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Olanzapine and quetiapine in the prevention of a new
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the postpartum period: a retrospective cohort study
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Objective: To examine whether olanzapine and quetiapine are useful in the prevention of a new mood
episode during the postpartum period.
Methods: Data on 23 patients (n=14 for olanzapine and n=9 for quetiapine) with bipolar disorder who
met the criteria for this study were retrospectively gathered. The diagnosis of bipolar disorder was
determined by means of the DSM-IV.
Results: The mean follow-up period was 33.95612.07 weeks. Six (26.1%) of 23 patients experienced
recurrent mood episodes during the postpartum period. Four of these six patients were taking
olanzapine and two were taking quetiapine. Patients with recurrent mood episodes had a significantly
stronger family history of bipolar disorder, higher number of past episodes, and earlier onset and
longer duration of illness compared to patients without recurrent mood episodes.
Conclusion: Monotherapy with olanzapine or quetiapine can be considered as an alternative to mood
stabilizers in preventing the development of new mood episodes after childbirth.
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Introduction

Bipolar disorder (BD) is a major psychiatric diagnosis that
can affect functional capacity and lead to hospitalization.
The lifetime prevalence of bipolar spectrum disorders has
been reported to be 2.4%.1 Studies have suggested that
the postpartum period is associated with increased risk
of recurrence of mood epsiodes in women with BD.2,3

Moreover, Di Florio et al.4 reported that the first episode of
BD occurred after childbirth in 28% of patients. New mood
episodes can be disruptive not only for patients, but also
for their infants and family relationships.5 It has been
reported that inadequate clinical management or discon-
tinuation of medication can result in rapid relapses in
mood episodes.6 Interruption of medication during the
postpartum period can also enhance the risk of relapse.7

Overall, 52-75% of women with BD have a history of one
or more postpartum mood episodes.2,3,8 A recent meta-
analysis indicated that the risk of recurrence of mood
episodes was about twofold lower in patients using pro-
phylactic pharmacotherapy during the postpartum period
compared to patients who remained medication-free.9

Despite the wide variety of pharmacological options
available for non-perinatal women, lactation is a major
challenging factor in the management of BD during the
postpartum period.10 It is well known that all psychotropic

drugs excrete into breast milk to varying levels. On the
other hand, many mothers would like to breastfeed their
infants due to the undeniable benefits of this practice.
Nonetheless, the possibility of social, functional, and
clinical problems secondary to a new mood episode
creates a dilemma about prophylactic treatment during
the postpartum period in many mothers and their families.
Most authors and guidelines accept a high risk of
recurrence of mood episodes in this period, and recom-
mend weighing the risk-benefit balance between potential
effects of medications versus those of mood episodes on
the infant and the patient.7

The primary medications used in management of
patients with BD are mood stabilizers and antipsychotics.
Lithium has been reported to be effective in preventing
new mood episodes in postpartum women.11,12 Although
there is no clear evidence to contraindicate lithium
therapy during lactation, relatively poor safety parameters
in breastfed infants and the requirement of monitoring
the breastfed infant’s lithium level and thyroid and renal
function lead to concerns and challenges regarding its
use in this group of patients.13 The safety profile of
valproate appears to be better than that of lithium during
lactation; however, limited available data suggest that
valproate may not be useful as prophylaxis during the
postpartum period.11 Some guidelines recommend that
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the second-generation antipsychotics, olanzapine and
quetiapine in particular, be considered for use by post-
partum women due to their good safety profiles.14,15

However, scientific evidence on their efficacy in preventing
new mood episodes in postpartum women is inadequate.
This study presents 12 years of clinical data on the use of
olanzapine and quetiapine in preventing recurrence of
mood episodes during the postpartum period.

Methods

The data for this retrospective cohort study were collected
from the clinical records of 23 patients who were admitted
between January 2008 and March 2020 to the outpatient
psychiatry clinic of a university hospital with a diagnosis
of BD according to a structured psychiatric interview. The
inclusion criteria were maternal ageX 18 years, no active
episode during the first psychiatric interview, use of
olanzapine or quetiapine alone during the postpartum
period, and at least 12 weeks of follow-up period. The
exclusion criteria were: 1) comorbid axis I psychiatric
disorders; 2) a history of schizophrenia or related
psychoses; 3) alcohol or substance use disorders; 4)
cerebrovascular diseases, severe infections, uncontrolled
endocrine abnormalities, or cardiovascular diseases
during the follow-up period; 5) severe medical problems
in the infant; 6) first admission to the psychiatry outpatient
clinic before the 30th gestational week; and 7) diagnosis
of BD of less than 1 year’s duration.

