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Pregnancy and childbirth are usually described as
periods of happiness in a woman’s life.   Unfortunately, it
is also a time of increased vulnerability for mental health
issues. In addition to the normal physiological changes
of pregnancy and puerperium, assumption of the
responsibility of motherhood, together with pressure of
needing to resume employment contribute to the stress
of a new mother. Increased vulnerability to mental
disorders may lead to suicide in the perinatal period (1).

Maternal death is defined as the death of a woman while
pregnant or within the puerperium (2). Late maternal death
includes those that occur within one year after the end
of the pregnancy, and if this death occurs due to suicide,
it is described as a maternal suicide. The effect of suicide
during pregnancy or during the immediate postpartum
period is far reaching. Apart from the calamity of the loss
of life of a mother, it inflicts significant negative health
and socioeconomic impacts on living children, the family
and community (1). Recent evidence suggests that mater-
nal suicide can increase suicidal tendencies of offspring
in later life (3).

Measures taken in recent years in Sri Lanka to promote a
safe pregnancy and puerperium have led to a decline of
maternal mortality rate from 500 per 100,000 live births in
1950’s to, 30 per 100,000 in 2015. However, maternal
suicide rates have increased from the year 2002 to 2010
(Figure 1). For example, a study conducted in North
Central Province found that 17.8% of recorded maternal
deaths were due to suicide, ranking it number one among
causes of maternal deaths (4). Of the mothers who died
by suicide, 79% were less than 30 years old, with the
highest number of deaths occurring in the 26 - 30 year
age group. (1). This increase in maternal suicide in Sri
Lanka is in marked contrast to the decrease in rates of
maternal mortality (due to other causes) (Figure 2). This
data highlights the increasing importance of maternal
suicide as a contributor to maternal deaths. Thus, the
identification of associated factors and possible methods
of prevention of maternal deaths due to suicide, is
becoming increasingly important.

Globally, maternal suicides receive inadequate attention
(5). In Sri Lanka, the paucity of data regarding the magni-
tude of this problem is a major drawback in designing
effective interventions. Maternal mental health and
maternal suicides are understudied in Sri Lanka (6).
Directly extrapolating prevention and intervention
strategies used in the West may not be suited or appli-
cable to the situation in Sri Lanka.

More information is needed to assess the prevalence of
maternal suicide in different localities and to evaluate
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associated factors and trends of change.  International
studies indicate that factors associated with maternal
suicide are multiple and varied. Investigators of the
phenomenon have so far been unable to pinpoint any
single factor as the major contributor. In order to elucidate
the major contributors in the Sri Lankan setting, better
information from epidemiological studies and
psychological autopsies are needed.

Figure 1.  Maternal suicides 2002-2010. Reproduced,

with permission from K. Jayaratne.

Figure 2.  Maternal mortality and maternal suicide
ratio 2002-2010.

Is identification of maternal mental illness
important in preventing maternal suicide?

Psychiatric illnesses have been identified as a major cause
of maternal suicides across the globe (7).  In the UK, a
psychiatric diagnosis was identified in 86% of maternal
suicides (7). Up to 4% of mothers with postpartum psy-
chosis are reported to commit infanticide (8). About 10%
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of pregnant women and 13% of postpartum mothers
experience a mental disorder, the commonest disorder
being depression (9). In developing countries, rates of
depression are 15.6% during pregnancy and 19.8% after
childbirth (9). Sri Lankan data is limited, but according to
a study done in the Anuradhapura district, the rate of
antenatal depression was 16% (10), while another study
estimated the prevalence of postpartum depression to
be around 27% (11).

A prior history of mental illness is the strongest predictor
of perinatal mental disorders (12). Other risk factors
described in a recent review were: Having a partner
lacking in empathy or who is openly antagonistic, being
a victim of gender-based violence, having confrontational
in-laws, being socially disadvantaged, having no repro-
ductive autonomy, having an unintended or unwanted
pregnancy, having a pregnancy-related illness or
disability, lack of support from one’s mother, and giving
birth to a female infant (6).

Importantly, perinatal mental health disorders, parti-
cularly depression, show a good response to treatment
(13, 14). Early treatment of prenatal and postnatal mental
health problems would benefit not only the mother’s
mental health, but also the infant’s physical health and
development (13). The importance of multiple biological,
psychological and social factors in the causation of
maternal mental illness indicates that prevention and
treatment programs should be multifaceted (15). By
offering timely and appropriate pharmacological,
psychological and social interventions, a healthy
outcome is more likely for the mother, infant and the
family.

