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CBOeBpeMeHHOe BbifiB/IeHVEe BpadaMy 06Lieil MeULMHCKOW NPaKTUKN NCUXMYECKUX U NCUXOCOMATMYECKUX PaCcCTPOMCTB Y NaLMEeHTOK Npu NaaHu-
POBaHWM, @ TaKXKe BO BPeMs BeAeHWUs 6EPEMEHHOCTM U B NMOC/IEPOAOBbIN MEPUOA, OCTAETCA 3HAYMMOW MeAULMHCKON 3ajaqei. YacToTa BCTpeyae-
MOCTM reTepOoreHHbIX MCUXOCOMATUYECKUX PACCTPONCTB (adpPeKTUBHbIE, TPEBOXKHbIE, AUCMOPOUYECKME, COMATOBEreTaTUBHbIE, MCUXOTUYECKME) Ha
¢doHe MeHCTpyaLmii, 6epeMeHHOCTM 1 B NOCIEPOA0BOM Nepuoge gocturaet 80 %. B cBoo ouepespb, NCMXOCOMaTUYECKME PacCTPOMCTBA ABNAIOTCA
q)aKTOPaMVI PUCKa ANA OTCPOYEHHOr 0 HaCcTyn/ieHNA N COKpaLleHMA NPpoAO/NKUTENBbHOCTU MEHCTPyaU'I/Il‘/‘I, pa3BnTUA NpeAMeHCTpyasibHOro CMHAPOMa,
HeaZeKBaTHbIX 3MOLMOHA/IbHbIX PeaKLU/Iﬁ npuv MeHCTpyauuax, nepe60eB B UUKNE, CHMKEHNA PerynapHOCTU U yA0B/IETBOPEHHOCTU nos0BoK XU3HbIO,
bepTUbLHOCTY, HEBbIHALLMBAHUA 6EPEMEHHOCTM, COKPALLEHNS IAKTALMOHHOrO NeproAa, paHHEro HacTymn/eHns MeHomnayssl C 60/bLION A/IUTE/IbHO-
CTbIO U KIMHUYECKOW TAXKECTbIO npemeHonaysbl n Ap. I'Ipvl WHAUBUAYA/IBHOM NOAXOAE K Ha3HAa4YeHUI0 CXeMbl 1Ie4eHnA Tpe6yeTcn Yy4nTbIBaTb ¢aKTOPbI
pucka (HacneCcTBEHHOCTb, KOMOPBUAHbIE PAaCcCTPOICTBA, MO/, BO3PACT U ApP.) Pa3BUTUA HeXenaTebHbIX asaeHui (HA), 6anaHc apdpekTMBHOCTM 1
6e30MacHOCTM SIeKapCTBEHHbBIX CPe/ACTB.
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Abstract

The incidence of different psychiatric disorders (affective, anxious, dysmorphic, psychotic) during menstruation, pregnancy and the postpartum
period reaches 80 %. Mental disorders are risk factors for the delayed onset and shortening of menstruations, manifestation of the premenstrual
syndrome (PMS), inadequate emotional reactions during menstruations, disruptions in the menstrual cycle, decreased regularity and satisfaction
of sexual activity, fertility, pregnancy failure, reduction of the lactation period, early onset of menopause with long duration and clinical severity of
premenopause, etc. An individual approach to treatment should take into account risk factors (heredity, comorbid disorders, sex, age, etc.) of adverse

events (AD), the balance of efficacy and safety of drugs.
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ACTH — adrenocorticotropic hormone, AE — adverse events, BDD — body dysmorphic disorder (dysmorphia, dysmorphophobia), BPAD — bipolar
affective disorder, DACH-syndrome (D — depression; A — anxiety; C — craving; H — hyperhydration), DSM — Diagnostic and Statistical Manual
of mental disorders, GABA — gamma-aminobutyric acid, ICD-11 — International Classification of Diseases, OCD — obsessive-compulsive disorder,
PMDD — premenstrual dysphoric disorder, PMS — premenstrual syndrome, PTSD — post-traumatic stress disorder, RID — relative infant dose, SNRIs —
selective serotonin and norepinephrine reuptake inhibitors, SSRIs — selective serotonin reuptake inhibitors, TCAs — tricyclic antidepressants, TSH —

thyroid stimulating hormone

Timely detection by general practitioners of mental
and psychosomatic disorders in female patients during
pregnancy planning, as well as during pregnancy and
postpartum period, remains a significant medical issue.

The objective of this review was to analyze the results
of basic research studies on the pathogenetic and clini-
cal and dynamic characteristics of the generative cycle
of a woman (menstrual cycle and pregnancy). Search

» o«

by keywords “mental disorders”,

» «

» o« .

depression”, “anxiety”,
“dysmorphic disorder”, “psychosis”, “premenstrual syn-
drome”, “pregnancy”, “lactation”, “postpartum”, “treat-
ment” was conducted in the databases of articles pub-
lished by domestic and foreign authors over last 25 years
(PubMed, eLibrary, Scopus, and ResearchGate).
According to the scientific ideas predominating at
late 20th — early 21st century, psychosomatic disorders
associated with menstruation, pregnancy and postpar-
tum period are caused by sharp and cyclic fluctuations
in the level of blood estrogen, changes in the prevalence
of estrogen receptors in brain structures associated
with affect regulation (including amygdala, hippocam-
pus, and hypothalamus), as well as suppression of the
activity of GABAergic neurons (GABA, gamma-ami-
nobutyric acid) by progesterone [1-2]. The other pos-
sible causes include decreased secretion of gonadoli-

berin, melatonin, stimulating effect of thyreoliberin on

the secretion of thyroid-stimulating hormone (TSH),
of corticoliberin on adrenocorticotropic hormone
(ACTH), and of vasopressin on cortisol [1-2].

