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INTRODUCTION

Postnatal depression (PND) is a global public health problem with prevalence rates between 13 and 19%.1,2  It is de"ned

as a major depressive disorder in the year following childbirth and is one of the most common disorders of the

postnatal period.3  Risk factors include environmental, psychological and biological factors, and it is associated with a

range of adverse outcomes for the woman and her child.4  Health professionals working with families in the perinatal

period need to be able to identify women with PND and support them to access appropriate treatment in order to

reduce the burden of this disorder on women and their families. This chapter provides details of the epidemiology and

etiology of PND, as well as an overview of the evidence-base and clinical guidance for identi"cation, prevention and

intervention.

While this chapter is dedicated to postnatal depression, depression during pregnancy is also highly prevalent and is a

strong risk factor for postnatal depression. Many of the risks and consequences for antenatal and postnatal depression

are the same and, therefore, being able to identity and support women with depression means being aware of the

symptoms both during pregnancy and in the postpartum.

Additionally, while the literature on postnatal depression has traditionally referred to maternal depression, it is

increasingly recognised that men also su0er from depression during the perinatal period.5  Paternal depression is

associated with adverse outcomes for the man himself, for his partner and also for his baby, and therefore this is also

relevant for professionals working in this time period.

DEFINITION

Diagnostic systems

There are two internationally recognised systems for diagnosing mental disorders. These are the Diagnostic and
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Statistical Manual of Mental Disorders 5th edn (DSM-5)6  produced by the American Psychiatric Association, and Chapter

V of the International Classi"cation of Diseases, 10th edition (ICD-10),7  produced by the World Health Organization

(WHO).

While the term ‘postnatal depression’ is widely used, DSM-5 does not classify PND as a separate diagnosis from major

depression and so women must meet the same criteria as a major depressive episode to be diagnosed. The speci"er

‘with peripartum onset’ may be included if the most recent episode occurs during pregnancy or in the 4 weeks following

delivery (although most literature de"nes PND as occurring in the "rst postnatal year). ICD-10 does have a diagnosis

code for mental disorders associated with the puerperium. However, the de"nition of these disorders is that they should

not meet the criteria for disorders classi"ed elsewhere, and therefore most cases of postnatal depression will be

classi"ed as major depression. Similarly to DSM-5, the speci"er ‘with postnatal onset’ is used if the disorder begins within

6 weeks of delivery.

Key symptoms for diagnosis are low mood and loss of interest or pleasure in daily activities, which represents a change

from normal mood. In addition, fatigue/loss of energy, changes in sleep or appetite, poor concentration, indecisiveness,

feelings of worthlessness or guilt, psychomotor agitation or retardation, and suicidal thoughts also indicate a depressive

episode. Symptoms should be associated with clinically signi"cant distress or impairment in functioning and should be

present most days for at least 2 weeks to ful"l criteria (see Box 1 for diagnostic criteria as de"ned by DSM-5). While

somatic symptoms, such as changes in sleep, appetite and energy levels, are often present in non-depressed postnatal

women, they are nonetheless valid indicators of PND.3  However, as detailed later, some screening measures exclude

these symptoms to aid the identi"cation of PND.

Severity

In these diagnostic systems, severity is de"ned by the number of symptoms and the level of impairment. For example, in

ICD-10, severe depression must include at least seven symptoms present for 2 weeks, while minor depression should

include at least four symptoms. In DSM-5, severe depression should include most of the symptoms listed in Box 1, with

marked interference in functioning, while mild depression is de"ned as few, if any, symptoms in excess of the "ve

required to make a diagnosis, and only minor functional impairment.