Barriers to reducing maternal suicides in
Sri Lanka

Barriers to reduce maternal suicides in Sri Lanka are
manifold.  Some of these factors include: the paucity of
research on prevalence of maternal suicide and
associated risk factors, underreporting leading to non
identification of cases, lack of awareness and knowledge
about psychiatric disorders in the perinatal period, poor
integration between mental health services and maternal
health services, lack of supervised screening programmes
for identification of vulnerable or high risk mothers, and
lack of identification of barriers to seek treatment.

Maternal suicides are underreported in Sri Lanka, and so
far it has not been considered to be a direct cause of
maternal mortality, even when suicide occurs in the
context of postpartum psychosis or postpartum
depression (7).  Maternal suicides would inflate maternal
mortality statistics, if included (4). Inclusion of maternal
suicide data in maternal mortality statistics will help to
identify the mental health gap and will enable to develop
sound strategic planning. Similar strategies have led to
positive results in many other countries. In Sri Lanka
too, the policy being currently developed envisages
maternal suicides being recorded as part of maternal

mortality data. The proposed system suggests that
mortality data of pregnancy and up to one year after
termination of pregnancy should be noted within the
national maternal mortality surveillance system (16). The
deaths are to be analysed and preventive strategies
discussed at maternal mortality review meetings. This
system, when implemented will provide more accurate
data on maternal mortality.  It is important that health
professionals working in the fields of maternal health
and psychiatry should collaborate and work together in
this regard, to ensure that psychiatric illness and the risk
of suicide is not missed or underestimated, during the
perinatal period.

Since 2012, the locally validated Postnatal Edinburgh
Depression Scale has been administered to postnatal
mothers in Sri Lanka by family health workers, as part of
the national pregnancy care program of postpartum care.
Despite this, maternal depression is still heavily
under diagnosed in the Sri Lankan setting (11). Lack of
supervision of the current screening system, and poor
integration into the mental health system may contribute
to this, and all of which need to be addressed. In addition
to screening, case finding by risk factor identification is
highly recommended (17). Inquiry into risk factors and
psychological well being of pregnant and postpartum
mothers should be a part of the assessment carried out
by health care professionals involved in maternal care.
Members of the multidisciplinary team who may have
more information about the individual and their family,
should be involved in the management process, in order
to aid identification of risk factors in personal as well as
family and psychosocial history (12).

Inadequate mental health literacy among health care
professionals who interact with pregnant and postpartum
mothers is a major drawback in the prevention of maternal
suicides. The inclusion of psychiatry as a subject in the
medical curriculum is a positive step in this regard. Health
care professionals such as general practitioners, medical
officers of health, family health workers and obstetrics
teams should have a sound awareness of risk factors,
symptomatology and common presentations of maternal
mental disorders, in order to recognise when to refer for
further assessment and care. Detection and adequate
management of these disorders require co-ordinated
approach among primary care, obstetric teams with local
mental health teams (18).

Other factors such as stigma and differing culturally
beliefs of the women and families concerned may also
contribute to underutilization of available mental health
care facilities.  The lack of developed community mental
health care teams contributes to the difficulty in reaching
those mothers who may be reluctant to seek help.

The way forward

Inclusion of maternal suicides in national statistics as a
cause of maternal mortality is an important step forward,
in order to correctly portray the present state of the
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problem in Sri Lanka. Together with this, well-designed
studies should be conducted to detect the prevalence
and risk factors associated with maternal suicide in Sri
Lanka, as well as the existing barriers to seeking treatment.
Comprehensive, in-depth analysis of each of maternal
suicides by use of psychological autopsy, in colla-
boration with the psychiatrist, is essential to improve
our understanding of maternal mental disorders and other
circumstances surrounding maternal suicide in Sri Lanka.

Maternal mental health should be integrated into primary,
secondary and tertiary care of women of reproductive
age. In order to close the knowledge gap in this area,
education about perinatal morbidity and mortality
from mental illness need to be incorporated into training
curricula, continuing professional development pro-
grammes, and in-service training of professionals caring
for perinatal mothers such as family health workers,
medical officers of health, general practitioners and
obstetricians. Further to this, screening for maternal
mental health disorders should be properly monitored
and a protocol should be developed to guide the health
care providers to facilitate appropriate referral to mental
health care teams.

Conclusions

Suicide is one of the leading causes of maternal mortality.
Maternal suicide is increasing in Sri Lanka. Early
identification, referral and management of high-risk
mothers is likely to help reduce this tragic outcome. The
above recommendations will pave the way to establish
an appropriate pathway to detect, refer and manage
pregnant and postpartum mothers with mental disorders
and those at risk of suicide; this will help reduce the rate
of maternal suicide and maternal mortality, and will
consolidate the laudable gains in the field of maternal
health which have been already achieved in Sri Lanka.
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