On the other hand, the mental/psychosomatic dis-
orders in female patients are a risk factor for delayed
onset and shortening of menstruation period, devel-
opment of premenstrual syndrome (PMS), inad-
equate emotional reactions (fear, exaltation) during
menstruation, irregularities in the menstrual cycle,
decreased regularity (50.4 %) and satisfaction (62.2 %)
with sexual life, decreased fertility (decreased number
of ovulations, pregnancies, deliveries), miscarriage,
reduced lactation period, early onset of menopause
with a long duration and clinical severity of premeno-
pause, etc. [3].

The first classifications of psychiatric disorders asso-
ciated with the reproductive cycle in women included
pregnancy-related disorders; postpartum disorders
(first 6 weeks (4 weeks — 12 months) after childbirth),
and lactation disorders (starting from the week 7 after
childbirth) [4]. DSM-II (Diagnostic and Statistical
Manual of mental disorders) (1968) also included “post-
partum psychosis” as a diagnosis of exclusion. ICD-11
(International Classification of Diseases) has a separate
section “Mental or behavioral disorders associated with
the reproductive cycle”, with codes 6E20-6E21.
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Mental disorders that are most often associated with
the reproductive cycle of women and detected during
general examination, include depressive, anxiety, dys-
morphic, and psychotic complexes of symptoms.

Depressive symptoms are observed in premenstrual
syndrome in 27 % of women; premenstrual dysphoric
disorder (PMDD) with clear clinical signs — in 7 %.
Depression is diagnosed in 5-41 % of pregnant women
and in 12-22 % of women in postpartum period [5-7].

Clinical presentation of depression associated with
female generative cycle is characterized by a predomi-
nance of asthenic, or asthenic and apathetic symptoms in
combination with anxiety, phobias, dysphoria, lethargy,
tearfulness, ideas of guilt, sleep disorders (hypersom-
nia), hyperphagia, somatic symptom disorders (hysteral-
gia). Dissociated (mixed) disorders are rather common:
euphoric mood with total inactivity and motor retarda-
tion, as well as mood lability with causeless changes from
depression to mania with euphoria and anger [8-9].

Anxiety disorders, including panic, generalized,
obsessive-compulsive disorder (OCD), post-traumatic
stress disorder (PTSD), and tocophobia (pathological
fear of childbirth), are most common in pregnant women
(13%) and in women in postpartum period (up to 43 %)
[10-11].

Anxiety disorders with tropism to suspicious person-
alities, stress factors, interpersonal conflicts, complica-
tions of pregnancy (preeclampsia, etc.), are characterized
by irritability, tension, moderate autonomic disorders
(dizziness, drowsiness, lethargy) [12].

According to our observations, clinical presentation
of a body dysmorphic disorder (dysmorphia, dysmor-
phophobia, BDD) associated with the generative cycle
in 15-47% of women is heterogeneous [13-15]. The
most common symptoms include an unreasonable idea
of a defect in appearance that is objectively minimal or
even non-existent, excessive detailing of the nature of an
imagined flaw or defect, detailed presentation or, at the
contrary, inability to effectively describe a flaw in appear-
ance. Sometimes female patients feel fear that other
people will see an imagined deformation of their appear-
ance; this can result in social isolation.

Along with general medical examinations, patients
with BDD often visit aesthetic medicine specialists with
bizarre requests (for example, to perform a facial tuck-up
surgery at the age of 20-30, to achieve “perfect symme-
try” (Goldilocks syndrome), etc.) [13-15].

Other signs of BDD are either excessive mirror
gazing (“mirror symptom”) in order to find the best view
when the supposed “defect” is not visible, or to deter-
mine what kind of correction is required, or, on the con-
trary, “negative mirror symptom” when female patients
remove all mirrors and other reflective objects from their
place. Another particular sign of BDD is “negative photo
symptom” (patients categorically refuse to get their pic-
ture taken) and “defect camouflage” with clothes, hair,
make-up, and body position [15-17].

In 83 % of cases, aggression delegated to physicians
(desire for surgeries and other medical procedures) in
accompanied by a tendency to auto-aggressive behavior

[18]. In addition to numerous and persistent visits to phy-
sicians and cosmetologists, patients constantly demand
their family members to confirm (or refute) defects in
their appearance, search for information (read spe-
cial literature, popular publications) related to “defect”
correction.

The incidence of psychotic states in the postpartum
period is 1-2 per 1 thousand (3-5% of women after
childbirth) [11, 19]. Among the latter, about 43.5% of
cases are “isolated postpartum psychoses” [20]; 72-88 %
belong to the structure of bipolar affective disorder
(BPAD) type I or schizoaffective disorder [21, 22]; 12%
are within the dynamics of schizophrenia [22].

Prevalence of premenstrual syndrome (PMS/PMDD,
N94.3 in ICD-10; “Pain and other conditions associated
with female genital organs and menstrual cycle”, N94.8;
“Other specified mood [affective] disorder”, F38.8; pre-
menstrual tension syndrome, “cyclic disease”, ovarian
cyclic syndrome, premenstrual disease, premenstrual
dysphoric disorder , DACH-syndrome (D — depression;
A — anxiety; C — craving; H — hyperhydration [23]) is
25-95% among all women [24]; 62.6-80% in different
regions of Russia; 70-100 % among women with mental
disorders [23].