Box 1  Diagnostic criteria for major depressive episode (adapted from DSM-5)

At least five symptoms present for at least 2 weeks, for most of the day

One symptom must include

Depressed mood

Loss of interest or pleasure in daily activities

Other symptoms

Change in weight or appetite

Insomnia or hypersomnia

Psychomotor retardation or agitation

Loss of energy or fatigue

Worthlessness or excessive guilt

Impaired concentration or indecisiveness

Recurrent thoughts of death or suicidal ideation (with or without a specific plan)

Symptoms cause clinically significant distress or impairment in functioning

Symptoms are not due to substance use or medical condition, are not better explained by a psychotic disorder, and

there has never been a manic or hypomanic episode

Women’s experience of postnatal depression

Women’s experience of PND has been captured in several qualitative studies.8,9  These studies help to provide a context

for the symptoms described above and give some insight into the ways that social/environmental, psychological and

biological factors can impact on mood at the time of having a baby.
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Fear of failure runs across many studies – failing to live up to an idealized view of motherhood, comparing oneself

unfavorably to others, and feeling guilty at a lack of coping. The experience of loss is also a strong theme, including loss

of lifestyle as it used to be before the baby was born, loss of intimacy in relationships as all attention is given to the

baby, and a sense of loss of control over one’s life. These fears and worries are experienced in the context of poor sleep,

recovering physically from the birth, and changes in hormonal levels which can lead to Guctuations in mood. On top of

these experiences, the stigma associated with PND is a signi"cant stressor as women fear being labelled as a bad

mother and potentially having their children removed. This can lead to reduced help-seeking meaning that often women

do not receive the treatment they need.

These factors are important to hold in mind as they can impact on women’s help-seeking behavior, engagement with

interventions, and relationships with health professionals.

PREVALENCE

Women have double the risk of experiencing major depression in their lifetime in comparison to men and the

prevalence has been found to be higher in the reproductive years.10  In pregnancy, depression is one of the most

common psychiatric disorders and is often comorbid with anxiety. A meta-analysis by Bennett et al. (2004) found

prevalence rates were 7.4% for the "rst trimester, 12.8% for the second trimester, and 12.0% for the third trimesters.11

Postnatally, a systematic review found a prevalence estimate of postnatal depression to be 13%2  but there was high

variability from study to study. Internationally, estimates vary from 1.9% to 82.1% in low- and middle-income countries

and from 5.2% to 74.0% in high-income countries.12  More limited data on men in the postnatal period suggest estimates

of the prevalence of paternal postnatal depression in the "rst 6 months postpartum vary from 4 to 25%.5,13

Variability in prevalence across studies reGects cultural di0erences in the experience, manifestation and disclosure of

depression as well as variations in de"nitions, cut-o0s and study methodologies. The variability also suggests there may

be di0erences in the ways in which women respond to questions about their mental well-being.14  Misconceptions

around postnatal depression are common and can lead to disadvantageous and inappropriate responses by clinicians

and women themselves.15  Further complexities include the di0erentiation between low mood and depression, the co-

existence of postnatal depression with other mental disorders such as anxiety, and the fact that many symptoms of

postnatal depression such as concentration diHculties, fatigue and sleeplessness may be normal manifestations of the

postnatal period.16

RISK FACTORS

One of the greatest risk factors for postnatal depression is antenatal depression or anxiety. Women with untreated

depression during pregnancy have been found to be seven times more likely to experience postnatal depression

compared with women with no antenatal depression.17  Therefore, screening for depressive symptoms in pregnancy as

well as the postnatal period is highlighted in clinical guidance.

Many of the risk factors associated with antenatal depression are also risk factors for PND (Table 1). Social and

environmental factors such as low social support, negative life events, domestic violence, previous abuse, low partner

support, and marital diHculties are all associated with perinatal depression, along with low socioeconomic status and

migration status. A history of depression or family history of psychiatric illness are also risk factors,4  and there is some

evidence that obstetric complications and unwanted pregnancy are also associated with PND. This evidence highlights

the importance of women’s environment and sense of safety in the onset of PND, as well as giving an indication of

potential targets for prevention and intervention.

