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Perinatal depression: A review
ABSTRACT
Perinatal depression affects 10% to 20% of women in
the United States during pregnancy, the postpartum period, or both, but it can be difﬁcult to recognize. Identifying and treating this problem can reduce the alarming
number of suicides among depressed perinatal women
and the possible adverse effects of untreated maternal
depression on their child’s cognitive and behavioral development. In this review, we discuss the latest developments in screening, treatment, and prevention methods.

KEY POINTS
Screening for perinatal depression is recommended for all
pregnant and postpartum women and is now a covered
medical expense; the tools can be completed by patients
in 2 minutes in the waiting room.
Perinatal depression can be prevented in some patients
with regular counseling sessions.
Newly approved parenteral medications work immediately to ameliorate symptoms in moderate to severe disease.
Promising research suggests that we may be able to predict the likelihood of perinatal depression using biomarkers such as epigenetically modiﬁed genes.
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epression is a common medical condition in women during the perinatal period
D
and is associated with serious consequences. It
can cause intense sadness and anxiety in the
mother and prevent her from bonding with or
breastfeeding her baby. In severe cases, women
may think about or actually harm themselves
or their baby. Untreated perinatal depression
in the mother can result in low birth weight
and impaired social, cognitive, and emotional
development in the baby.
Although it is imperative to recognize perinatal depression for these and other reasons, it
is often overlooked in the primary care setting,
especially since patients may be reluctant to
reveal their symptoms. Therefore, many women with perinatal depression go undiagnosed,
and even when it is detected, only some receive follow-up treatment.1
In this review, we discuss the latest methods for preventing, identifying, and treating
perinatal depression.
■ DEFINITION AND PRESENTATION
Perinatal depression can occur during pregnancy (prenatally), the year following birth
(postpartum), or both. Although feelings of
weepiness and labile emotions, called the
“baby blues,” occur in up to 80% of new mothers within several days of delivery because of
regulatory biochemical changes, these symptoms are usually brief and last no longer than
10 days.2 Perinatal depression, on the other
hand, lasts more than 14 days and impairs a
woman’s quality of life. Table 1 lists common
symptoms.
■ INCIDENCE, ETIOLOGY,
AND RISK FACTORS
The incidence of perinatal depressive disorder is surprisingly high in the United States.
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TABLE 1

Common symptoms
of perinatal depression
Patients with perinatal depression may present
with some or many of the following:
Sadness
Depressed mood and energy
Weepiness
Impaired appetite or overeating
Either excessive sleep or insomnia
Feelings of unworthiness
Anxiety
Panic attacks
Worrying constantly about the well-being of the
baby, engaging in obsessive or ritualistic activities
Being afraid to leave the house
Feeling numb, wooden, and void of feelings
Indifferent mood, with neither joy nor sadness
No attachment or interest in the baby

The mean rate
of depression
in the perinatal
period is 11.5%

Inertia
Hopelessness or thoughts of harming self or baby
Somatic complaints
Presentation of vague and continuous body symptoms that persist for weeks, including headaches,
body pains, feeling of racing heart, constant fatigue
Active anger and resentment of the baby
Constant irritability and negative mood

