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Objectives
• To know the definition of perinatal depression.
• To review the epidemiology of perinatal depression.
• To learn the risks of perinatal depression to parents and 

infants.
• To identify the role of the primary care provider in the 

prevention and identification of perinatal depression.
• To learn interventions for perinatal depression.  



Postpartum? Perinatal?

• Previous focus was on the postpartum period, but around 
50% of pregnancy-related depression started during 
pregnancy.  



Perinatal Period 
Definition
Inconsistent

◦ WHO: 22 completed weeks of 
gestation and ends 7 completed days 
after birth

◦ DSM-5-TR: conception to 4 weeks 
after birth

◦ Psychiatry Clinics of North America: 
conception to one year after birth



From conception to 
one year after birth

Today’s Definition



Perinatal Mental Health: The Numbers
660,000 Babies are at risk for being 
affected by PPD each year
◦ Over four million live births in the US 

each year.
◦ Postpartum depression = about 15%
◦ Postpartum depression in teen moms 

= 30-50%
◦ 10% of births

Doesn’t include prenatal numbers.



Mothers with clinical levels of depressive 
symptoms show stable trajectories from pregnancy 
into the postnatal period.

 

-Kee, 2023





MATERNAL RISKS OF 
UNTREATED DEPRESSION

¡ Obstetrical risks (higher rates of 
miscarriage, preterm labor, 
placental abruption, preeclampsia)

¡ Lack of adequate prenatal care

¡ Higher use of tobacco, alcohol and 
drugs

¡ Subsequent depression 

¡ Postpartum

¡ Recurrent episodes



INFANT RISKS OF  EXPOSURE TO MATERNAL DEPRESSION

¡ Low Birth Weight, Pre-Term Birth, Inter-uterine Growth 
Retardation

¡ Increased risk of behavioral and emotional problems

¡ Developmental delays

¡ Changes in brain morphology 

¡ prefrontal, lateral temporal, premotor cortex, medial temporal 
lobe, cerebellum



INFANT RISKS OF  EXPOSURE TO MATERNAL DEPRESSION

• Continued increased risk of psychiatric illness

• Diminished vocational capacity

• Increase risk of hypertension, obesity, type II diabetes, 
and cardiovascular disease

• Earliest “ACE”



Avon Longitudinal 
Study Of Parents And 
Children



Possible mechanisms 
underlying the 
association of parental 
psychiatric disorders 
and child outcome

STEIN,  2014



Maternal adversity can 
disrupt maternal-infant 

attachment and interfere 
with positive forms of 

maternal care.



Relationship with baby: Prenatal

§Expectations of the baby 

§Parental expectations

§“Backpack of experiences”

Tulane Infant Institute



Psychological Preoccupations 
of Pregnancy

self

baby

Labor and 
delivery



Relationship with baby: Postpartum

§Postpartum
§Relationship continues to grow
§Attachment forms 7-9 months
§Foundation of development

Tulane Infant Institute



Risk Factors

Poverty 

Illiteracy

Migration

Lack of health-care facilities

Extreme stress

Violence (domestic and sexual)

Abuse

Conflict situations

Multiparous

Emily Jankowski Newton
Sidhu et al, 2019



STRONGEST RISK 
FACTOR FOR 
PERIPARTUM 
DEPRESSION IS A 
HISTORY OF 
DEPRESSION



Don’t Forget 
Dads

Paternity blues
◦ Inadequacy to 

frustration
◦ related to the new paternal 

role, within the first three 
months postpartum



Fathers And Postpartum Depression

10% of dads get postpartum depression

18% develop a clinically significant anxiety disorder and post traumatic 
stress disorder at some point during the pregnancy or the first year 
postpartum

Scarf, 2019



There are no 
established criteria 
for PPD in men

Symptoms 
◦  irritability 
◦ restricted emotions
◦ depression

Risk factors 
◦  history of depression in 

either parent 
◦ poverty
◦  hormonal changes

Scarf, 2019



Recommendations for 
Prevention and 
Intervention of 
Peripartum Depression



Step 1: Screening

OBSTETRICIANS

• Initial Intake

• Visit following 1-hour glucose challenge

• 2-week postpartum if the patient is a 
high-risk

• 6 weeks postpartum

PEDIATRICIANS

•    Within the first month

•    2-month visit

•    4-month visit

•    6-month visit



Screening: 
Edinburgh 
Postnatal 
Depression Scale



Other Recommended Screeners

Depression: PHQ-9 (alternative to EPDS)

Anxiety: GAD-7

Bipolar Disorder: Mood Disorders Questionnaire

PTSD: Primary Care PTSD Screen



EPSD Result = 
<10

Education

Physical, mental health changes in both 
parents

Importance of support

Signs and symptoms of depression, 
anxiety, and other mental health disorders

Resources



Education

Physical, mental health changes in both 
parents

Importance of support

Signs and symptoms of depression, 
anxiety, and other mental health disorders

Resources

”Do you have any 
concerns you 
would like to talk 
about?”