Additional risk factors in the postnatal period include breastfeeding and sleep deprivation. A systematic review by Dias

and Figueiredo18  found that while there is an association between depression and shorter duration of breastfeeding the

direction of the relationship is unclear. Some studies suggest exclusive breastfeeding is protective for postnatal

depression,19  while others suggest women who breastfeed for a longer time have a higher risk of depression.20  More

disturbed infant sleep and more frequent feeding has been associated with higher depression symptoms
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postpartum.21,22

There is a moderate correlation between depression in fathers and mothers. 13  Kim and Swain23  suggest two main

groups of factors associated with risk of depression in men around the time of birth: biological and ecological. Changes

in hormones, including testosterone, estrogen, cortisol, vasopressin, and prolactin, during the postnatal period in fathers

have been suggested as biological risk factors in paternal PND. However, the data are limited and so should be

interpreted with caution. In terms of social/environmental risk factors, these are very similar to those found in women,

e.g. low partner support and marital diHculties, and a history of depression or anxiety either before or during

pregnancy. Additionally, being unemployed and feeling excluded from the bonding process are risk factors for men.24

Table 1 Key risk factors for postnatal depression in women

Social and environmental risk
factors Psychological risk factors Biological risk factors

Domestic violence Depression in pregnancy Chronic illness or medical illness

Previous abuse Anxiety in pregnancy Preterm birth, low birth weight

Low social support History of depression Multiple births

Low partner support, marital
diHculties

Substance misuse

Negative life events Family history of psychiatric illness

Migration status

Low socioeconomic status

OUTCOMES

Similarly to depression at other times of life, PND is associated with reduced functioning across social, occupational and

educational domains, as well as impacting negatively on relationships and leading to personal su0ering.

The report ‘Saving Lives, Improving Mothers' Care’25  produced by the MBRRACE-UK collaboration (Mothers and Babies:

Reducing Risk through Audits and Con"dential Enquiries across the UK) states that maternal suicide is the leading cause

of death in the postnatal period, with 1 in 7 women who die in the period between 6 weeks and 1 year after pregnancy

dying by suicide. Risk can increase rapidly in the perinatal period and, therefore, the report states that there are multiple

opportunities to reduce women’s risk through early and forward planning of women with known pre-existing mental

health problems. This highlights the need to identify at-risk women early and o0er appropriate support throughout the

perinatal period to reduce the likelihood of poor outcomes.

PND also has an impact on women’s close relationships: having a baby is associated with a decrease in marital

satisfaction26  and there is a moderate correlation between maternal and paternal depression13  with this co-occurrence

being associated with deterioration in the couple relationship.

Additionally, PND has been found to have an adverse impact on a range of developmental outcomes in children. This

includes cognitive functioning, behavioral problems, and social-emotional development. Where studies have followed up

children over long periods of time, e0ects have been shown to persist into adolescence.27  Importantly, poor outcomes

for children are also associated with antenatal depression, independently of the e0ects of PND, further underlining the

need to identify women early in the perinatal period to reduce adverse impacts.28

Postnatally, a key mechanism for the transmission of risk is parent–infant interaction. Postnatal depression has been

found to have a moderate to large e0ect on the quality of interactions, including impacting negatively on the mother’s

ability to respond appropriately to infant cues or alleviate infant distress, reducing enjoyment in the interaction, and
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leading to less engagement in joint activities.29  Depressed mothers have also been noted to touch their infants less,

show fewer signs of overt a0ection, and have less responsive speech.30

In addition to these impacts on interactions, there is some evidence that PND has a negative impact on care-giving

routines such as sleeping and feeding practices (although as noted earlier there are likely to be bi-directional e0ects, e.g.

infants who have diHculty feeding and sleeping may increase symptoms of PND), and that women with PND are less

likely to attend maternal and child health appointments.31

However, not all women who su0er from PND will have children who go on to show poorer outcomes. Women with PND

who are also experiencing social adversity are more likely to have low levels of responsiveness to their infants32  and

severe, persistent symptoms of depression are the most likely to impact on outcomes.33

Furthermore, the wider social environment inGuences child outcomes. For example, early relationships with non-

depressed adults may bu0er the child against any adverse impacts from PND,34  while paternal depression is associated

with poorer child outcomes, over and above maternal e0ects.35  The quality of the couple relationship is also an

important factor as couple conGict has been found to mediate the relationship between parental depression and infant

outcomes, as well as acting as an independent risk.36  Therefore, when identifying and supporting women with PND,

assessment should take into account the wider social environment to ensure that interventions can target a range of

factors.

IDENTIFICATION

All women in the perinatal period should be assessed for depressive symptoms. As many women do not have contact

with mental health professionals, other health professionals who work with women before and after birth need to be

able to identify symptoms and provide appropriate support and referral.