PMS is registered in 20 % of women under the age of
30; in 47 % of women at the age 30-39; in 55 % of women
40+ [26].

Upon that, PMS is clinically significant in 30-40 % of
female patients of reproductive age, and in 4-5 % of them
it leads to temporary disability [25].

The complex of symptoms in PMS includes more than
200 different psycho-emotional, somatic and autono-
mous, as well as metabolic and endocrine disorders with
underlying hypothalamus dysfunction (Table 1) [1, 23].

Based on the most common symptoms, several types
of PMS can be defined (Table 2), with only one of them
(edematous) that does not include psychopathological
signs [1, 25].

Specific dynamic characteristics of PMS allow identi-
tying several types of alternating premenstrual disorders.
Symptom(s) in premenstrual tension do not significantly
affect the functioning of female patients; PMS during
two menstrual cycles is characterized by at least 3 days of
worsened state of health (mental and/or physical symp-
toms) that reduces functioning; PMDD is described by
growing psychoemotional anxiety and depressive symp-
toms that affect functioning and have recurring course
during several menstrual cycles; and premenstrual
enhancement is an exacerbation of existing somatic dis-
eases and mental disorders [2]. In the latter case, we are
talking about a high comorbidity of PMS with unipo-
lar depressive disorders and BPAD (60 %), dysthymia
(53 %), anxiety disorders (80 %), and personality disor-
ders [27-29].

Pregnancy is an important factor in the natural psy-
chological development of a woman (status of maturity,
establishing social identity, fulfilling the gender role,
strengthening a marriage) [28].

General practitioners should keep in mind that some
of the chronobiological characteristics of pregnancy are
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Table 1. Psychopathological symptoms of premenstrual disphoryc disorders

«Negative»

«Positive»

Anxiety, fear or anxiety
Sadness

Tearfulness

Difficulty concentrating
Physical weakness

Disorders of appetite and thirst
Decreased libido

Headaches

Breast pain and tension

Excess energy

Widening of interests
Increased capacity for work
Frequent changes in activities
Increased social activity
Self-confidence

Increased libido

Higher than in other days satisfaction with own appearance

Table 2. Clinical variants of premenstrual disphoryc disorders

Name

Leading symptoms

Emotional-affective

Cephalgic

Crisis

Oedematous

Combined

Subdepressive mood
Dysphoria
Tearfulness

Migrainous or tension headaches
Sympathoadrenal crises like panic attacks

Swelling and soreness of the mammary glands
Facial swelling
Bloating

associated with a risk of not only somatic and/or intra-
partum, but also mental complications. According to
several studies, mother’s age under 20 or 30-34+, three
or more pregnancies, childbirth in winter or in demi-
season (winter-spring) period in the northern hemi-
sphere are comorbid with the “maternal prenatal stress”,
and with pathocharacterological or psychopathologi-
cal (anxiety, panic, depressive, dysmorphic, psychotic)
disorders in mothers [29-33]. At the same time, most
female patients with severe prenatal stress (3.5-5% of
6 %) have to take selective serotonin reuptake inhibitors
(SSRIs) [34].

Development of prenatal stress during pregnancy is
facilitated by hyperactivation of hypothalamic-pituitary-
adrenal system [35], high levels of cortisol and pen-
etration of 10-20 % of its amount through the placental
barrier [35, 36], increased level of catecholamines (adren-
aline, norepinephrine) in sympathoadrenal system [11],
vasospasm of placenta, decreased uteroplacental blood
flow and development of hypoxia in fetus [37], impaired
neuronal proliferation and migration in fetus [34].

The prevalence of severe (high) prenatal stress reaches
6 % among all pregnant women [38]; 11.8 % in women at
the 18th week of pregnancy, and 13.5% in those at the
32nd week [39].

The established negative consequences of prenatal
stress include increased risk of miscarriage, premature
birth, obstetric problems, low birth weight of the child,
impaired maternal interaction with child, development
of somatic diseases (asthma, hyperlipidemia, diabe-
tes mellitus, obesity, hypertension) in adolescence and
adulthood [32, 40-43]. Several girls born in the setting
of prenatal maternal stress have impaired ovulatory
cycle, ability to conceive and carry a pregnancy, labor,
lactation, development of postpartum depression; sev-
eral boys have feminization and impaired spermatogen-
esis [43].

One of the complications of prenatal stress in 40 % of
women is the persistent mental disorders after childbirth
[10, 11], as well as the development of mental diseases
in a child (delayed speech development, attention defi-
cit hyperactivity disorder, behavioral, affective, cognitive
disorders, autism, and schizophrenia) [42-43].

Psychosomatic disorders in postpartum period
have been studies for quite along period'. Despite this,
there is still no single idea about the duration of post-
partum period: it is estimated as 3 weeks, or 4 weeks, or
12 months [20-22].

