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Objectives

Participants will understand 
signs and symptoms of 
maternal mental health 
disorders.

1
Participants will understand 
the risks and benefits of 
treatment for maternal 
mental health disorders.

2



Maternal Mental Health Disorders

• There’s more than postpartum (PP) depression!
• Maternal mental health disorders can occur during pregnancy

and/or up to 1 year PP.
• DSM: “with peripartum onset” during pregnancy or within 4 wks. after 

delivery
• Includes disorders of mood, anxiety, and thought





• Prevalence 39% (range 14-76%, varies 
based on geography)

• Peak in symptoms at time of maximal 
hormonal changes – decreased 
progesterone, estradiol, cortisol, 
allopregnanolone; increased prolactin

• Symptoms appear 
3‐5 days after giving birth and 
resolve within a week or two 
without treatment.

Baby Blues
• Mood swings
• Anxiety
• Sadness
• Irritability
• Feeling overwhelmed
• Crying
• Reduced concentration
• Appetite problems
• Trouble sleeping





Prevalence: 10% of women during pregnancy, 
15% PP

Symptoms of a major depressive episode:
• Depressed mood
• Loss of interest or pleasure
• Change in weight or appetite
• Insomnia or hypersomnia
• Sluggish or restless
• Loss of energy or fatigue
• Worthless, guilt
• Impaired concentration or indecisiveness
• Thoughts of harming self

Perinatal 
Depression (PND)
Other PND symptoms:
• Irritable 
• Tearful
• Hopeless, shame, inadequacy
• Anxiety, panic attacks
• Withdrawal or isolation from others 
• Constant worry about baby’s well-

being 
• Afraid to leave the house
• Intrusive thoughts, repetitive behaviors
• Feeling numb, indifferent
• Somatic complaints
• No attachment or interest in the baby
• Active anger and resentment of the 

baby
• Thoughts of harming baby



Pathogenesis of PPD

Zhu, J., Jin, J., & Tang, J. (2022). Inflammatory pathophysiological mechanisms implicated in postpartum depression. Frontiers in Pharmacology, 13, 
955672. https://doi.org/10.3389/fphar.2022.955672



PND Risk Facto rs

Screening and Diagnosis of Mental Health Conditions During Pregnancy and Postpartum: ACOG Clinical Practice Guideline No. 4. (2023). Obstetrics and gynecology, 141(6), 1232–1261. 
https://doi.org/10.1097/AOG.0000000000005200



Prevalence:  21% to 54% with PP depression (PPD) 
have BD; risk of hospitalization is up to 23 times greater 
within 30 days of delivery for women with BD vs. non-
PP women with BD. 

Symptoms:
• Elevated/expansive or irritable mood
• Rapid speech
• Decreased need for sleep
• Racing thoughts 
• Distractibility
• Increased activity or restless
• Impulsive, poor judgment
• Grandiose, inflated self-esteem
• Delusions and hallucinations are possible

Perinatal Bipolar 
Disorder (BD)
Mania: ≥ 7 days, marked 
impairment; hospitalization, or 
delusions &/or hallucinations

Hypomania: ≥ 4 days, not severe 
enough for marked impairment or 
hospitalization, no psychosis

Risk Factors:
• Younger age
• Unplanned pregnancy
• Prenatal bipolar symptoms
• Family history of BD
• Depression onset immediately 

after delivery



Bipolar vs. Unipolar Depression

• Brief depressive episodes
• Seasonal mood episodes
• Mixed episodes, agitation, and/or psychotic symptoms
• High number of previous episodes
• Atypical features such as hypersomnia, increased appetite, or 

heavy feeling in arms/legs (leaden paralysis)
• Respond to antidepressants with mania, hypomania, or mixed 

depressive episodes; or respond poorly or rapidly









Risk factors: 
• ethnic minority, low socioeconomic status, lower 

educational level, poor quality partner relationships, 
history of poor mental health, family history of 
anxiety, adverse circumstances around the 
pregnancy and birth, history of abuse/interpersonal 
violence (IPV), adverse life events, high perceived 
stress, single, unplanned or unwanted pregnancy, 
thyroid imbalance

Pregnancy-related anxiety (PrA) has been identified 
in the literature as a distinct clinical phenomenon. 
Worries are tied directly to pregnancy, childbirth, and 
the maternal role. Risk factors for PrA: concerns about 
the baby’s health and concerns about the birth.

Perinatal Anxiety 
Disorders
Prevalence: 
•Generalized Anxiety Disorder 
- 2% during pregnancy, 6% to 
8% in the first 6 months PP
•Panic Disorder - 1.5% to 9% 
during pregnancy and 0.5% to 
3% between 6- and 10-weeks 
PP
•Social Anxiety Disorder – 2% 
to 6% during pregnancy ranged 
from and 0.2% to 6.5% in the 
early PP period 



Understanding Disorders: What Are Anxiety and Depression? Anxiety and Depression Association of America (ADAA). https://adaa.org/understanding-anxiety



Prevalence: About 50% of women report their 
labor was traumatic, 3-15% will develop PP 
PTSD; prevalence increases with stillbirths (25%) 
and after the death of infant in the NICU/PICU 
(30%–35%).