Assessment often involves administering a validated tool to identify people who may be experiencing a mental health

disorder. This is not the same as diagnosis, and those whose score indicates possible disorder should be o0ered further

assessment. Where practitioners have systems in place for identifying PND, this should include adequate sta0 training,

appropriate referral pathways, and availability of e0ective treatments to reduce symptoms. This is necessary as there are

potential harms associated with identifying PND including increased distress from being asked, stigma associated with

positive identi"cation and the possibility of misusing symptom measures as diagnostic instruments.37

The most widely used instrument to identify postnatal depression is the Edinburgh Postnatal Depression Scale (EPDS).38

This is a 10-item self-report instrument which includes statements about depressive symptoms experienced in the past

week, including depressed mood, anhedonia, anxiety and self-harm. Responses are rated from 0 to 3 according to

severity, which provides an overall score out of a maximum of 30. The EPDS excludes somatic symptoms which are

common in the postnatal period, such as changes in appetite, sleep and energy levels. It has been translated into several

non-English languages and has been validated in men and also in the antenatal period.

The most frequently used cut-o0 score for the EPDS is greater than or equal to 13. However, the positive predictive

value (the probability that women who screen positive truly have depression) of the EPDS has been estimated to be

around 50–60%,39,40  highlighting the need for further assessment following a positive screen.

A number of other generic, self-report instruments can also be used in the identi"cation of PND. However, in contrast to

the EPDS, there have been relatively few validation studies of other instruments to identify PND and therefore it is

diHcult to draw "rm conclusions about their utility in the perinatal period. Three of the more widely used instruments

are the Patient Health Questionnaire-9 (PHQ-9),41  the Beck Depression Inventory-II (BDI-II)42  and the General Health

Questionnaire (GHQ).43 The PHQ-244 can also be used. This consists of the "rst two PHQ-9 items: “Over the last two

weeks, how often have you been bothered by (1) feeling down, depressed or hopeless or (2) having little interest or

pleasure in doing things?”. These questions can also be used with a yes/no response as opposed to the original likert

scale, and are then referred to as the Whooley questions.45
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Guidelines for identi3cation

Guidelines for identifying perinatal depression vary across countries, although all include the need for further

assessment and follow-up where women screen positive. Note that guidance refers to either ‘perinatal’ screening or

speci"es both antenatal and postnatal screening, indicating the need to be aware of symptoms of depression during

pregnancy as well as postpartum. Some examples of guidance are described here.

In the UK15 it is recommended to ask women about possible depression at their first contact with primary care during

pregnancy and again at every contact, including during the early postnatal period, using the Whooley questions (PHQ-

2).44 This recommendation has recently been supported by evidence showing that it is effective in identifying depression

and is also a marker for other disorders.46 If a woman responds positively to either of the questions, health professionals

are advised to use the EPDS or an alternative questionnaire (PHQ-9) as part of a full assessment or refer the woman to

her general practitioner or a mental health professional.

In Australia47 it is recommended to use the EPDS to screen women for a possible depressive disorder as early as practical

in pregnancy, with repeat screening at least once later in pregnancy. In addition, it is recommended to screen 6–12 weeks

after birth, with repeat screening at least once in the first postnatal year. Women with a score between 10 and 12 should

be monitored with repeat screening 2–4 weeks later, and women with an EPDS score of 13 or more should undergo

further assessment.

The American College of Obstetricians and Gynecologists48 recommends screening women for depressive symptoms at

least once during the perinatal period using a validated tool. The guidance states that appropriate follow-up and

treatment should be offered when indicated.

The World Health Organization’s Mental Health Gap Action Programme (mhGAP) has developed a technical tool, the

mhGAP Intervention Guide,49 to provide guidance on the integrated management of a range of disorders. While it does

not specify tools or procedures for identifying PND, it provides a flow chart for identifying depression which is based on

criteria from ICD-10 (Figure 1).

1.

2.

3.