The most common mental disorders in postpartum
period are anxiety (15-80 %) [11, 22], affective (10-33 %

! Hippocrates (400 BC) described a case of “puerperal delirium” with severe insomnia and restlessness that developed in a woman during a week after the
delivery of twins. T. Ruggier (11th century) reported of “involuntary crying” in women after childbirth; he associated it with “the excessive moisture of
the uterus” E. Plater (16th century) described delirium and anger in postpartum period. In the 18th century, E Osiander, obstetrician, observed postpar-
tum mania with rapid onset and increasing symptoms in the form of intense excitement, agitation, disorganized speech, as well as abnormal thoughts
about motherhood (“the baby is still in the womb”, “the baby is Jesus Christ”, “the baby can fly”). L. Berger explained such symptoms as headache or stupor
in postpartum period by “the irritating effect of breast milk on the brain” J. Esquirol, on the contrary, argued that the development of mental disorders

is due to the suppression or impossibility of lactation [97-99].
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of depressive, up to 20% of hypomanic), and dysmor-
phic disorders [13-17, 44]. At the same time, symp-
toms of depression develop in 40 % of female patients
during pregnancy [10, 11]. Postpartum depression
increases the risk of depression in future, therefore, it is
regarded as a marker of general susceptibility to affective
disorders [18].

Management of psychosomatic
disorders during menstrual
cycle, pregnancy and lactation
at general medical level

Analysis of literature sources revealed that the issue
of pharmacological management of PMS and premen-
strual enhancement remains debatable. To eliminate
the physiological decrease in serotonin level in the
luteal phase of cycle that is associated with decreased
concentration of sex steroids, hormone replacement
therapy (combined oral contraceptives, long-acting
gonadotropin-releasing hormone agonists) are con-
sidered in combination with “general tonic” agents,
vitamins, dietary supplements, physiotherapy [45,
46]. As an alternative option, decreased level of sero-
tonin may be effectively compensated by short-term
administration of its agonists, antidepressants of SSRI
group [45].

Data on the psychopharmacotherapy of mental dis-
orders in pregnant women are based not on the results
of evidence-based clinical trials (that are difficult to con-
duct due to ethical issues and legal restrictions), but on
the accumulated information on cases of self- or medical
prescription of drugs due to the severe mental state of a
woman.

The main principle for deciding whether to use drug
treatment is the evaluation of benefit/risk ratio for mother
and fetus in case of increased severity or recurrence of
a mental disorder in the absence of proper pharmaco-
therapy. Psychotropic agents are used only in cases when
the risk of persisting and developing mental disorder is
clearly and significantly higher than the risk of adverse
events (AEs). In particular, the choice of any medication

Table 3. Neonatal Adverse Events of Antidepressants

should be based on the fact that all agents, in various
amounts, penetrate the placental barrier. Effect of a drug
product on fetus depends primarily on gestational age.
In particular, in early pregnancy (up to 12 weeks), there
is a possibility of developing severe structural anomalies,
i.e. embryopathies [46].

We present data on the results of the administration
of different groups of psychotropic agents by pregnant
women.

8.7% of women in the United States of America
receive antidepressants during pregnancy [47]. In the
world, the use of treatment with antidepressants during
pregnancy increased 3-fold in the period from 1995 to
2005 [47]. At the same time, 57 % of women who stopped
taking antidepressants due to pregnancy have to restart
treatment for worsening mental state [47].

Pregnant women most often take thymoleptics of
SSRI group. Experiments on mice/rats revealed that
SSRIs reduce fetal body weight, slow down the develop-
ment of motor reflexes, physical growth, impair learn-
ing ability, increase head circumference, cause anxiety,
depression and mortality rate [10, 48].

Comparison of the range of neonatal AEs conducted
by M.P. Marachev (2018) in children who were exposed
to antidepressants during their mothers’ pregnancy is
presented in Table 3 [49].

Literature data demonstrated that the assertions
about the teratogenic potential of antipsychotic agents
have no evidence [49, 50]. However, the incidence of
other neonatal AEs during administration of antipsy-
chotics during pregnancy ranges from 15.6 to 34 %
(Table 4).

It should be noted that in these studies, no evaluation
of the presence of other potential factors for the devel-
opment of these AEs was performed (hereditary back-
ground, ethnicity, smoking, substance abuse, obesity,
diabetes mellitus, socioeconomic status, additional drug
treatment) that were associated with them in the studies
on other patient populations.

Normotimics have a negative impact on the develop-
ment of fetus and children of mothers who used these
agents in 2-8.6 % of cases (Table 5) [49].

Drugs

Adverse Event

TCA:
Clomipramine

SSRI:
Paroxetine

SNRI:
Venlafaxine

Duloxtine

OTHER:
Mirtazapine
Trazodone

Increased risk of cardiovascular defects

Cardiovascular malformations

Persistent pulmonary hypertension, respiratory distress
Tremor

Hypoglycemia (19 %)

Relatively safe

Insufficient data

Insufficient data

Note: TCA — tricyclic antidepressants, SSRIs — selective serotonin and noradrenaline reuptake inhibitors, SSRIs — selective serotonin and noradrenaline reuptake inhibitors
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To assess the effect of medications on a child in post-
partum period (period of breastfeeding), the parameter of
“relative infant dose” (RDI) is used, i.e. dose received by
the child with breast milk in relation to the maternal dose
and expressed as a percentage. For example, SSRI antide-
pressants (citalopram, escitalopram, fluoxetine) pass well
through the placental barrier and into breast milk [49-51].

The dose is considered “relatively safe” for the child
with RDI <10 % (Table 6) [49-51].

Table 4. Neonatal Adverse Events of Antipsychotics

Psychotherapy of psychosomatic disorders of the
reproductive cycle in female patients is aimed at build-
ing constructive psychological defense (in particular,
self-control and responsibility) and adaptive coping
strategies (reattribution with a decrease in the threaten-
ing meaning of somatized symptoms, development of
conviction in the absence of a life-threatening physical
disease, adequate assessment of a real-life situation, and
refusal to manipulate) [51].