The antipsychotic medications were administered with
the consent of the patients and their first-degree relatives.
In addition, written informed consent for the presentation
of their data in the scientific literature was obtained from
all patients. Owing to its retrospective design, the current
study did not interfere with patient management. The
structured psychiatric interview was carried out with the
Structured Clinical Interview for the DSM-IV (SCID-I).16

The follow-up psychiatric evaluations were carried out at
least once a month. The SCID-I and follow-up interviews
were conducted by a psychiatrist with experience in the
diagnosis of psychiatric disorders, management of psy-
chiatric disorders during the perinatal period, and use of
diagnostic instruments.

The data were analyzed using SPSS version 16.0 for
Windows. Categorical variables and continuous variables
in patient groups with and without new mood episodes
during the follow-up periods were compared with a chi-
square test (if necessary, with Fisher’s exact test) and
t test, respectively. Statistical significance was accepted
at p o 0.05.

The study procedure was approved by the local ethics
committee.

Results

The mean age of the 23 participants was 30.3964.42
years. All were married and most (n=21, 91.3%) were
unemployed. Sixteen (69.6%) patients had completed
primary education. Ten patients (43.5%) were primipar-
ous. Seven (30.4%) patients had a family history of BD.
The type of BD was I in 16 (69.6%) and II in 7 (30.4%)

patients. The first admission occurred during pregnancy in
14 (60.9%) patients. Prophylactic treatments including
olanzapine or quetiapine were initiated during pregnancy
in 10 (71.4%) of these 14 patients. The average timing of
the first and the last assessment was 2.6561.99 and
36.70611.50 weeks postpartum, respectively. The mean
follow-up period was 33.95612.07 weeks. The mean
duration of illness was 7.4864.45 years. Olanzapine was
used by 14 patients, while quetiapine was used by nine.
The daily doses were 7.5062.59 mg (range, 5-12.5) for
olanzapine and 177.78697.18 mg (range, 50-400) for
quetiapine.

Six (26.1%) patients experienced a new mood episode
during the follow-up period (depressive in two patients,
manic in three patients, and hypomanic in one patient).
The recurrence rate in patients who received quetiapine
and olanzapine was 22.2% (n=2) and 28.6% (n=4),
respectively. Recurrence was observed between 6 and
32 weeks after childbirth. Table 1 shows the demographic
and clinical characteristics of patients with and without a
new mood episode. Both groups were similar in terms of
age at the time of assessment, educational level, parity,
employment status, type of BD, and experience of a mood
episode during the last pregnancy. Family history of BD
was significantly higher in the group with a new mood
episode. Patients who experienced recurrence during the
postpartum period had significantly earlier onset of the
disorder, longer duration of illness, and a greater number
of mood episodes in the past.

Discussion

To our knowledge, this was the largest study to examine
the use of olanzapine and quetiapine as monotherapy in
the prevention of recurrence of bipolar mood episodes in
postpartum women to date. Case reports or case series
on this subject have been published previously.17-19 In our
sample, the incidence of recurrent mood episodes was
26.9%. Moreover, the risk of recurrence was similar in
patients who received olanzapine or quetiapine. In
agreement with these results, a meta-analysis by Wes-
seloo et al.9 found that new mood episodes were
observed in 29% of postpartum women with BD who
used prophylactic pharmacotherapy, versus 65% of
medication-free patients. Among different drugs, the most
extensive scientific evidence is available on the efficacy of
lithium in the prevention of new mood episodes in the
postpartum period.11,12 The recurrence rate in postpartum
patients using lithium was reported to be 20.3%.11 In
other words, lithium appears to be the gold-standard
medication with regard to efficacy in the prophylactic
treatment of bipolar mood episodes during the postpar-
tum period. However, concerns regarding its safety in
breastfed infants has led to a search for pharmacother-
apeutic alternatives for these patients. If the findings of
the current study are confirmed by further research,
olanzapine and quetiapine may be good alternatives to
lithium, due to their better safety parameters during
lactation.13,20

Limited studies have examined the factors associated
with recurrence of bipolar mood episodes during the
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postpartum period. The fact that early onset of BD can
increase the risk of new mood episodes after childbirth
has been stated consistently.2,8,21 Jones et al.22 reported
that a family history of BD may trigger puerperal episodes
in patients, which is supported by data from the current
study. Our data also suggest that women who experi-
enced postpartum mood episodes had a longer duration
of illness and higher number of previous episodes, which
may have resulted from earlier onset of BD. Data in the
literature on the type of BD as a possible associated
factor is controversial.8,9 In our sample, the proportions of
patients with BD-I and BD-II disorders were similar in
postpartum women with and without new mood episodes.