4.
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Figure 1 World Health Organization Gow chart for identifying depression. Reproduced with permission from the World

Health Organization

While guidelines vary slightly regarding recommendations on tools to use, there are a number of key principles of care

when identifying women with PND, which include:
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Involving women in decisions about their care and ensuring that women are given the chance to discuss treatment

options and understand the risks and benefits of these;

Providing culturally relevant information;

Ensuring an integrated care plan which sets out the roles and responsibilities of all healthcare professionals who are

involved;

Where possible, providing continuity of care;

Ensuring adequate time to assess and listen with empathy and respect.

To adhere to these principles, health professionals working with women in the perinatal period need adequate training

and support to understand how to identify PND and provide appropriate treatments. One such training tool has been

developed by the Perinatal Education Programme (PEP) in South Africa, a non-pro"t organization which aims to improve

the care of pregnant women and their infants, especially in poor, rural communities. The tool can be accessed online at

https://bettercare.co.za/learn/maternal-mental-health/text/0-3-contents.html.

Di4erential diagnosis

Women may present with changes in mood in the postnatal period for a variety of reasons and so it is important to

di0erentiate these. In particular, depression and anxiety are highly co-morbid in the postnatal period, with around one in

12 women having co-morbid symptoms.50  Therefore, professionals need to be aware of this as treatments for anxiety

di0er from those for depression.

Women and health professionals often use the term ‘baby blues’ to refer to a minor mood disturbance which usually

develops within 2–3 days of birth with a peak around the 5th day and resolves within 2 weeks. This may include mood

swings, tearfulness, irritability and anxiety, but in general hopelessness and worthlessness are not prominent, care of

the baby is not impaired, and there is no suicidal ideation.

Postnatal psychosis is a psychiatric emergency and refers to the acute onset of a manic or depressive psychosis soon

after birth. Over 90% of women with postnatal psychosis experience onset in the "rst postnatal week (73% by day 3)51

and this can rapidly develop into a severe condition which signi"cantly increases the risk of harm to the mother and

baby (see chapter on Postpartum psychosis in this volume).

PREVENTION

Women are often in contact with health professionals throughout their pregnancy and the key risk factors for PND are

well-established. Therefore, there is a unique opportunity for prevention of PND and there has been substantial interest

in this in the literature.

Prevention e0orts may be universal, i.e. target populations who are not at increased risk for PND, or indicated, i.e. target

women who have risk factors for PND and/or above average scores on screening measures, but who do not meet

diagnostic criteria.

Psychosocial and psychological

A systematic review and evidence synthesis of global studies looking at the e0ectiveness of interventions to prevent PND

found a range of interventions to be potentially useful.52  However, it should be noted that evidence for these

interventions often relies on a small number of studies with limited long-term follow up.

In terms of universal interventions, two types of intervention appeared to be bene"cial in preventing PND. The "rst of

these was midwifery redesigned postnatal care. This refers to a service led by midwives, with continuity of care and

involvement of women, which is supportive and sensitive to individual needs and preferences and includes a focus on

the identi"cation and management of women’s physical and psychological health needs. This model of care was tested

in a UK setting53  and is aligned with some of the recommendations in the practice guidelines for screening described

above. This highlights the importance of service structures and midwifery practices in preventing PND.

The second universal intervention found to be bene"cial was postnatal sessions delivered by health visitors (UK maternal

and child health nurses) using psychologically informed practices. In particular, a person-centered approach (PCA) and

1.

2.

3.

4.

5.
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cognitive behavioral therapy (CBT)-based intervention were bene"cial. PCA is based on the idea that the opportunity to

explore diHculties with someone who is non-judgemental and empathic allows the individual to feel validated and this

supports their ability to manage distress and "nd their own solutions to diHculties. CBT is based on the idea that

thoughts, feelings and behaviors are linked in predictable ways and that by understanding these patterns, particularly

those that lead to distress, individuals can make changes and test out new ways of thinking and behaving. These were

both manualized approaches delivered across up to eight sessions by non-mental health specialists whose role is to

support women and their infants postnatally. The control group received usual care by health visitors. These studies

suggest that intensive professional postnatal support which includes psychologically informed input may be bene"cial in

preventing PND.

These universal interventions rely upon a high level of resources and structure in maternity and postnatal care and

therefore may be challenging to deliver in some settings. Many studies have therefore targeted women with risk factors

for PND.

