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Objectives

 Identify new as well as previously diagnosed depression during the 
antenatal period

 Offer safe, evidence-based treatment of depression to pregnant 
and breastfeeding patients
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Definition 
 Perinatal depression: includes major and minor depressive 

episodes that occur during pregnancy or in the first 12 months 
after delivery

 Treatment with psychotropic medications is a controversial topic 



• Maternal anxiety
• Life stress
• History of depression
• Lack of social support
• Unintended pregnancy 
• Medicaid insurance
• Domestic violence
• Lower income
• Lower education
• Smoking
• Single status 

Depression during 
pregnancy

• Depression during pregnancy
• Anxiety during pregnancy
• Experiencing stressful life events during pregnancy or the early postpartum period
• Traumatic birth experience
• Preterm birth/infant admission to NICU
• Low level of social support
• Previous history of depression
• Breastfeeding problems 

Post partum depression



Risks of 
untreated 
depression 

 Associated with unhealthy lifestyle choices (smoking, drinking, 
drug use)

 ↑ risk pf preterm birth (<32 wks), cesarean delivery 

 Major risk factor for post partum depression

 Associated with behavioral problems and psychiatric illness in 
offspring 

 Disruption of maternal-infant bonding and healthy family 
dynamics

 ↑↑ risk of suicide 



Hemorrhage

Infection

Amniotic fluid embolism

Thrombotic embolism

Hypertensive disorders of 
pregnancy

Cardiovascular conditions

Anesthesia complications
Non cardiovascular medical 

conditions

Unknown

PREGNANCY RELATED DEATHS BY CAUSE OF DEATH, UNITED STATES 
2011-2015

Suicide

Petersen EE, Davis NL, Goodman D, et al. Vital Signs: Pregnancy-Related Deaths, United States, 
2011–2015, and Strategies for Prevention, 13 States, 2013–2017. MMWR Morb Mortal Wkly Rep 
2019;68:423–429



Screening



Screening Tool Number of 
Items

Time to Complete (minutes) Sensitivity and Specificity

Edinburgh Postnatal Depression 
Scale

10 Less than 5 Sensitivity 59-100%
Specificity 49-100%

Postpartum Depression Screening 
Scale 

35 5-10 Sensitivity 91-94%
Specificity 72-98%

Patient Health Questionnaire 9 
(PHQ-9) 

9 Less than 5 Sensitivity 75%
Specificity 90%

Beck Depression Inventory 21 5-10 Sensitivity 47.6-82%
Specificity 85.9-89%

Beck Depression Inventory-II 21 5-10 Sensitivity 56-57%
Specificity 97-100%

Center for Epidemiologic Studies 
Depression Scale

20 5-10 Sensitivity 60%
Specificity 92%

Zung Self-Rating Depression Scale 20 5-10 Sensitivity 45-89%
Specificity 77-88%





Society Date Timing Screening Tool

American Academy of 
Pediatrics (AAP)

Oct 2010 Mother screened at 1-, 2-, 4-, and 6-month well child 
visits

Edinburgh Postpartum 
Depression Scale (EPDS) or 2-
question screen for depression

American Academy of 
Family Physicians (AAFP)

Oct 2010 4- to 6-week postpartum visit or the 2-month well-
child visit 

EPDS or PHQ-9

American Congress of 
Obstetricians and 
Gynecologists (ACOG)

May 
2015

All pregnant women screened at least once during 
the perinatal period and again at postpartum visit

Validated screening tool

US Preventive Services 
Task Force (USPSTF) 

Jan 2016 Little evidence regarding the optimal timing for 
screening

EPDS and the Patient Health 
Questionnaire (PHQ) in various 
forms

Centers for Medicaid and 
Medicare Services (CMS)

May 
2016

Screen during the wellchild visit in accordance to the 
Bright Futures Guidelines [adopted by AAP] is 
considered a pediatric best practice

Validated screening tool

Postpartum Support 
International (PSI)

2016 1st prenatal visit, at least once in 2nd and 3rd 
trimester, 6-week postpartum obstetrical visit (or at 
first postpartum visit); repeated screening at 6 
and/or 12 months in OB and primary care settings; 3, 
9, and 12-month pediatric visits

