, and lack of
collaboration between gynecologists, pediatricians, and psychologists
(Rodríguez-Muñoz, 2019). In fact, suicidal ideation is often assessed
along with depression screening through item 10 of the Edinburgh
Postpartum Depression Scale or the Patient Health Questionnaire, rather
than using tools speciﬁcally designed for that purpose (Muñiz et al.,
2020). In addition, many women with suicidal ideation during
pregnancy and postpartum do not meet the criteria for a diagnosis of
depression and may not be adequately detected. Moreover, several
authors have pointed out that the clinical relevance of the previously
mentioned item 10 for the detection of these thoughts is unclear, and that
it often generates more concern than usefulness, as many professionals
do not know how to approach the question or the possible answer, or
how to interpret the “normality” of having suicidal thoughts (Berman &
Silverman, 2017; Howard et al., 2011). Thus, many of them are afraid
to ask these questions for fear of inducing such thoughts, which evidences
a worrying existence of myths about suicide among professionals in the
National Health System (Stanley et al., 2020). Therefore, we underscore
here the necessary presence of the clinical interview and the training and
education of all professionals involved in the health care of expectant or
new mothers (Al-Halabí & García-Haro, 2021; Rodríguez-Muñoz,
2019). Orsolini et al. (2016) propose including careful (and preventive)
screening and assessment of suicidal ideation throughout the perinatal
period (see Table 2). To this end, despite the difﬁculties noted previously,
they propose speciﬁc instruments such as the Beck Suicidal Ideation
Scale, the Columbia Scale to Assess Suicide Risk or the Suicide
Probability Scale (Al-Halabí et al., 2016; Orsolini et al., 2016).
TABLE 2
ASSESSMENT OF THE RISK OF SUICIDAL BEHAVIOR IN
THE PERINATAL PERIOD
Medical history

4

Family conﬂict
Domestic violence
4 Loneliness and lack of social, family, or partner support
4 Rejection of paternity by the partner
4
4

Environmental

Gestational

Clinicians
disorder

Social, racial, religious, or gender inequality or
discrimination
4 Overcrowded, inadequate, or rural housing
4 Wars, conﬂicts, or natural disasters
4

4

Unwanted pregnancy
Nulliparity

4

Previous or current presence of a diagnosis of mental

4

Previous suicide attempts
4 Previous suicidal ideation
4 Presence of a disease of short evolution
4 Psychological aspects such as premenstrual irritability,
insomnia, perception of complicated pregnancy, negative
attitudes towards pregnancy, anxiety about childbirth,
inadequate coping strategies, etc.
4

Note. adapted from Orsolini et al. (2016).
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Current suicidal manifestation
Mental disorders
4 Presence of physical illness or pharmacological treatment
4 Psychosocial environment
4 Current use of alcohol and other drugs
4 Individual strengths and difﬁculties
4

Suicidal ideation

Nature of thoughts
Frequency and duration
4 Persistence of the wish to die
4 Intensity
4
4

Suicide plan

Potential lethality of plan
Level of detail and violence of the chosen plan
4 Level of access to potentially lethal means
4
4

Frequency and duration
Intention to die
4 Method
4 Medical consequences or damages

Previous or current
suicide attempts

4

Suicide risk assessment

4

4

4

Risk and protective factors
Methods to mitigate distress, strengths, or protective factors
for suicide risk.