Where women score highly on screening measures and have additional risk factors for PND, a range of interventions

have been found to be bene"cial.52  In particular, psychosocial interventions such as education on preparing for

parenting (classes in pregnancy and the postpartum, focusing on both physical and emotional preparation for

parenthood),54  and promoting parent–infant interaction (home visits by postnatal nurses to enhance maternal sensitivity

and responsiveness to infant signals as well as encouragement to express feelings),55  appear to be helpful. Psychological

therapies have also been found to be bene"cial. This includes those described previously (PCA-based intervention and

CBT-based intervention) as well as interpersonal psychotherapy (IPT). IPT emphasizes enhancing social support and

strengthening social relationships, both of which are known to be factors related to PND, and a meta-analysis suggests it

has greater e0ect sizes for reducing symptoms of PND than other psychological therapies.56  Similarly, a recent

systematic review and meta-analysis of family therapeutic interventions57  found that these were e0ective in the

prevention and treatment of perinatal depression. These interventions address co-parenting, couple relational dynamics,

or dynamics involving extended family members in order to make changes in relationship functioning.

The range of interventions found to be helpful in preventing PND is indicative of the many factors which impact on

mood in the perinatal period and suggests that there is some Gexibility in the strategies used in di0erent settings to

support women. In particular, the e0ectiveness of interventions which focus on social relationships indicates how

important social support and good quality relationships are for perinatal women.

A meta-synthesis of qualitative studies investigating women’s experience of preventive interventions for PND found that

the key mechanisms perceived by women as helpful were support and empowerment.58  In particular, emotional and

informational support in the form of sharing experiences with other women, exchanging advice, and having a good

relationship with healthcare professionals were important. In terms of empowerment, having suHcient information and

feeling well-prepared, including being taught practical strategies for managing diHculties and having active participation

in their own care, were seen as important.

See Box 2 for a summary of useful preventive strategies.

Box 2  What is useful to prevent PND?

Midwifery led care which is individualized and focuses on women’s needs, including a good relationship with

healthcare professionals and active participation in their own care.

Education on preparing for parenthood – information about the transition, practical strategies for managing

difficulties, exchanging advice with other women.

Intensive professional postnatal support which includes psychologically informed input.

Promoting parent–infant interaction.

Psychological therapies, in particular, interpersonal therapy.

Family therapeutic interventions which address social relationships.

Pharmacological

•

•

•

•

•

•
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There are limited data on the use of pharmacological treatments for the prevention of PND and a recent review which

aimed to assess the e0ectiveness of antidepressant medication for this use concluded that it was not possible to draw

any clear conclusions.59  Importantly, women may be reluctant to take medication when they are breastfeeding and may

also worry about other side-e0ects, such as impacts on interaction with their infant.60  Therefore, there is a lower

threshold for access to psychological therapies or other forms of prevention during the perinatal period. 

INTERVENTION

For women who meet the criteria for PND, treatment choice will depend on several factors including the preference of

the woman, the availability of psychological therapies, the severity of the illness, the risks involved and, in the case of

pharmacological therapy, whether the woman is breastfeeding. Practitioners need to hold in mind that maternal suicide

is the leading cause of death in the postnatal period and is associated with lack of active treatment. Therefore, it is

important to o0er prompt intervention and support women to adhere to treatment.

Psychosocial and psychological interventions

Similarly to preventive e0orts, there is often a lower threshold for psychological therapies for the treatment of PND as

women may be reluctant to take medication. A systematic review61  and meta-analysis62  found that a number of

psychosocial and psychological interventions are e0ective in reducing symptoms of depression in the "rst postnatal year.

This includes telephone-based peer support (mother-to-mother), non-directive counselling in the context of home visits,

and also psychological therapies such as CBT, IPT and psychodynamic psychotherapy. Additionally, a recent review found

that internet-based cognitive behavior therapy with therapist support was e0ective in reducing symptoms of PND.63

Given the impact of PND on child developmental outcomes, the e0ectiveness of interventions on these outcomes is also

an important issue. A review of the e0ect of perinatal depression treatment on parenting and child development in high

income countries (HICs)29  found that maternal–child interaction guidance and psychotherapeutic group support were

e0ective in improving some aspects of parenting, while IPT and CBT showed promising but non-signi"cant e0ects.