Group /Drugs
Traditional Atypical
Haloperidol Aripiprazole
Adverse Events (frequency) Flufenazine
Quetiapine
Clozapine
Olanzapine
Risperidone
Obstetrical (34 %) Preterm birth
Neonatal (15,6-21,6 %) Prematurity

Neurodevelopmental delay

Central neurology system abnormalities
Respiratory

Cardiology (heart defects)
Gastrointestinal pathology

Low body weight

Diabetes mellitus

Table 5. Neonatal Adverse Events of Mood Stabilizers

Drugs

Neonatal Adverse Events, frequency (%)

Lithium

Valproates

Carbamazepine

Lamotrigine

4,1-8%
Cardiovascular abnormalities, Epstein’s abnormality, arrhythmia, hypoglycemia, non-sugar diabetes, thyroid
dysfunction, goiter, dullness, lethargy, liver abnormalities, and respiratory disorders

4,5-8,6 %

Congenital defects (interventricular septal defect, roto-facial defects, hypospodias, abnormal upper limb bone
structure, hypoplasia of finger phalanges, neural tube defects)

The neuro-psychic development disorders

Behavioral

4-5%
Congenital malformations (spina bifida, single ventricle and atrioventricular septal defect, atrial septal defect,
cleft palate, hypospadias, poplidactyly, craniosynostosis)

2-5,6%
Isolated cleft palate or cheiloschisis

Table 6. Relative Infant Dose (RID) of Psychotropic Drugs

Drugs RID <10 % «relatively safe», % RID>10%
Antidepressants SSRI Sertraline Citalopram
Paroxetine Excitalopram
Fluvoxamine Fluoxetine
Antidepressants TCA Amitriptyline (1,5 %)

Mood Stabilizer

Clomipramine (2,8 %)
Imipramine (0,15 %)

Valproates
Carbamazepine

Lamotrigine (9,2-18,3 %)
Lithium (12-30,1%)

Note: RID — relative infant dose, TCA — tricyclic antidepressants, SSRIs — selective serotonin and noradrenaline reuptake inhibitors, SSRIs — selective serotonin and noradrenaline

reuptake inhibitors
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Conclusion

Thus, psychosomatic disorders associated with abnor-

mal menstrual cycle, pregnancy and lactation period,
have a significant negative impact on the social function-
ing of a woman and the mental and somatic health of a
fetus and child. Diagnosis, management and prevention
of these disorders is a complex multidisciplinary chal-
lenge that requires the involvement of both general prac-
titioners and specialists (i.e., gynecologist, psychiatrist,
neurologist).

Cnucok nutepaTypbl/Referense:

1.

Maso 3., He3HaHoB H.I. lenpeccrBHOe paccTpoiicTBo. MockBa:
30TAP-Megua. 2019; 112 c.

Maso GE, Neznanov NG. Depressive disorder. Moscow: GEOTAR-
Media. 2019; 112 p. [In Russian].

TioBuHa H.A., BopoHuHa E.O., bBanabaHosa B.B. c coaBT.
B3anMMoCBA3b U B3aMMOB/NAHNE MEHCTPYa/lbHO-TeHepaTUBHOM
GYHKLMM 1 jenpeccuBHbIX PacCTPONCTB Y XeHLWH. HeBponorus,
HeliponcmuxmaTpus, ncuxocomatuka. 2018; ’IO(Z): 45-51
DOI:10.14412/2074-2711-2018-2-45-51

Tyuvina N.A., Voronina E.O., Balabanova V.V. et al. Relationship and
mutual influence of menstrual-generative function and depressive
disorders in women. Neurology, neuropsychiatry, psychosomatics.
2018;10(2): 45-51. [In Russian]. DOI: 10.14412/2074-2711-2018-2-
45-51

Butts H.F. Post-partum psychiatric problems. A review of the
literature dealing with etiological theories. | Natl Med Assoc. 1969;
61(2): 136-139.

BacunbeBa A.B. Mpo61eMbl eHCKOro NCMXUYeCKOro 340pOBbA —
MEeXAUCLUNANHAPHBIN pakypc. PMXK. MeanuuHckoe o6o3peHue.
2018; 2(10): 51-56.

Vasilieva A.V. The problems of female mental health are an
interdisciplinary perspective. RMW. Medical review. 2018;

2(10): 51-56. [In Russian].

Ay6Huukas 3.b. HencuxoTuyeckue genpeccum, cBasaHHbie €
PenpoAYKTUBHBIM CTAaPEHMUEM WKeHWMH (nekyus). Mcuxuyeckue
paccTpoiicTBa B obuieit Megnymute. 2010; 4: 18-21.

Dubnitskaya E.B. Non-psychotic depressions associated with
women's reproductive aging (lecture). Mental disorders in general
medicine. 2010; 4: 18-21. [In Russian].

Graziottin A., Serafini A. Depression and the menopause: why
antidepressants are not enough? Menopause Int. 2009; 15(2): 76-81.
doi: 10.1258/mi.2009.009021.

Woods N.F., Smith-Dijulio K., Percival D.B., et al. Depressed

mood during the menopausal transition and early
postmenopause: observations from the Seattle Midlife

Women's Health Study. Menopause 2008; 15(2): 223-232.

doi: 10.1097/gme.0b013e3181450fc2

TioBuHa H.A., banabaHoBa B.B., BopoHuHa E.O. [eHaepHble
0CO6EHHOCTU eNPeCcCUBHBIX PAaCCTPONCTB Y eHLWmMH. HeBpo-
NOTUA, HeMpONCUXMaTpmA U ncuxocomaTtmka. 2015; 7(2): 75-79.
doi: 10.14412/2074-2711-2015-2-75-79

Tyuvina N.A., Balabanova V.V., Voronina E.O. Gender features

of depressive disorders in women. Neurology, neuropsychiatry
and psychosomatics. 2015; 7(2): 75-79. [In Russian]. https://doi.
org/10.14412/2074-2711-2015-2-75-79

10.