Note. adapted from Orsolini et al. (2016).
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However, assessment through self-reported questionnaires is not
without limitations (Berman & Silverman, 2017; Vourilehto et al.,
2014). Moreover, we cannot forget the ﬂuctuating nature of suicidal
behavior, which may not be present during screening, precluding its
necessary follow-up throughout the perinatal period. To alert of such
an extreme, it is necessary to know how suicidal crises “work”, as well
as to have dynamic models, outpatient assessment systems, and
general intervention proposals (Fonseca-Pedrero et al., 2020;
Labouliere et al., 2018). Again, the presence of myths among health
professionals poses a huge barrier to the adequate support and
follow-up of these women. Self-administered questionnaires are an
ideal complement to the interview, but they should never replace it.
For this reason, we emphasize once again the importance of perinatal
psychology. The implicit idea, experienced by many women as a
social mandate, that they should be in one of the happiest stages of
their lives can create enormous guilt and shame that prevents them
from expressing their doubts, fears, and thoughts of death. Therefore,
it is vital to have a psychological professional attending to the suicidal
woman, managing the emotions. The importance of therapeutic
interviewing skills in assessing and helping people at risk of suicide
cannot be overemphasized enough (Al-Halabi & Garcia-Haro,
2021). This is due to the very dynamic, interactive, contextual, and
existential nature of the phenomenon of suicide. In the suicidal crisis
there is a great ambivalence or dilemmatic conﬂict between
remaining alive and deciding to die. On the one hand, women
struggling with the persecution of suicidal ideation may feel that they
have lost the reins of their life, that they have made a mistake in their
decision to become mothers, and that nothing will ever be the same
again. The idea is so devastating that a period of the baby’s

continuous crying or the obligation to have to bathe it can devastate
the precarious equilibrium of the mother, who can no longer see
beyond her distress, the effects of her prolonged sleep deprivation
(Gelaye et al., 2017), and the changes in her daily life, her body, her
work, her partner, her sexuality; in short, her life and her identity. In the
words of Chiles et al. (2019), these women are trapped in what they
call the “three I’s”, a pain that they consider Inescapable, Intolerable,
and Interminable. But, as previously stated, beyond the presence of a
psychological problem or the presence of a mental disorder,
motherhood involves difﬁculties, renunciations, and new identities that
may be conﬂicting for some women. It is necessary for the
professional psychologist to validate their suffering, questioning the
social consideration of motherhood as a “necessarily” happy stage.
This does not mean renouncing the possibility of a joyful motherhood,
especially now, when motherhood is an option and not a destiny.
In any case, the evaluation of suicide risk should be done in
collaboration with the individual woman being assessed, considering
her particular experiences of motherhood and listening carefully to
her reasons for contemplating suicide instead of staying alive (NICE,
2020). In addition, the woman’s ability to care for her child should
always be assessed, as well as any thoughts of harm to the baby.
Guidelines established by The Centre of Perinatal Excellence (COPE)
(Austin et al., 2017) can be found in Table 3.
When the risk of suicide has been identiﬁed, Austin et al. (2017)
propose the following additional considerations:
Low risk: analyze the events that precipitate the ﬂeeting thoughts of
suicide. If the triggers are inherent to the current experience of
motherhood (e.g., embarrassment about negative thoughts toward the
baby), a safety plan must be developed (Stanley & Brown, 2012).

TABLE 3
GENERAL PRINCIPLES OF ACTION
ASK QUESTIONS*
Suicide ideation - Plan - Lethality - Means - Previous history
Fluctuating thoughts of suicide or self-injury
without lethal plans or means.

Thoughts and intentions of s
uicide without plans.

Continuous thoughts of suicide, intention,
plan, and means.

➪

➪

➪

Low risk

Medium risk

High risk

Analyze the availability of support and
treatment options.

Analyze availability of support and treatment
options. Establish weekly follow-up.

Ensure the safety of the woman
(controlled and safe environment).

Organize appropriate follow-up and
supervision according to clinical judgment.

Make a contingency plan in case the situation
worsens and there is a “suicidal” escalation.

Establish follow-up in the next 24 hours with
supervision and continuous evaluation.

Provide contact to community resources.

Carry out a safety plan.

Control the risk to the baby.