EPSD Result = 
>10

Interview 
further to 
assess severity

Recent stressors

Symptom frequency and duration

Impacts to daily functioning

Current tx? Past psychiatric tx, including hospitalizations?

Feelings of hopelessness, helplessness

Current suicidal ideation, plan, intent, previous attempts?

Family history



Mild Severity

EPSD Result = 
10-14

Symptom frequency and duration - mild

No or minimal difficulty caring for self or 
baby

No previous psychiatric hospitalizations?

Feelings of hopelessness, helplessness - 
none

No suicidal ideation



Moderate 
Severity

EPSD Result = 
15-19

Symptom frequency and duration - 
moderate, more often

Past psychiatric including 
hospitalizations? yes

Feelings of hopelessness, helplessness - 
sometimes

No suicidal ideation, plan, or intent, 
previous attempts

Difficulty caring for self or the baby



Severe Severity

EPSD Result = 
over 19

Symptom frequency and duration - constant

Multiple psychiatric hospitalizations

Often Feels hopelessness, helplessness, worthless

Hallucinations, delusions, or other psychosis

History of multiple medication trials

+ suicidal ideation, plan, or intent, + previous attempts

Often unable to care for self or baby



Don’t Forget

Check for medical conditions
◦TSH, B12, folate, Hgb, Hct

Assess for substance use or medications which can 
cause the symptoms



Interventions 
for Mild 
Symptoms

Education: Sleep hygiene, self-care, 
exercise

Parenting Groups

Home Visiting Programs

Therapy

Medication?



Parenting Groups

Interventions designed to provide parent 
education and improve parent–infant 
interactions for women with perinatal 
disorders.

Most focused on postpartum depression

Oklahoma examples
◦ Circle of Security
◦ Strengthening Families



Home-visiting 
programs 

Show improved outcomes in the quality of 
maternal–infant interactions in women with 
depression. 

Oklahoma examples
◦ The Maternal, Infant, Early Childhood Home 

Visiting (MIECHV) Program
◦ Children First Program (Health Dept)
◦ Tulsa Family Connects – The Parent Child 

Center of Tulsa



Individual Therapy for Parents

Interpersonal 
Therapy (IPT)

Cognitive 
Behavioral 

Therapy (CBT)



The Data

Maternal depression can be 
successfully prevented and treated, 
BUT just decreasing the depressive 
symptoms alone has not been 
shown to improve mother–child 
interactions.

Efforts should also focus directly on 
improving mother–child interaction 
to improve the relationship and 
thus, child outcomes.



Dyadic Interventions

Can improve outcomes in the 
quality of maternal–infant 
interactions in women with 
depression. 

Oklahoma examples
◦ Attachment and Biobehavioral Catchup – prenatal 

and postnatal

◦ Child Parent Psychotherapy – prenatal and 
postnatal



Interventions 
for Moderate 
Symptoms

Parenting Groups

Home Visiting Programs

Therapy

Medication?



Interventions 
for Severe 
Symptoms

Parenting Groups

Home Visiting Programs

Therapy

Medication



If a patient is at 
an imminent risk 
to self or others, 
refer to 
emergency 
services



Psychotropic Medications in the 
Peripartum Period



Weighing the Risks
Maternal Disorder Pregnancy Risks and Outcomes

Depressive Disorders Inadequate maternal weight gain

Major Depression Substance abuse

Persistent Depression Disorder Pre-eclampsia, preterm birth, low birth weight

Minor Depression Fetal distress

Increased risk of cesarean birth, increased risk of NICU 
admission

Creeley, 2019



The Numbers
During the last 30 years, the use of prescription drugs by 
pregnant women has grown by more than 60%

Almost 90% of women report taking at least one 
medication

70% report taking a prescription drug

Nearly 8% of pregnant women were prescribed 
antidepressants during the years 2004 and 2005. 

◦  Most common AD was the SRI (6.7%)
◦ Followed by other ADS (1.3%) such as Bupropion (0.7%), 

Venlafaxine (0.3%) and Trazodone (0.3%)

Creeley, 2019, Mitchell, 2011



Antidepressants During 
Pregnancy: In General
Conversations pre-conception

Preferred
◦ Single medication at a higher dose over multiple 

medications
◦ Medications with fewer metabolites, higher protein 

binding, and fewer interactions 

All psychotropic medications cross the 
placenta, are present in amniotic fluid, and can 
enter breast milk. 