Silverstein B., Edwards T., Gamma A, et al. The role played by
depression associated with somatic symptomatology in accounting
for the gender difference in the prevalence of depression.

Soc Psychiatry Psychiatr Epidemiol. 2013; 48(2): 257-263.

doi: 10.1007/s00127-012-0540-7

Monicheva A., Glazova N., Manchenko D., et al. Effects of early-
life fluvoxamine exposure on social behaviours of white rats
depend on the timing of its perinatal administration/ European
Neuropsychopharmacology. 2020; 1(40): 70-71 DOI: https://doi.
org/10.1016/j.euroneuro.2020.09.095

. World Health Organization. Reproductive health

strategy. Geneva: WHO; 2004 (WHO/RHR/04.8).
file:///C:/Users/Melkor/AppData/Local/Temp/WHO_RHR_06.3_
eng.pdf ([lata o6paweHus: 09.03.2022).

Khan A.A., Gardner C.O., Prescott C.A., et al. Gender differences
in the symptoms of major depression in opposite-sex dizygotic
twin pairs. Am ] Psychiatry. 2002 Aug; 159(8): 1427-1429.

DOI: 10.1176/appi.ajp.159.8.1427

MegBepes B.3., ®ponosa B.U., Asgowenko K.E., c coaBT.
MaToxapakTeponornyeckme 1 NaToNCUXoa0ruieckune
paccTpoiicTBa y naLMeHTOB N1acTUYeCKOro Xupypra

1 KOCMeTo/10ra. IKCNepUMeHTaIbHanA U KAMHUYEeCKan
AepMmaTokocMeTtonorua. 2012; 3: 60-64.

Medvedev V.E., Frolova V.l., Avdoshenko K.E., et al.
Pathocharacterological and pathopsychological disorders in
plastic surgeon and beautician patients. Experimental and clinical
dermatocosmetology. 2012; 3: 60-64. [In Russian].

. MegBeges B.3., ®ponosa B.W., lywanckas E.B., c coaBT. [lenpeccumn

C paccTPOMCTBaMM MUILEBOTO NOBE/AEHNA: KMHWUKA U Tepanua.
Hesposorus, Heliponcuxumatpus, ncuxocomatuka. 2020;12(4):49-
56.DOI: 10.14412/2074-2711-2020-449-56

Medvedev V.E., Frolova V.I., Gushanskaya E.V., et al. Depression
with eating disorders: clinic and therapy. Neurology,
neuropsychiatry, psychosoma-tics. 2020; 12(4): 49-56. [In Russian].
DOI:10.14412/2074-2711-2020-4-49-56

Mepsepes B.3., ®ponosa B.N., MapTteiHos C.E., c coaBT.
Mcrxmyeckne paccTpoincTBa ¢ HEOH6OCHOBAHHBIM HE,0BO/IbCTBOM
COBCTBEHHOW BHELHOCTbIO Y NaLMeHTOB NAaCTUYECKOro

Xupypra n kocMeTonora. McuxnaTpua n ncuxopapMakoTepanms.
2016;6:49-54.

Medvedev V.E., Frolova V.1., Martynov S.E., et al. Mental disorders
with unreasonable dissatisfaction with their own appearance

in patients of a plastic surgeon and beautician. Psychiatry and
psychopharmacotherapy. 2016; 6: 49-54. [In Russian].

. MegBeges B.3. [lucMopduryeckoe paccTponCcTBO: KAMHUYECKas

M HO30/10rM4ecKan reTeporeHHoCcTb. Hesponorus,
HeliponcuxuaTpms u ncuxocoMmatuka. 2016; (8)1: 49-55.
Medvedev V.E. Dysmorphic disorders: clinical and nosological
heterogeneity. Neurology, neuropsychiatry, psychosomatics. 2016;
(8)1: 49-55. [In Russian].

Meggepes B.3., ®ponosa B.M., MapTbiHos C.E., B coaBT.
JAncMopduyeckoe pacCTpONCTBO B CTPYKTYpe NCUXMYECKUX
pacCTPOICTB NaLMeHTOB NNACTUYECKOrO XMpypra v KocMeToora.
Mecunxunyeckoe 3goposbe. 2017; 2: 48-55.

. Medvedev V.E,, Frolova V.1., Martynov S.E., et al. Dysmorphic

reasoning in the structure of mental disorders of plastic surgeon and
cosmetologist patients. Mental health. 2017; 2: 48-55. [In Russian].

. Hirst K.P., Moutier C.Y. Postpartum major depression. Am Fam

Physician. 2010; 82(8): 926-933.




Apxub BHyTpeHHE MeAMuMHbL ® Ne 4 o 2022

OB3OPHBIE CTATbHU

20. National Collaborating Centre for Mental Health (UK). Antenatal
and Postnatal Mental Health: The NICE Guideline on Clinical
Management and Service Guidance. Leicester (UK): British
Psychological Society; 2007. https://pubmed.ncbi.nlm.nih.
gov/21678630/ (fata obpaueHus: 09.03.2022).