Note. *Always consider the mental health of the mother and the risk to the baby.
Adapted from Austin et al. (2017)
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Medium risk: assess the general context in which thoughts of suicide
occur (e.g., previous suicide attempts) and establish the factors that
may contribute to the escalation of risk (e.g., the baby crying or an
argument). Caregivers who can care for the infant and the mother
must be available.
High risk: ﬁnd a support person to care for the baby. The mother
may deny intent to commit suicide but still be at high risk. A woman
with signiﬁcant mental health deterioration, inability to sleep, distorted
thinking, inability to care for herself or the baby, etc., may be at the
same risk as a woman with declared suicidal intent.
TIMES OF CHANGE
Explicitly addressing and preventing suicide risk in these women is
essential to reduce the rates of suicide in this population which, as we
have seen, represents the leading cause of death during the perinatal
period in developed countries (Enătescu et al., 2020). Some
empirically supported preventive interventions are being carried out in
other countries with very promising results (Kimmel, 2020). In Spain,
there are several initiatives focused on perinatal depression that could
constitute a model for addressing suicide risk factors (Marcos-Najera
et al., 2017). Rodríguez-Muñoz et al. (2017) have highlighted that,
following the recommendations of The American College of
Obstetricians and Gynecologists (ACOG Committee Opinion,
2018), it is possible to carry out health routines and screening for
mental health problems in a public hospital setting and in
collaboration with obstetric services. Of course, any prevention
initiative would have to start with a detailed assessment and analysis
of the phenomenon, which, for the time being, is not yet available.
Likewise, it would be necessary to deal with the difﬁculties of lack of
consultation time and the absence of specialized units, to manage the
available resources and to build programs or propose empirically
supported interventions. The need to use empirically supported
psychological treatments must be highlighted (Fonseca-Pedrero et al.,
2021; Rodríguez-Muñoz & Al-Halabí, 2020). It is not the purpose of
this article to develop this aspect (for detailed information see AlHalabí & García Haro, 2021 and Al-Halabí et al., 2021), however,
by way of summary, the studies reviewed support the efﬁcacy of
cognitive behavioral therapy and dialectical behavioral therapy.
These types of therapies offer the opportunity to discuss existential
problems in a safe environment, where psychologists can validate the
suffering of women who wish to die or are struggling to stay alive,
guiding them to reorientate themselves toward life with new coping
strategies. In addition, a body of brief interventions has been
developed to respond to the clinical emergencies of people in suicidal
crisis. Support contacts and follow-up or the Safety Plan of Stanley
and Brown are some of the most effective interventions and can be
combined with other more comprehensive therapies (Al-Halabí &
García Haro, 2021; Al-Halabí et al., 2021).
RECAPITULATION
Mental health problems during the perinatal period usually require
urgent attention because of the potential consequences for the wellbeing of the baby and for the woman’s own life. However, these