Previously, some authors reported that the onset of
mood symptoms during pregnancy may negatively affect
the tendency to development of postpartum mood
episodes.2,3,21 In the current sample, although the
recurrence of mood episodes was about 2.5-fold higher
in patients who experienced an episode during preg-
nancy, the difference did not reach statistical significance,
most likely due to the small sample size. A history of prior
postpartum episodes is expected to be associated with
elevated incidence of new mood episodes during the
postpartum period. However, it is unclear whether this
factor contributes to the risk of recurrence of bipolar mood
episodes after childbirth, since most available studies
have not reported any data on the history of postpartum
episodes.9 We did not examine the effect of this factor,
because the small number of patients who experienced
postpartum episodes prior to the last pregnancy (when
they had a diagnosis of BD) did not permit statistical
analysis.

The retrospective design, lack of blinding to pharma-
cotherapy, lack of a control group that did not take any
prophylactic medication, and small sample size are the
principal limitations can affect interpretation of the findings

of the current study. Ethical and legal issues appear to be
the main reasons for the lack of prospective randomized
controlled studies in the literature. The current study was
carried out in a single hospital; therefore, its results
cannot be generalized to all patients with BD. Despite
these limitations, our results may encourage the use of
olanzapine and quetiapine in the prevention of develop-
ment of a new mood episode in postpartum women with
BD. Further studies with larger sample sizes should be
conducted to confirm these findings. In addition, com-
parative studies of lithium versus olanzapine or quetiapine
may be useful for better evaluation of the results.
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Corrigendum

http://dx.doi.org/10.1590/1516-4446-2021-0027

We regret to inform that an error passed unnoticed in the article titled ‘‘Olanzapine and quetiapine in the prevention of a
new mood episode in women with bipolar disorder during the postpartum period: a retrospective cohort study’’ (http://dx.
doi.org/10.1590/1516-4446-2020-1629), by Faruk Uguz & Aysegul Kirkas, published in the Brazilian Journal of
Psychiatry in April 2021 in ahead of print mode. The error appears in Table 1, in the header of the second data column:
‘‘Women with a new mood episode n=17’’ should read ‘‘Women without a new mood episode n=17.’’ Below we
reproduce the revised, correct version of Table 1:

Table 1 Sociodemographic and clinical characteristics of postpartum women with and without a new mood episode

Women with a new
mood episode n=6

Women without a new
mood episode n=17 p-value

Age at assessment, mean 6 SD, years 31.8362.31 29.8864.91 0.365*
Age at disorder onset, mean 6 SD, years 19.6662.06 24.0664.64 0.038*
Duration of disorder, mean 6 SD, years 11.8363.06 5.9463.83 0.003*
Number of previous mood episodes, mean 6 SD 4.1761.94 2.5361.28 0.028*

Education, n (%) 0.424w

Primary 5 (83.3) 11 (64.7)
Secondary 0 (0) 4 (23.5)
Higher 1 (16.7) 2 (11.8)

Employment status, n (%) 1.000=

Unemployed 6 (100) 15 (88.2)

Primiparity, n (%) 2 (33.3) 8 (47.1) 0.660=

Family history of BD, n (%) 4 (66.7) 3 (17.6) 0.045=

Type of BD, n (%) 1.000=

I 4 (66.7) 12 (70.6)
II 2 (33.3) 5 (29.4)

Mood episode during last pregnancy 2 (33.3) 2 (14.3) 0.549=

BD = bipolar disorder; SD = standard deviation.
* t test; w w2 test; = Fisher’s exact test.

Epub 10 May 2021

Braz J Psychiatry. 2021 Nov-Dec;43(6):682
doi:10.1590/1516-4446-2021-0027

Brazilian Psychiatric Association
00000000-0002-7316-1185

http://dx.doi.org/10.1590/1516-4446-2021-0027
http://dx.doi.org/10.1590/1516-4446-2020-1629
http://dx.doi.org/10.1590/1516-4446-2020-1629
http://dx.doi.org/10.1590/1516-4446-2021-0027
http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/

	title_link
	Introduction
	Methods
	Results
	Discussion
	Disclosure

	REFERENCES
	Table t01 Table�1Sociodemographic and clinical characteristics of postpartum women with and without a new mood episode

	1516-4446-rbp-1516444620210027.pdf
	title_link
	A1
	Table t01 Table�1Sociodemographic and clinical characteristics of postpartum women with and without a new mood episode