21. Gilden J., Kamperman A.M., Munk-Olsen T., at al. Long-Term
Outcomes of Postpartum Psychosis: A Systematic Review and
Meta-Analysis. ] Clin Psychiatry. 2020 Mar 10; 81(2): 19r12906.
doi: 10.4088/)CP.19r12906.

22. Munk-Olsen T., Laursen T.M., Mendelson T., et al. Risks and
predictors of readmission for a mental disorder during the
postpartum period. Arch Gen Psychiatry. 2009 Feb; 66(2): 189-95.
doi: 10.1001/archgenpsychiatry.2008;528.

23. Sit D., Rothschild A.J., Wisner K.L. A review of postpartum
psychosis. ] Womens Health (Larchmt). 2006 May; 15(4): 352-368.
doi: 10.1089/jwh.2006.15.352.

24. MasoI.3, lopob6ew J1.H. [lpegMeHCTpyanbHbIi CUHAPOM: B3rAA4
ncuxmatpa. lNcnxuyeckue pacctTpoiicTsa B obuieii Meguumure. 2017;
3-4:31-36.

Mazo G.E., Gorobets L.N. Premenstrual syndrome: the view of
a psychiatrist. Mental disorders in general medicine. 2017; 3-4:
31-36. [In Russian].

25. Oettel M., Schillinger E. Estrogens and Antiestrogens | and II.
Springer, Berlin, Heidelberg.1999- 256p.

26. CMeTHuUK B.T., TkayeHko H.M., Tnesep 'A. n ap.
Knnmaktepuyecknin cuigpom. M., 1988; 286 c.

27. Smetnik VP, Tumilovich LG, Glezer GA et al. Climacteric syndrome.
M.,, 2006. 1988; 286 p. [In Russian].

28. TaTapuyk T.®., Benykosckas W.b., LeByyk T.B.
MpeaMeHcTpyanbHbIi cuHapom. ... Kiev: Zapovit, 2003.- 278 p.

29. Tatarchuk T.F., Ventskovskaya I.B., Shevchuk T.V. Premenstrual
syndrome.... Ki-ev: Zapovit, 2003; 278 p. [In Russian].

30. Sassoon S.A., Colrain .M., Baker F.C. Personality disorders in women
with severe premenstrual syndrome. Arch Womens Ment Health.
2011; 14(3): 257-264. doi: 10.1007/s00737-011-0212-8.

31. TwoeuHa H.A., HukonaeBckaa A.O. becnioaune n ncuxmyeckune
paccTpoiicTa y eHwumH. Coobuienune 1. HeBponorus,
HeliponcuxmnaTpus, ncuxocoMatuka. 2019; 11(4): 117-124.
doi: 10.14412/2074-2711-2019-4-117-124
Tyuvina N.A., Nikolaev A.O. Infertility and mental disorders in
women. Message 1. Neurology, neuropsychiatry, psychosomatics.
2019; 11(4): 117-124. [In Russian). https://doi.org/10.14412/2074-
2711-2019-4-117-124

32. Davies C., Segre G., Estradé A., et al. Prenatal and perinatal risk
and protective factors for psychosis: a systematic review and
meta-analysis. Lancet Psychiatry. 2020 May; 7(5): 399-410.
doi: 10.1016/52215-0366(20)30057-2.

33. Kepiniska A.P., MacCabe J.H., Cadar D., et al. Schizophrenia polygenic
risk predicts general cognitive deficit but not cognitive decline in
healthy older adults. Transl Psychiatry. 2020 Dec 8; 10(1): 422.
doi: 10.1038/s41398-020-01114-8.

34. Loomans E.M., van Dijk A.E., Vrijkotte T.G., et al. Psychosocial
stress during pregnancy is related to adverse birth outcomes:
results from a large multi-ethnic community-based birth
cohort. Eur ] Public Health. 2013 Jun; 23(3): 485-491.
doi: 10.1093/eurpub/cks097.

35. Pearson R.M., Fernyhough C., Bentall R., et al. Association between
maternal depressogenic cognitive style during pregnancy and
offspring cognitive style 18 years later. Am ] Psychiatry. 2013 Apr;
170(4): 434-441. doi: 10.1176/appi.ajp.2012.12050673.

36.

37.

38.

39.

40.

41.

42.

44,

45.

46.

47.

48.

Srinivasan R., Pearson R.M., Johnson S., et al. Maternal perinatal
depressive symptoms and offspring psychotic experiences at

18 years of age: a longitudinal study. Lancet Psychiatry. 2020 May;
7(5): 431-440. doi: 10.1016/52215-0366(20)30132-2.

AkapaukoBa E.C., ApTemeHko A.P., bensieB A.A. n ap. MaTeprHCKuit
CTpecc 1 3,0poBbe pebeHKa B KpaTKOCPOUHOM U JONTOCPOYHOM
nepcnekTuse. PMX. Meguuuntckoe o603penue. 2019; 3(3): 26-32.
Akarachkova E.S., Artemenko A.R., Belyaev A.A. and others.
Maternal stress and child health in the short and long term. RMW.
Medical review. 2019; 3(3): 26-32. [In Russian].

Udagawa J., Hino K. Impact of Maternal Stress in Pregnancy on
Brain Function of the Offspring. Nihon Eiseigaku Zasshi. 2016;
71(3): 188-194. Japanese. doi: 10.1265/jjh.71.188.