problems are often under-recognized. Many women do not seek help
for fear of stigma or social service intervention. In addition,
motherhood itself may pose a barrier, as the demands of the baby
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may interfere with the ability to attend treatment sessions regularly.
Other barriers may also be present, such as ﬁnancial problems, fear
of having to interrupt breastfeeding, mismanaged priorities, or a lack
of partner and family support. However, if the dissonances and
dilemmas associated with motherhood, as well as the mental health
issues, are not addressed, these can affect the women’s well-being,
that of their children, and that of other family members (Al-Halabí et
al., 2019; Rodríguez-Muñoz, 2019). We adopt the maxim “an
ounce of prevention is better than a pound of cure”, especially in the
face of outcomes that involve the loss of people’s lives due to
psychological pain that they cannot tolerate.
Finally, it is necessary to have comprehensive psychological models
focused on these women and their experiences of motherhood. Once
again, we demand the structural presence of the psychology
professional in the staff and units of gynecology and obstetrics for
good mental health in the perinatal stage, both for the mothers and for
their babies in the future. We understand that the prevention of
problems in mothers bestows good psychological health on their
children. Otherwise, what affective relationship does a mother with
suicidal ideation establish with her baby? It is not our intention to
provide an answer to this question, but we do wish to invite reﬂection
and emphasize once again that the advantages of prevention go
beyond the mere health of mothers. Psychology professionals must be
trained and prepared to lead initiatives aimed at preventing and
addressing a phenomenon that, we understand, is genuinely
psychological. In the words of the director of the Maternal Mental
Health Alliance in the UK, “We must remember the individual women
and families behind the devastating numbers of suicide deaths and
seek to honor their memory by urgently addressing the gaps in
perinatal mental health care. In order to save precious lives, we must
ensure every woman has access to essential care and support, when
and where she needs it.”
ACKNOWLEDGMENTS
The authors would like to express their sincere thanks to Professor
José M. Errasti Pérez for his thorough review of this work.
CONFLICT OF INTEREST
There is no conﬂict of interest.
REFERENCES
ACOG Committee Opinion Number 757(2018). Screening for perinatal
depression. Obstetrics & Gynecology, 132(5), e208-e212.
https://www.acog.org/clinical/clinical-guidance/committeeopinion/articles/2018/11/screening-for-perinatal-depression
Al-Halabí, S. (2019). Infanticidio [Infanticide]. In M.F. Rodríguez
Muñoz (Coord.). Psicología Perinatal: Teoría y Práctica [Perinatal
Psychology: Theory and Practice] (pp. 499-500). Pirámide.
Al-Halabí, S., & García Haro, J.M. (2021). Tratamientos psicológicos
para la conducta suicida [Psychological treatments for suicidal
behavior]. In E. Fonseca Pedrero (Coord.), Manual de
tratamientos psicológicos. Adultos [Psychological treatment
Manual. Adults] (pp. 639-675). Pirámide.
Al-Halabí, S., García Haro, J.M., & Gutiérrez López, B. (2021).
Tratamientos psicológicos para la conducta suicida en
adolescentes [Psychological treatments for suicidal behavior in