Important caveats of this literature are that most trials are short-term and so longer-term outcomes of these treatments

remain unknown. Additionally, screening measures (as opposed to diagnostic interviews) are often used to determine

the target population in intervention trials. These measures will identify more women than diagnostic interviews,

including those who would not meet criteria for a major depressive episode. This can make it harder to identify who

bene"ts from di0erent treatments. Finally, there are currently not enough data to compare the e0ects of these

interventions with pharmacological treatments.56

Pharmacological interventions

Given the altered risk–bene"t ratio of pharmacological therapy in breastfeeding women, some guidelines state that

antidepressants are only recommended if the woman expresses a preference for medication, declines psychological

therapies, or if symptoms have not responded to other interventions.15  Speci"c evidence for the use of antidepressants

for treating postnatal depression is limited because most randomised controlled trials of psychotropics exclude women

who are pregnant or breastfeeding, and therefore guidelines tend to extrapolate "ndings from non-breastfeeding

women. In terms of evidence for possible harms, while there have been a number of studies looking at the safety of

antidepressants for perinatal women (e.g. Huybrechts et al..64), it remains unclear if there are speci"c impacts which are

independent of the impact of depression.65  However, compared to fetal exposure during pregnancy, exposure to

selective serotonin reuptake inhibitors (SSRIs) and tricyclic antidepressants (TCAs) through breast milk is very low.47

The majority of recent research has focused on selective serotonin reuptake inhibitors (SSRIs). Pooled estimates for

response and remission suggests that SSRIs are more e0ective than placebo for PND, but this is based on small samples

and the quality of the evidence is rather low.59  The SSRI with the lowest rate of reported adverse e0ects on breastfed

babies is sertraline.65  This is therefore most often recommended in guidelines (see below). For non-breastfeeding

women, the choice of antidepressant will be the same as that for a major depressive episode at other times and will

depend on the history of response to individual antidepressants.
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Clinical guidance

Based on the available evidence for both psychosocial/psychological and pharmacological interventions, clinical guidance

for the treatment of PND has been developed in several countries and is regularly updated.

In general, women who are at risk due to a history of severe depressive disorder before or during their pregnancy

should have a detailed written care plan for the postnatal period, which has been agreed with the woman and has been

shared with other professionals involved in her care.66  Women who are identi"ed as having symptoms of PND should be

given a full psychosocial assessment, ideally by their primary care practitioner or a mental health professional, which

includes asking about family history, history of mental health disorders, current circumstances and interpersonal

relationships. They should be seen for treatment quickly, as persistent symptoms are those most likely to lead to adverse

outcomes.

Mild to moderate depression

UK guidelines15 recommend facilitated self-help based on CBT principles for mild–moderate depression. This is the

provision of written materials that include information about depression and interventions such as behavioural

activation and problem-solving techniques. The materials are supported by a trained practitioner across 6–8 sessions

which can take place face-to-face or via telephone. For women with a history of severe depression who present with mild

depression in the postnatal period the guidelines recommend a tricyclic antidepressant (TCA), selective serotonin

reuptake inhibitor (SSRI) or (serotonin-)noradrenaline reuptake inhibitor ((S)NRI). These two interventions can be used in

combination if there is a limited response to either treatment alone.

Australian guidelines47 recommend structured psychoeducation, advice around increasing social support, and structured

psychological interventions such as CBT or IPT, which are all classed as evidence-based interventions. They also

recommend guided self-help based on CBT principles, although the evidence base for this treatment is currently lacking.

American Psychiatric Association guidelines do not specify treatments by severity but suggest that psychotherapies such

as IPT and CBT should be considered as a first-line treatment or in combination with medication for pregnant and

postnatal women.67

The World Health Organization’s (WHO) mhGAP Intervention Guide also does not differentiate by severity. 49 It

recommends providing psychoeducation, strengthening social support, promoting functioning in daily activities and, if

available, referring to brief psychological treatment such as IPT, CBT or counselling. It suggests avoiding antidepressants

if possible or using the lowest effective dose if there is no response to psychological treatment.