Aafp.org



Antidepressants 
During 
Pregnancy

Does not appear to be linked with birth 
complications

Has been linking with small but inconsistent 
risk of birth defects when taken in the first 
trimester

Has been linked with transient (days to 
weeks) neonatal symptoms (tachypnea, 
irritability, insomnia)

Has inconsistent, overall reassuring, evidence 
regarding long-term neurobehavioral effects 
on children (months to years)

ACOG



ACOG Toolkit



First Line 

Sertraline

Escitalopram

Fluoxetine*

Celexa



Start low and go slow.



Creeley, 2019



Creeley, 2019



Creeley, 2019



Creeley, 2019



Brexanolone

First drug approved 
specifically for postpartum 
depression

60-hour continuous 
infusion 

Discontinued April 14, 
2025



Zuranolone

FDA Approves First Oral Treatment for 
Postpartum Depression

Modulates both synaptic and extrasynaptic 
GABAAconductance by binding to a non-
benzodiazepine site on the receptor.

Indicated if the onset of depression occurs in 
the 3rd trimester through 4 weeks postpartum 
and if the patient is less than six months 
postpartum at screening. 

14-day treatment 

Cannot breastfeed during treatment.



Supporting fatherhood before and after it starts (Garfield, 2015) 
   



THE GOLDEN RULES OF 
TREATMENT

1. Every baby deserves a healthy mother/parent

2. Psychiatric illness and psychotropic medications each pose risks to the 
mother and the fetus 

3. Treatment decisions are always a risk/benefit analysis on a case-by-
case basis  

4. There is no one drug that is safest or “best” for use during pregnancy 
and the postpartum

5. The best treatment strategy is to minimize or eliminate one of the 
exposures whenever possible

6. No single study tells the whole story, all of the literature must be read 
in context

© 2015 PSI



Consultation 
Resources for 
Physicians

The Statewide Psychiatry Access, Resources and 
Knowledge (SPARK) 

◦ Supports the medical provider’s provision of mental 
health care in the clinical setting. 

◦ Provide Oklahoma’s medical providers with psychiatry 
and mental health consultation, enhanced mental 
health education, and referral assistance to local and 
statewide mental health services.

◦ Free, available M-F, 1-5
◦ www.okspark.org

PSI Medical Providers (For Prescribers):
◦ The Perinatal Psychiatric Consult Program is staffed by 

experts in the field of psychiatry who are members of 
PSI and specialists in the treatment of perinatal mental 
health disorders. 

◦ Free and available by appointment.
◦ https://postpartum.net/professionals/perinatal-

psychiatric-consult-line/

988

https://postpartum.net/professionals/perinatal-psychiatric-consult-line/
https://postpartum.net/professionals/perinatal-psychiatric-consult-line/


Education 
Resources for 
Physicians

MCPAP for Moms Obstetric Provider Toolkit
◦ www.mcpapformoms.org/Toolkits/Toolkit.aspx

MCPAP for Moms Pediatric Provider Toolkit
◦ https://www.mcpapformoms.org/Toolkits/PediatricProv

ider.aspx

MGH Center for Women’s Mental Health
◦ Reproductive Psychiatry Resource and 

Information Center
◦ www.womensmentalhealth.or/resource/for-

providers/

ACOG Perinatal Mental Health Toolkit
◦ https://www.acog.org/programs/perinatal-mental-

health

http://www.mcpapformoms.org/Toolkits/Toolkit.aspx
https://www.mcpapformoms.org/Toolkits/PediatricProvider.aspx
https://www.mcpapformoms.org/Toolkits/PediatricProvider.aspx
http://www.womensmentalhealth.or/resource/for-providers/
http://www.womensmentalhealth.or/resource/for-providers/
https://www.acog.org/programs/perinatal-mental-health
https://www.acog.org/programs/perinatal-mental-health


Training Resources for 
Physicians

PSI Medical Providers (For Prescribers):
◦ Certificate trainings and coaching for professionals
◦ www.postpartum.net

National Curriculum in Reproductive Psychiatry
◦ https://ncrptraining.org

http://www.postpartum.net/
https://ncrptraining.org/


Consultation 
Resources for 
Patients

HRSA Maternal and Child Health’s National Maternal 
Mental Health Hotline

◦ Free, confidential
◦ 24/7
◦ Text/Call

PSI Help Line 
◦ 1-800-944-4773
◦ English/Spanish
◦ Free

Crisis Line
◦ 988



Education 
Resources for 
Patients

MGH Center for Women’s Mental Health Patient Guides
◦ https://womensmentalhealth.org/resource/patient-

support-services/

Post Partum Support International
◦ www.postpartum.net

https://womensmentalhealth.org/resource/patient-support-services/
https://womensmentalhealth.org/resource/patient-support-services/
http://www.postpartum.net/


Thank you
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