SUSANA AL-HALABÍ, JUAN GARCÍA-HARO, MARÍA DE LA FE
RODRÍGUEZ-MUÑOZ AND EDUARDO FONSECA-PEDRERO

adolescents]. In E. Fonseca Pedrero (Coord.), Manual de
tratamientos psicológicos. Infancia y adolescencia [Psychological
treatment Manual. Childhood and adolescence] (pp. 577-615).
Pirámide.
Al-Halabí, S., Mayoral, M., & Corcoran, P. (2019). Suicidio durante
el embarazo y el posparto [Suicide during pregnancy and the
postpartum period]. In M. F. Rodríguez Muñoz (Ed.), Psicología
Perinatal: Teoría y Práctica [Perinatal Psychology: Theory and
Practice] (pp. 259-272). Pirámide.
Al-Halabí, S., Sáiz, P.A., Burón, P., Garrido, M., Benabarre, A.,
Jiménez, E., Cervilla, J., Navarrete, M.I., Díaz-Mesa, E.M.,
García-Álvarez, L., Muñiz, J., Posner, K., Oquendo, M.A., GarcíaPortilla, M.P., & Bobes, J. (2016). Validation of a Spanish version
of the Columbia-Suicide Severity Rating Scale (C-SSRS). Revista
de Psiquiatría y Salud Mental [Journal of Psychiatry and Mental
Health], 9, 134-142. doi.org/10.1016/j.rpsm.2016.02.002
Austin, M.P, Highet, N., & the Expert Working Group (2017). Mental
Health Care in the Perinatal Period: Australian Clinical Practice
Guideline. Centre of Perinatal Excellence.
Berman, A. L., & Silverman, M. M. (2017). How to Ask About
Suicide? A Question in Need of an Empirical Answer. Crisis,
38(4), 213-216. doi.org/10.1027/0227-5910/a000501
Chiles, J. A., Strosahl, K. D., & Roberts, L. W. (2019). Clinical manual
for assessment and treatment of suicidal patients (2ª ed.).
American Psychiatric Association.
De Beurs, D., Bockting, C., Kerkhof, A., Scheepers, F., O’Connor, R.
C., Penninx, B., & van de Leemput, I. (2020) A network perspective
on suicidal behavior: understanding suicidality as a complex
system. Suicide and Life-Threatening Behavior, 00, 1-12.
doi.org/10.1111/sltb.12676
Enătescu, I., Craina, M., Gluhovschi, A., Giurgi-Oncu, C., Hogea, L.,
Nussbaum, L. A., & Enătescu, V. R. (2020). The role of personality
dimensions and trait anxiety in increasing the likelihood of suicide
ideation in women during the perinatal period. Journal of
Psychosomatic
Obstetrics
and
Gynecology,
1-11.
doi.org/10.1080/0167482X.2020.1734790
Esscher, A., Essén, B., Innala, E., Papadopoulos, F.C., Skalkidou, A.,
Sundström-Poromaa, I., & Högberg U. (2016). Suicides during
pregnancy and 1 year postpartum in Sweden, 1980-2007. British
Journal
of
Psychiatry,
208(5),
462-469.
doi.org/10.1192/bjp.bp.114.161711
Fisher, J. (2016). Perinatal psychiatric care needs of women who die
by suicide. The Lancet. Psychiatry, 3(3), 191-192. doi:
10.1016/S2215-0366(16)00025-0
Fonseca Pedrero, E., Pérez-Álvarez, M., Al-Halabí, S., Inchausti, F.,
Muñiz, J., López-Navarro, E., Pérez de Albéniz, A., Lucas Molina,
B., Debbané, M., Bobes-Bascarán, M. T., Gimeno-Peón, A.,
Prado-Abril, J., Fernández-Álvarez, J., Rodríguez-Testal, J. F.,
González Pando, D., Díez-Gómez, A., García Montes, J. M.,
García-Cerdán, L., Osma, J., Peris Baquero, Ó., … Marrero, R. J.
(2021). Tratamientos psicológicos empíricamente apoyados para
adultos: Una revisión selective [Evidence-Based Psychological
Treatments for Adults: A Selective Review]. Psicothema, 33(2),
188-197. doi.org/10.7334/psicothema2020.426
Fonseca-Pedrero, E., Díez-Gómez, A., de la Barrera, U., SebastianEnesco, C., Ortuño-Sierra, J., Montoya-Castilla, I., Lucas-Molina,