WHO has also developed ‘Thinking Healthy: A manual for psychosocial management of perinatal depression’ as part of its

Mental Health Gap Action Programme (mhGAP).68 The Thinking Healthy manual is specifically intended to provide

instructions to non-specialist health care workers about how to deliver evidence-based treatments for perinatal

depression (see ‘Useful Links’ below).

Moderate to severe depression

UK guidance recommends a high-intensity psychological intervention such as CBT. This is an individual face-to-face

intervention delivered by a qualified therapist. The guidance also recommends a TCA, SSRI or (S)NRI if the woman

understands the risks associated with the medication and she has expressed a preference for this or her symptoms have

not responded to psychological interventions.

Australian guidance recommends SSRIs as first-line treatment, with advice around the addition of psychological

interventions as a useful adjunct once medications have become effective.

Overall, women should be involved in discussions about their care and be provided with appropriate information about

risks and bene"ts to help them make decisions about treatment. Where pharmacological treatments are being

considered for breastfeeding women, a risk–bene"t analysis should be performed, taking into account the risks for the

mother as well as the risks to the infant and the risks to both of non-treatment (see Box 3). Suitable treatment options

should be used as opposed to recommending avoidance of breastfeeding. If an antidepressant has been used during

pregnancy, it will usually be appropriate to continue with this treatment to minimize withdrawal symptoms in the infant.

1.

2.

3.

4.

5.

1.

2.
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Guidance recommends using the lowest e0ective dose for the shortest period necessary.66

Practitioners are advised to consult local protocols and relevant professional guidance when considering medications

and dosage. An example of the guidance provided for UK prescribers can be found here: https://www.bnf.org/

Box 3  Considerations when deciding on treatment options for PND (adapted from Australian practice guidelines)

The likely benefits of each treatment, taking into account the severity of depressive symptoms.

The risks and harms to the woman and baby associated with different treatments.

The woman’s response to any previous treatment.

The background risk of harm to the woman and baby associated with no treatment.

The need for prompt initiation of treatment and monitoring of response due to the effect of non-treatment on the

woman’s ability to fulfil the parenting role.

The risk of harm associated with stopping or changing treatment.

The side effects of any medication taken by the woman.

(For up to date information about using medicines in pregnancy please refer to: http://www.uktis.org/)

PRACTICE RECOMMENDATIONS

Enquiry about mental health symptoms should take place at all postnatal consultations. Where core
symptoms of depression such as low mood and loss of interest are present, a full psychosocial assessment
should be undertaken.
Health professionals should allow adequate time to assess, listen and build rapport with women in the
perinatal period, maintaining a non-judgemental stance and addressing any worries about stigma.
Women should be involved in all decisions about their care and given adequate, culturally appropriate
information to support their decisions.
Women who are at risk due to a history of severe depressive disorder before or during their pregnancy or
who are identified as having symptoms of PND should have a detailed written care plan for the postnatal
period, which has been agreed with the woman and has been shared with other professionals involved in
her care.
For mild to moderate symptoms, psychological therapies are a first-line treatment, alongside strengthening
social support.
For moderate to severe symptoms, medication and psychological therapies are recommended.
When making treatment decisions, the potential benefits and harms of different treatments, as well as the
consequences of no treatment, should be considered, alongside the woman’s preferences.
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USEFUL LINKS

Medication and prescribing

The UK teratology information service: http://www.uktis.org/

The British Medical Association’s British National Formulary: https://www.bnf.org/

•

•

•

•

•

•

•

•

•

•

•

•

•
•
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Psychosocial Intervention

The WHO mhGAP Intervention Guide: http://www.who.int/mental_health/publications/mhGAP_intervention_guide/en/

The WHO Thinking Healthy manual: http://www.who.int/mental_health/maternal-child/thinking_healthy/en/

Online training resources for health professionals

http://www.e-lfh.org.uk/programmes/perinatal-mental-health/open-access-perinatalmental-health-sessions/

https://bettercare.co.za/learn/maternal-mental-health/text/0–3-contents.html
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