One of every 7 to 10 pregnant women and 1
of every 5 to 8 postpartum women develop
a depressive disorder, which is more than a
half million women each year. The mean rate
of depression during the perinatal period is
11.5%.3
Perinatal depression is thought to be the result of a complex interaction involving genetics,
epigenetics, the neuroendocrine hypothalamicpituitary-adrenal axis, and environmental and
social factors. No race or socioeconomic group
is spared. 4,5 Some women are more sensitive to
changes in their reproductive hormone levels
during pregnancy and after delivery, which may
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make them more susceptible to perinatal depression. Some may also have an unrecognized underlying mood disorder.2
Risk factors for perinatal depression include:
• A history of depressive, bipolar, or anxiety
disorders
• A family history of depressive disorders or
perinatal disorders
• An unwanted or teenage pregnancy
• A multiple birth
• A difficult or traumatic pregnancy or birth
• An ongoing health problem with the baby
• A lack of social support with low socioeconomic status and financial difficulties
• A history of physical or sexual abuse
• A diagnosis of substance abuse disorder.3,6–8
• American Indian/Alaska and Hawaii Native heritage; these groups have a 30%
higher incidence of perinatal depression.
Of note, other perinatal mental health
conditions such as anxiety disorders, bipolar
spectrum disorder, or postpartum psychosis
may also occur. Perinatal anxiety disorders
are common and can frequently coexist with
depressive disorders.9 In patients with pre-existing bipolar disorder, depressive, hypomanic,
and manic episodes can occur, especially in
the setting of sleep deprivation.2
Postpartum psychosis is characterized by a
delirium-like presentation with disorganized
behavior and psychotic symptoms and is considered a medical emergency, though it is a rare
event. It may also, in rare cases, be accompanied
by hallucinations that tell the woman to harm
herself or her baby.10
■ SERIOUS CONSEQUENCES
IF UNTREATED
Untreated perinatal depression has serious
consequences for mothers, their children
and families, and society as a whole. During
pregnancy, untreated depression is associated
with a higher incidence of preterm delivery,
preeclampsia, low birth weight, behavior disturbances in the baby at birth, and maternal
suicide.11,12
Untreated depression during the postpartum period also has repercussions for both the
mother and her baby. For the mother, it can
lead to intense sadness, marked anxiety, and
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a lack of interest in life and the child, often
resulting in poor or absent maternal bonding with the infant. It is also associated with
failure to initiate breastfeeding or a shortened
duration of breastfeeding.13
When perinatal depression is severe, the
mother’s symptoms can progress to ideation
of self-harm or of harming the infant, or at
its worst, suicide or infanticide. Suicide is
the second-leading cause of death for women in the postpartum period, leading to 20%
of deaths during the first year after birth.14,15
Thoughts of harming the baby occur in 41%
of depressed mothers vs 7% of controls.16 Although infanticide is a rare event, at least 1
case occurs every 3 days in this country.17
The absence of maternal bonding can have a
significant impact on the infant’s development.
Numerous controlled studies have shown that
children born to mothers with untreated postpartum mood disorders are more likely to have
impaired cognitive, behavioral, and emotional
development and delayed social and communication skills.18–21 The problem then becomes a
serious public health issue, with consequences
spanning several generations.
■ SCREENING IS KEY TO DIAGNOSING
PERINATAL DEPRESSION
Perinatal depression is frequently missed because many of the signs, including acute and
chronic stress, lack of sleep, and hormone
swings, are present in all pregnant women.
In addition, new mothers may not admit to
having symptoms because they feel an overwhelming sense of shame and embarrassment
about being “less of a mother” than they believe they should be.22 Furthermore, family
members may not understand that their partner’s or relative’s behavior constitutes a clinical depression that requires treatment.
Primary care clinicians can dramatically
increase the rate of detection and diagnosis by
screening pregnant and postpartum patients for
mood and anxiety disorders. Trials in the United States have concluded that screening improves outcomes in the depressed mother.23,24
Therefore, screening is recommended for all
women in the perinatal period by a number
of organizations, including the US Preventive
Services Task Force (USPSTF),25–27 the Amer-