Articles

B., Inchausti, F., & Pérez-Albéniz, A. (2020). Suicidal behaviour in
adolescents: A network analysis. Revista de Psiquiatria y Salud
Mental [Journal of Psychiatry and Mental Health].
doi.org/10.1016/j.rpsm.2020.04.007
García-Haro, J., García-Pascual, H., & González González, M.
(2018). Un enfoque contextual-fenomenológico sobre el suicidio
[A contextual-phenomenological approach to suicide]. Revista de
la Asociación Española de Neuropsiquiatría, 38, 381-400.
García-Haro, J. M., García-Pascual, H., González González, M.,
Barrio-Martínez, S., & García-Pascual, R. (2020). Suicidio y
trastorno mental: una crítica necesaria [Suicide and mental
disorder: a necessary critique.]. Papeles del Psicólogo, 41, 35-42.
doi.org/10.23923/pap.psicol2020.2919
Gavin, A. R., Tabb, K. M., Melville, J. L., Guo, Y., & Katon, W. (2011).
Prevalence and correlates of suicidal ideation during pregnancy.
Archives of Women’s Mental Health, 14(3), 239-246.
doi.org/10.1007/s00737-011-0207-5
Gelaye, B., Addae, G., Neway, B., Larrabure-Torrealva, G.T., Qiu, C.,
Stoner, L., Luque Fernandez, M.A., Sanchez, S.E., & Williams, M.A.
(2017). Poor sleep quality, antepartum depression and suicidal
ideation among pregnant women. Journal of Affective Disorders, 209,
195-200. doi.org/10.1016/j.jad.2016.11.020
Gelaye, B., Kajeepeta, S., & Williams, M.A. (2016). Suicidal Ideation
in Pregnancy: An Epidemiologic Review. Archives of Women’s
Mental Health, 19, 741-751.
Gressier, F., Guillard, V., Cazas, O., Falissard, B., GlangeaudFreudenthal, N. M., & Sutter-Dallay, A. L. (2017). Risk factors for
suicide attempt in pregnancy and the post-partum period in
women with serious mental illnesses. Journal of Psychiatry
Research, 84, 284-291.
Howard, L.M., Flach, C., Mehay, A., Sharp. D., & Tylee, A. (2011).
The prevalence of suicidal ideation identiﬁed by the Edinburgh
Postnatal Depression Scale in postpartum women in primary care:
ﬁndings from the RESPOND trial. BMC Pregnancy Childbirth, 11,
57. doi.org/10.1186/1471-2393-11-57
Khalifeh, H., Hunt, I.M., Appleby, L., & Howard, L.M. (2016). Suicide
in perinatal and non-perinatal women in contact with psychiatric
services: 15 year ﬁndings from a UK national inquiry. The Lancet.
Psychiatry,
3,
233-242.
doi.org/10.1016/S22150366(16)00003-1
Knight, M., Bunch, K., Tuffnell, D., Shakespeare, J., Kotnis, R., Kenyon,
S., & Kurinczuk, J.J. (Eds.). (2019). Saving Lives, Improving
Mothers’ Care - Lessons learned to inform maternity care from the
UK and Ireland Conﬁdential Enquiries into Maternal Deaths and
Morbidity 2015-17. National Perinatal Epidemiology Unit,
University of Oxford.
Hill, N., Robinson, J., Pirkis, J., Andriessen, K., Krysinska, K., Payne, A.,
Boland, A., Clarke, A., Milner, A., Witt, K., Krohn, S., & Lampit, A.
(2020). Association of suicidal behavior with exposure to suicide
and suicide attempt: A systematic review and multilevel metaanalysis.
PLoS
Medicine,
17(3),
e1003074.
doi.org/10.1371/journal.pmed.1003074
Kimmel, M. (2020). Maternal mental health matters. North Carolina
Medical Journal, 81, 45-50.
Labouliere, C. D., Vasan, P., Kramer, A., Brown, G., Green, K.,
Rahman, M., Kammer, J., Finnerty, M., & Stanley, B. (2018). “Zero