Symptoms:
• Intrusive re-experiencing of a traumatic event
• Flashbacks or nightmares
• Avoidance of stimuli associated with the event, 

including thoughts, feelings, people, places and 
details of the event

• Persistent increased arousal (irritable, 
insomnia, hypervigilant, exaggerated startle 
response)

• Anxiety and panic attacks
• A sense of unreality and detachment

Perinatal Post -
Traumatic Stress 
Disorder (PTSD)
Risk Factors: 
• Prolapsed cord
• Unplanned C-section
• Vacuum extraction or forceps 

delivery
• Baby in NICU
• Feeling powerless, poor 

communication, and/or lack of 
support and reassurance during 
the delivery

• Severe physical complication or 
injury related to pregnancy or 
childbirth

• Previous sexual trauma





Prevalence:  2% to 5% during pregnancy or PP. 
2% to 4% of women had 1st onset of OCD PP, 
some with rapid onset; women with a history of 
OCD have a 25% to 75% risk of PP recurrence. 

Risk Factors: 
• First birth
• Early PP period (first 4 weeks)
• History of depression, obsessive-compulsive 

personality disorder, avoidant personality 
disorder, and/or the presence of OCD-related 
dysfunctional beliefs

• Family history of mood disorders, anxiety 
disorders, and/or substance use disorders

Perinatal Obsessive -
Compulsive Disorder 
(OCD)
Symptoms: 
• Obsessions are unwanted intrusive 

thoughts or mental images, can be 
violent or sexual 

• Compulsions are actions to reduce 
obsessions - repetitive and ritualistic 
washing, checking, counting or 
reordering things, avoidance, 
concealment, prayers, and seeking 
reassurance; can interfere with caring 
for the baby

• A sense of horror about the obsessions
• Fear of being left alone with the baby
• Hypervigilance in protecting the baby
• Know the thoughts are bizarre and 

unlikely to ever act on them





Prevalence:  1-2/1000 deliveries; 5% infanticide 
or suicide rate due to delusions of altruistic 
homicide; 20% to 30% of women with known BD 
develop PPP. Relative risk for the first onset of 
psychosis associated with a mood disorder is 23 
times higher within 4 weeks PP compared with 
any other period during a woman’s life. 

PP psychosis is a psychiatric emergency!

Risk Factors: 
• First birth
• Personal or family history of BD
• Previous psychotic episode
• Severe sleep disruption

Postpartum 
Psychosis (PPP)
Symptoms: 
• Early or prodromal symptoms - 

insomnia, mood fluctuation, irritability, 
and hyperactivity with emergence of 
mania, depression, or a mixed state

• Mood-incongruent delusions are 
common

• Disorganized, unusual behavior and 
obsessive thoughts regarding the 
infant

• Delirium-like appearance with 
cognitive symptoms - disorientation, 
confusion, difficulty communicating, 
derealization, and depersonalization

• Hallucinations



PPP vs. OCD

Rose, R. (2023). Symptoms of psychosis and OCD in a patient with postpartum depression. Current Psychiatry, 22(12), 48–51. https://doi.org/10.12788/cp.0407





Risk factors: 
• IPV
• Depressed mood
• Substance abuse
• Physical health problems 
• Recent bereavement
• Lack of social support
• Young age
• Family conflict
• Loneliness
• Unwanted/unplanned pregnancy

Perinatal Suicide

• Suicide accounts for up to 20% of 
perinatal deaths, most occur 
postpartum. 

• 34% of pregnancy-related 
suicides had a documented prior 
suicide attempt.

• Women with a PP psychiatric 
admission were at 70 times 
higher risk of suicide in the first 
PP year.

• Suicidal thoughts require 
immediate intervention!



Untreated Depression vs. Treatment

Beal M, et al. (2022) Special Report: Women’s Reproductive Mental Health—A Clinical Framework. Psychiatric News. September 23, 2022. 
https://psychnews.psychiatryonline.org/doi/10.1176/appi.pn.2022.10.10.33.