ican College of Obstetricians and Gynecologists, the American Psychiatric Association,
and the American Academy of Pediatrics.
One of the simplest and most reliable
screening tools is the Edinburgh Postnatal
Depression Scale (EPDS).28 The EPDS is a
cross-culturally validated 10-question form
that a woman can complete in 2 to 3 minutes
in a waiting room, online, or with a clinician.
Sensitivity and specificity range from 70% to
88%,29 and studies have found that the EPDS
is twice as effective as a clinician’s interview
in detecting depression.30
The Patient Health Questionnaire (PHQ9)31 is also an effective tool for screening, but
it does not contain questions about anxiety as
the EPDS does.
It is also important to screen for intimate
partner violence, which may contribute to or
cause the patient’s depression.
Pregnant women should be screened at
the initial prenatal visit and again in the
last trimester. Postpartum mothers should be
screened during the 6-week postpartum visit
and again by the primary care physician who
takes over the care of the patient after the final
postpartum visit. Birth classes, prenatal visits,
postpartum checks, and monthly well-baby
visits all provide easy points of contact with
a woman before and after she gives birth.24,25
Screening is now a covered medical expense
during a medical visit, both under the Affordable Care Act and with private insurance.
Particular attention should be paid to women of color or those from lower socioeconomic
groups since their incidence of perinatal depression is significantly higher, and inadequate
research has been done to study effective remedies in these groups. Women from minority
groups and women from lower socioeconomic
communities suffer disproportionately from
these failures to diagnose and treat.32
Once a patient screens positive, she
should undergo further clinical evaluation to
make the diagnosis of depression. It is important for screening programs to include follow-up and support systems.25 Additionally,
all women diagnosed with perinatal depression should be counseled that their condition is a medical illness, that there are good
treatments, and that they are “no less of a
mother” for experiencing it.
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■ BIOMARKERS PREDICT
Promising research is focusing on the use of
biomarkers to predict which patients will develop perinatal depression. One set of studies
identified 2 epigenetically modified genes that
can predict with 80% accuracy if a woman will
develop depression in the immediate postpartum period.33,34 While further validation is
needed, these studies indicate that in the future, women may be able to be screened for
postpartum depression while still pregnant.
■ PERINATAL DEPRESSION
CAN BE PREVENTED IN SOME PATIENTS

All women
should be
screened
for depression
before and
after they give
birth

The USPSTF reviewed 50 scientific studies
that met their rigorous methodologic criteria and found good evidence that counseling interventions during pregnancy and the
postpartum period are effective in preventing
perinatal depression in some women.35,36 Interventions were associated with a 39% decrease in the likelihood of perinatal depression in women who were at risk for depression
and had been involved in therapeutic interventions before the onset of depression.
Women who received counseling had one of
the following risk factors: a personal or family history of depression, a history of physical
or sexual abuse, socioeconomic insecurity, or
recent negative life events.
Two specific treatments had the greatest
effect: interpersonal therapy and cognitive
behavioral therapy, in either an individual or
a group setting. Counseling sessions averaged
8 weeks in duration. The USPSTF concluded
that counseling interventions can be effective
in preventing perinatal depression in pregnant
or postpartum women with an elevated risk of
perinatal depression.34
■ WHAT IS THE TREATMENT
FOR PERINATAL DEPRESSION?
Although screening is important for detecting
perinatal depression, screening itself is not
sufficient to improve outcomes unless mechanisms are in place to respond to a positive
screen, and treatment and follow-up occur.
Individual psychotherapy and other modalities—such as postpartum support groups, family therapy, remote video conferencing, phone
check-ins, and home visits with trained men-
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tal health providers—are often effective in
treating these disorders without the use of
medication.5,24,36
Primary care and internal medicine hospital departments and outpatient practices have
had success in treating these patients using
an integrated care model developed in a collaboration between the Health Resources and
Services Administration and the Substance
Abuse and Mental Health Services Administration.37
Despite progress in using nonpharmacologic modalities to treat perinatal depression,
medication is sometimes necessary. In current practice, many women are often advised
to stop taking all psychotropic medications
when they become pregnant or breastfeed, but
research has shown that a more nuanced and
tailored approach is necessary. Many psychiatric medications have been shown to pose a
low risk during pregnancy and lactation. Many
reproductive psychiatrists have found that, for
some women, taking medication is more advantageous to the mother’s health and to the
child’s development than not taking it, given
the data on the effects of untreated depression
on pregnancy and child development.13
Thus, when a woman needs to consider
taking medication during pregnancy and lactation, it is best to refer her to a psychiatrist
or reproductive psychiatrist for care during
the perinatal period. At this time, whether to
take medication is a decision that the patient
and her treating physicians should make after considering her unique circumstances and
psychiatric history.13,38,39
Brexanolone, a new parenteral medication, was approved by the US Food and Drug
Administration in March 2019 for moderate
to severe depression.40 Brexanolone has been
studied in 2 multicenter, randomized, placebocontrolled trials41 and can produce rapid and in
some cases immediate symptom relief, including reducing acute suicidal ideation. At this
point, the medication is infused under supervision over 3 days. Research continues to focus
on developing an oral preparation that would
allow a more practical and less costly route of
administration.40

Dedication: This article is dedicated to Paul and Margaret Burke.
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