167

Articles

Suicide” - A model for reducing suicide in United States behavioral
healthcare. Suicidology, 23(1), 22-30.
Leather, J. Z., O’Connor, R. C., Quinlivan, L., Kapur, N., Campbell, S.,
& Armitage, C. J. (2020). Healthcare professionals’
implementation of national guidelines with patients who self-harm.
Journal of Psychiatric Research, 130, 405-411.
doi.org/10.1016/j.jpsychires.2020.08.031
Lega, I., Maraschini, A., D’Aloja, P., Andreozzi, S., Spettoli, D.,
Giangreco, M., Vichi, M., Loghi, M., Donati, S., & Regional
maternal mortality working group (2020). Maternal suicide in
Italy. Archives of Women’s Mental Health, 23(2), 199-206.
doi.org/10.1007/s00737-019-00977-1
Lindahl, V., Pearson, J. L., & Colpe, L. (2005). Prevalence of suicidality
during pregnancy and the postpartum. Archives of Women’s
Mental Health, 8(2), 77-87. doi.org/10.1007/s00737-0050080-1
Lysell, H., Dahlin, M., Viktorin, A., Ljungberg, E., D’Onofrio, B. M.,
Dickman, P., & Runeson, B. (2018). Maternal suicide - Register
based study of all suicides occurring after delivery in Sweden
1974-2009. PLoS One, 13, e0190133.
Marcos-Nájera, R. Rodríguez Muñoz, M.F., Olivares, M.E., & Soto
Balbuena C. (2017). Depresión perinatal: rentabilidad y
expectativas de la intervención preventiva [Perinatal depression:
cost-effectiveness and expectations of preventive intervention].
Clínica y Salud, 28, 49-52.
Martini, J., Bauer, M., Lewitzka, U., Voss, C., Pfennig, A., Ritter, D., &
Wittchen, H. U. (2019). Predictors and outcomes of suicidal
ideation during peripartum period. Journal of Affective Disorders,
257, 518-526.
Muñiz, J., Hernández, A., & Fernández-Hermida, J.R (2020). Utilización
de los test en España: El punto de vista de los psicólogos [Test use in
Spain: the psychologists’ viewpoint]. Papeles del Psicólogo, 41(1), 115. doi: 10.23923/pap.psicol2020.2921
NICE, National Institute for Health and Care Excellence (2020). Antenatal
and postnatal mental health: clinical management and service
guidance (CG192). https://www.nice.org.uk/guidance/cg192
Nock, M. K., Hwang, I., Sampson, N., Kessler, R. C., Angermeyer, M.,
Beautrais, A., Borges, G., Bromet, E., Bruffaerts, R., de Girolamo, G., de
Graaf, R., Florescu, S., Gureje, O., Haro, J. M., Hu, C., Huang, Y.,
Karam, E. G., Kawakami, N., Kovess, V., Levinson, D., … Williams, D. R.
(2009). Cross-national analysis of the associations among mental
disorders and suicidal behavior: ﬁndings from the WHO World Mental
Health
Surveys.
PLoS
Medicine,
6(8),
e1000123.
doi.org/10.1371/journal.pmed.1000123
Oates, M. (2003). Suicide: the leading cause of maternal death.
British
Journal
of
Psychiatry,
183(4),
279-281.
doi.org/10.1192/bjp.183.4.279
Onah, M. N., Field, S., Bantjes, J., & Honikman, S. (2017). Perinatal
suicidal ideation and behaviour: psychiatry and adversity.
Archives of Women’s Mental Health, 20(2), 321-331.
doi.org/10.1007/s00737-016-0706-5
Orsolini, L., Valchera, A., Vecchiotti, R., Tomasetti, C., Iasevoli, F.,
Fornaro, M., De Berardis, D., Perna, G., Pompili, M., &
Bellantuono, C. (2016). Suicide during Perinatal Period:
Epidemiology, Risk Factors, and Clinical Correlates. Frontiers in
Psychiatry, 7, 138. doi.org/10.3389/fpsyt.2016.00138