Morel Y., Roucher F., Plotton I, et al. D. Evolution of steroids during
pregnancy: Maternal, placental and fetal synthesis. Ann Endocrinol
(Paris). 2016 Jun; 77(2): 82-89. doi: 10.1016/j.and0.2016.04.023.
fapaaroBa X.P., bpecco T.U., Ecaynos B.MN. n gp. OcobeHHoCTH
$OpPMUPOBaHMA MaTEPUHCKOW OMUHAHTBI Y MOJIOAbIX /i€BYLUEK.
Hayka, TexHuKa u obpasosaHue. 2017; 11(41): 70-74.

Gardanova J.R., Bresso T.I., Esaulov V.. and others. Features of the
formation of the Mate-Rhine dominant in young girls. Science,
technology and education. 2017; 11(41): 70-74. [In Russian].

Monk C., Georgieff M.K., Xu D., et al. Maternal prenatal iron status
and tissue organization in the neonatal brain. Pediatr Res. 2016 Mar;
79(3): 482-488. doi: 10.1038/pr.2015.248.

Beijers R., Buitelaar J.K., de Weerth C. Mechanisms underlying the
effects of prenatal psychosocial stress on child outcomes: beyond
the HPA axis. Eur Child Adolesc Psychiatry. 2014; 23(10): 943-956.
doi: 10.1007/s00787-014-0566-3.

. Staneva A.A., Bogossian F., Wittkowski A. The experience of

psychological distress, depression, and anxiety during pregnancy:
A meta-synthesis of qualitative research. Midwifery. 2015;

31(6): 563-573. doi: 10.1016/j.midw.2015.03.015.
Martinez-Torteya C., Katsonga-Phiri T., Rosenblum K.L.,

et al. Postpartum depression and resilience predict parenting
sense of competence in women with childhood maltreatment
history. Arch Womens Ment Health. 2018 Dec; 21(6): 777-784.
doi: 10.1007/s00737-018-0865-7.

Beversdorf D.Q., Stevens H.E., Jones K.L. Prenatal Stress,
Maternal Immune Dysregulation, and Their Association With
Autism Spectrum Disorders. Curr Psychiatry Rep. 2018; 20(9): 76.
doi: 10.1007/s11920-018-0945-4.

Ulmer-Yaniv A., Djalovski A., Priel A., et al. Maternal depression
alters stress and immune biomarkers in mother and child. Depress
Anxiety. 2018; 35(12): 1145-1157. doi: 10.1002/da.22818.
TioBuHa H.A., Kopobkosa W.I. CpaBHMTeNbHaA XxapaKTepucTuKa
KNMHUYECKMX 0COBEHHOCTe Aenpeccum Npu 6UNoaspHoM
a¢pdpekTuBHoM paccTporictee | u |l Tuna. Hesponorus,
HeliponcuxuaTpus, ncuxocomatuka. 2016; 8(1): 22-28.

doi: 10.14412/2074-2711-2016-1-22-28

Tyuvina N.A., Korobkova I.G. Comparative characterization of
clinical features of depression in type | and Il bipolar affective
disorder. Neurology, neuropsychiatry, psychosomatics. 2016;
8(1): 22-28. [In Russian]. https://doi.org/10.14412/2074-2711-
2016-1-22-28

Horackova H., Karahoda R., Cerveny L., Vachalova V., Ebner

R., Abad C., Staud F. Effect of Selected Antidepressants on
Placental Homeostasis of Serotonin: Maternal and Fetal
Perspectives. Pharmaceutics. 2021 Aug 20; 13(8): 1306.

doi: 10.3390/pharmaceutics13081306.

283



284

REVIEW ARTICLES

The Russian Archives of Internal Medicine ® Ne 4 e 2022

49. Al-Fadel N., Alrwisan A. Antidepressant Use During Pregnancy and
the Potential Risks of Motor Outcomes and Intellectual Disabilities
in Offspring: A Systematic Review. Drugs Real World Outcomes.
2021; 8(2): 105-123. doi: 10.1007/s40801-021-00232-z.

50. Petersen|., Gilbert R.E., Evans S.J., et al. Pregnancy as a major
determinant for discontinuation of antidepressants: an analysis
of data from The Health Improvement Network. J Clin Psychiatry.
2011 Jul; 72(7): 979-985. doi: 10.4088/)CP.10m06090blu.

51. Barnes T.R.E. Schizophrenia Consensus Group of the British
Association for Psychopharmacology. Evidence-based
guidelines for the pharmacological treatment of schizophrenia:
recommendations from the British Association for
Psychopharmacology. ] Psychopharmacol. 2011; 25 (5): 567-620.
doi: 10.1177/0269881110391123

52.

53.

54.

Mapauyes M.I. OcobeHHOCTU NcuxopapMakoTepanum

B nepuoy 6epeMeHHOCTU 1 nakTauuu. Mcuxnatpua n
ncuxodapmakoTepanua. 2018; 3-4: 34-42.

Marachev M.P. Features of psychopharmacotherapy during
pregnancy and lactation. Psychiatry and psychopharmacotherapy.
2018; 3-4: 34-42. [In Russian].

Serensen M.]., Kjaersgaard M., Pedersen H.S., et al. Risk of

Fetal Death after Treatment with Antipsychotic Medications
during Pregnancy. PLoS One. 2015 Jul 10; 10(7): €0132280.

doi: 10.1371/journal.pone.0132280.

MeaBeaes B.3. McmxonaTtonormyeckume acneKkTbl MHBOMOLNOHHOM
ncrepum. Consillium medica [keHckoe 3g0poBbe]. 2012; 6: 26-9.
Medvedev V.E. Psychopathological aspects of involutionary hysteria.
Consillium medica [women's health]. 2012; 6: 26-9. [In Russian].