Payne, J. L. (2021). Psychiatric Medication Use in Pregnancy and Breastfeeding. Obstetrics and Gynecology Clinics of North America, 48(1), 131-149. https://doi.org/10.1016/j.ogc.2020.11.006

Preconception Planning



Payne, J. L. (2021). Psychiatric Medication Use in Pregnancy and Breastfeeding. Obstetrics and Gynecology Clinics of North America, 48(1), 131-
149. https://doi.org/10.1016/j.ogc.2020.11.006

Unplanned Pregnancy



General Principles

Deutch, A. B., Gershengoren, L., Yogesh, A., Carlini, S. V., Lauzon, V. L., Albertini, E., Alebdy, D., Krok, A. C., & Sundararaj, D. (2026). Essential papers in women’s mental health: an 
educational resource for physicians and trainees. Current Opinion in Obstetrics & Gynecology. https://doi.org/10.1097/gco.0000000000001100



National Pregnancy Registry

https://womensmentalhealth.org/research/pregnancyregistry/
registry@partners.org 
1-866-961-2388

https://womensmentalhealth.org/research/pregnancyregistry/
mailto:registry@partners.org


Treatment -Re sistant  De pre ssion

ECT: safe and effective treatment option for refractory or life-threatening depression in pregnancy; 
miscarriage rates not significantly different from the general population; no associations with 
congenital anomalies and no neurocognitive disturbances in the child; self-limited fetal heartrate 
changes and contractions

TMS: safe, feasible, and well-tolerated by the developing baby 

Esketamine/ketamine: not for use during pregnancy, some positive trials and case reports in PP 
use



Neuroactive Steroids

•Meltzer-Brody et al. Brexanolone injection for

Meltzer-Brody et al. Brexanolone injection for postpartum depression. Current Psychiatry. 2019 September;18(9):43-48.; Basnak M. The Race Against Postpartum Depression Takes One Step 
Closer to the Finish Line. SITN Harvard, May 8, 2019. 



Neuroactive Steroids

• Brexanolone: 1st medication FDA approved for PPD, 60 hr. IV 
infusion in monitored setting, off the market but being studied 
for use in PPP

• Zuranolone: 1st FDA-approved oral medication for PPD, 14-day 
at home treatment; take with a fat-containing food (400 to 1,000 
calories, 25% to 50% fat) for adequate absorption; do not drive 
for at least 12 hours after administration; use contraception 
during and 1 week after use; low RID, risk/benefit to determine 
if breastfeeding should continue



Complementary and Alternative Medicine

Evidence that augmentation with omega-3 fatty acids, folate, or 
exercise with standard treatments for PND reduces symptoms.

Bright light therapy may be a reasonable option for some individuals 
who prefer not to take prescription medication: initial dosing of 30 
minutes within 10 minutes of awakening, monitor for hypomania.

Acupuncture and massage may provide benefit in the treatment of PND 
but should not replace more standard therapies.



Psychotherapy

USPSTF: Moderate certainty that providing or referring pregnant or PP women at increased risk - 
history of depression, current depressive symptoms, certain socioeconomic risk factors (low 
income, young or single parenthood), recent IPV, elevated anxiety, or a history of significant 
negative life events - to counseling interventions has a moderate net benefit in preventing PND.

Patients with mild-to-moderate depression, residual symptoms, at high risk of relapse, with 
comorbid anxiety disorders, and those who prefer to avoid medication may benefit from 
psychotherapy in lieu of medication – CBT and IPT.



https://www.postpartum.net/get-help/

https://www.postpartum.net/get-help/
https://www.postpartum.net/get-help/
https://www.postpartum.net/get-help/


Resources

• POEM (Perinatal Outreach and Encouragement for Moms): 
513-652-3747 or 937-401-6844 https://mhaohio.org/get-
help/maternal-mental-health/

• MotherToBaby: medication information during pregnancy and 
lactation https://mothertobaby.org/fact-sheets-parent/

• Postpartum Support International: education, provider directory, 
online support groups https://postpartum.net/

• 4th Trimester Project: https://newmomhealth.com/

https://mhaohio.org/get-help/maternal-mental-health/
https://mhaohio.org/get-help/maternal-mental-health/
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Q & A



Feedback Survey

Thank you fo r 
coming! 
We ’d 
appre ciate  
your fe e dback.


	Mental Health During and After Pregnancy
	Disclosures
	Objectives
	Maternal Mental Health Disorders
	Slide Number 5
	Baby Blues
	Slide Number 7
	Perinatal Depression (PND)
	Pathogenesis of PPD
	�PND Risk Factors�
	Perinatal Bipolar Disorder (BD)
	Bipolar vs. Unipolar Depression
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Perinatal Anxiety Disorders
	Slide Number 17
	Perinatal Post-Traumatic Stress Disorder (PTSD)
	Slide Number 19
	Perinatal Obsessive-Compulsive Disorder (OCD)
	Slide Number 21
	Postpartum Psychosis (PPP)
	PPP vs. OCD
	Slide Number 24
	Perinatal Suicide
	Untreated Depression vs. Treatment
	Preconception Planning
	Unplanned Pregnancy
	General Principles
	National Pregnancy Registry
	Treatment-Resistant Depression
	Neuroactive Steroids
	Neuroactive Steroids
	Complementary and Alternative Medicine
	Psychotherapy
	Slide Number 36
	Resources
	Slide Number 38
	References
	References
	References
	Q & A
	Slide Number 43