168

SUICIDAL BEHAVIOR AND PERINATAL PERIOD

Paricio del Castillo, R., & Polo Usaola, P. (2020). Maternidad e
identidad materna: deconstrucción terapéutica de narrativas
[Maternity and maternal identity: therapeutic deconstruction of
narratives]. Revista de la Asociación Española de
Neuropsiquiatría, 40(138), 33-54.
Pérez-Álvarez, M. (2019). La psicoterapia como ciencia humana,
más que tecnológica [Psychotherapy as a human science, more
than technological one]. Papeles del Psicólogo, 40(1), 1-14.
doi.org/10.23923/pap.psicol2019.2877
Rodríguez-Muñoz, M.F., & Al-Halabí, S. (2020). A Pathway to Excellence.
Clínica y Salud, 31, 125-126. doi.org/10.5093/clysa2020a31
Rodríguez-Muñoz, M. (2019). Psicología Perinatal: Teoría y Práctica
[Perinatal Psychology: Theory and Practice]. Pirámide.
Rodríguez-Muñoz, M., Le, H. N., de la Cruz, I. V., Crespo, M., & Méndez,
N. I. (2017). Feasibility of screening and prevalence of prenatal
depression in an obstetric setting in Spain. European Journal of
Obstetrics, Gynecology, and Reproductive Biology, 215, 101-105.
doi.org/10.1016/j.ejogrb.2017.06.009
Rodríguez-Muñoz, M.F., Soto-Balbuena, C., Olivares Crespo, M. E.,
Marcos-Nájera, R., & Al-Halabí, S. (2021). Tratamientos
psicológicos para los trastornos mentales o del comportamiento
asociados con el embarazo, el parto o el puerperio
[Psychological treatments for mental or behavioral disorders
associated with pregnancy, childbirth, or puerperium]. In E.
Fonseca Pedrero (Coord.), Manual de tratamientos psicológicos.
Adultos [Psychological treatment Manual. Adults] (pp. 607-639).
Pirámide.
Rendueles, G. (2018). Suicidio(s) [Suicide(s)]. Grupo 5 [Group 5].
Silverman, M. M. (2006). The language of suicidology. Suicide and
Life-Threatening Behavior, 36(5), 519-532.
Silverman, M. M. (2016). Challenges to deﬁning and classifying
suicide and suicidal behaviours. In R. O’Connor & J. Pirkis (Eds.),
International Handbook of Suicide Prevention (2nd ed.) (pp. 1135). Wiley Blackwell.
Silverman, M. M., & Berman, A. L. (2014). Suicide risk assessment
and risk formulation Part I: A focus on suicide ideation in assessing
suicide risk. Suicide and Life-Threatening Behavior, 44(4), 420431.
Silverman, M. M., & DeLeo, D. D. (2016). Why there is a need for an
international nomenclature and classiﬁcation system for suicide.
Crisis, 37(2), 83-87.
Stanley, B., & Brown, G.K. (2012). Safety Planning Intervention: A Brief
Intervention to Mitigate Suicide Risk. Cognitive and Behavioral Practice,
19(2), 256-264. doi.org/10.1016/j.cbpra.2011.01.001
Stanley, B., Labouliere, C. D., Brown, G. K., Green, K. L., Galfalvy, H. C.,
Finnerty, M. T., Vasan, P., Cummings, A. K., Wainberg, M.,
Carruthers, J. W., & Dixon, L. B. (2020). Zero suicide implementationeffectiveness trial study protocol in outpatient behavioral health using
the A-I-M suicide prevention model. Contemporary Clinical Trials,
100, 106224. doi.org/10.1016/j.cct.2020.106224
Turecki, G., & Brent D.A. (2016). Suicide and suicidal behaviour.
Lancet, 387, 1227-12239.
Turecki, G., Brent, D.A., Gunnell, D., O’Connor, R. C., Oquendo, M.
A., Pirkis, J., & Stanley, B.H. (2019). Suicide and suicide risk.
Nature Reviews Disease Primers, 5, 74.
van Mens, K., de Schepper, C., Wijnen, B., Koldijk, S. J., Schnack, H., de

SUSANA AL-HALABÍ, JUAN GARCÍA-HARO, MARÍA DE LA FE
RODRÍGUEZ-MUÑOZ AND EDUARDO FONSECA-PEDRERO

Looff, P., Lokkerbol, J., Wetherall, K., Cleare, S., C O’Connor, R., & de
Beurs, D. (2020). Predicting future suicidal behaviour in young adults,
with different machine learning techniques: A population-based
longitudinal study. Journal of Affective Disorders, 271, 169-177.
doi.org/10.1016/j.jad.2020.03.081
Vourilehto, M., Valtonen, H. M., Melartin, T., Sokero, P., Souminen, K.,
& Isometsä, E. T. (2014). Method of assessment determines
prevalence of suicide ideation among patients with depression.
European Psychiatry, 29, 338-344.

Articles

World Health Organization (2014). Preventing suicide: A global
imperative. WHO Library.
Zalsman, G., Hawton, K., Wasserman, D., van Heeringen, K.,
Arensman, E., Sarchiapone, M., Carli, V., Höschl, C., Barzilay, R.,
Balazs, J., Purebl, G., Kahn, J. P., Sáiz, P. A., Lipsicas, C. B., Bobes,
J., Cozman, D., Hegerl, U., & Zohar, J. (2016). Suicide prevention
strategies revisited: 10-year systematic review. The Lancet.
Psychiatry, 3(7), 646-659. doi.org/10.1016/S22150366(16)30030-X

169