EPDS or PHQ-9



Risks of perinatal 
depression

Risks of psychotropic 
medications in pregnancy



Risks of 
medications



Medications

 SSRIs
 Sertraline 
 Citalopram
 Fluoxetine
 Paroxetine 

 SNRIs
 Venlafaxine
 Desvenlafaxine
 Duloxetine 

 TCAs
 Amitriptyline 
 Nortriptyline 

 Other
 Wellbutrin
 Mirtazapine 



Risks of SSRIs 



Conception  ⌀ association between SSRI use and the probability of getting 
pregnant in a single menstrual cycle 



Early 
pregnancy

 Miscarriage: Conflicting evidence 
 Overall, doesn’t  seem to ↑ miscarriage risk 



First trimester 
exposure

 SSRIs are not teratogens as a whole 
 Congenital heart disease (paroxetine)



Late 
pregnancy 

 Exposure associated with ↑ risk of PPHN (OR 1.28) 



Delivery

 ↑ risk of low APGAR (<7) (OR 1.68) 

 ↑ risk of NICU admission (OR 1.24) 

 ↓ risk of cesarean section 

 ↓ risk of preterm birth 



After delivery

 Neonatal adaptation syndrome
 Symptoms start in first 24-48 hours, resolve within days 
 Watch for tremors, jitteriness, restlessness, irritability, changes in 

tone, respiratory distress  



Long term 
neurodevelopment

 ⌀ negative impact on neurodevelopment 
 Reassuring data looking at language, cognition
 Autism 



SSRI Summary

⌀ effect on 
conception miscarriage ⌀ teratogenic as a 

class 

↑ risk PPHN ↑ risk lower APGAR, 
NICU admission

Neonatal 
adaptation 
syndrome

⌀ negative impact 
on 

neurodevelopment



SNRIs

 ⌀ association between SNRIs and increased risk of major 
congenital malformations 

 Venlafaxine does not cause major congenital malformations
 Duloxetine has less data available

 Information that is available is reassuring but definitive conclusion can 
not be drawn 



TCAs
 ⌀ increased risk of fetal malformations 

 ⌀ effect on main neurodevelopmental outcomes

 Associated with neonatal adaptation syndrome 



Bupropion

 Possible ↑ rate of miscarriage seen, though smoking may have 
been a confounder  

 7 studies examining rate of birth defects
 136 women took bupropion in first tri, no major malformations 
 Rate of birth defects was 3.6%, comparable to general rate 

 Reasonable treatment option for perinatal depression, especially 
in tobacco users



Mirtazapine 

 Systematic review included 31 papers and 390 cases of neonates 
exposed to mirtazapine

 ⌀ increase in incidence of major malformations 

 Can be used to treat hyperemesis gravidarum 



Risks of perinatal 
depression

Risks of psychotropic 
medications in pregnancy



Initiating 
treatment 



Maximize wellness 
strategies

Psychotherapy is often 
effective

Consider 
complementary 

treatments

Compare risk of 
medication vs risk of 

untreated illness

Limit number of 
exposures

1st consider the SSRI 
that has worked best 
for individual in the 

past

Use the lowest 
effective medication 

dose

Pre pregnancy is the 
ideal time to consider 

medication taper

Dose adjustment is 
frequently necessary in 

the 2nd and 3rd

trimesters

If using an SSRI in 
pregnancy, it should be 
maintained throughout 

the duration of 
pregnancy



Initiating 
treatment 

 If you decide to use and SSRI in pregnancy, the SSRI should be 
maintained throughout the duration of pregnancy in most cases

 Discontinuation = high risk of relapse 



Complementary 
and alternative 
treatments 

 Exercise (specifically yoga) 

 Phototherapy 

 Psychotherapy

 ECT



Postpartum 
depression

 Risk factors: antenatal depressive symptoms, hx of MDD, previous 
PPD

 F/U recommended within 3 weeks of delivery (previously 6 weeks) 
with 2nd visit within 12 weeks

 Repeat Edinburgh 
 Screening should include asking about obsessive thoughts and 

suicidal ideation  



“Baby Blues”

 Transient

 First 10-14 days post partum 

 Mood swings, irritability, tearfulness, confusion 

 Risk factor for post partum depression 



New post 
partum 
antidepressant 

 Brexanolone (Zulresso)

 Approved by FDA March 2019

 Infusion over 60 hours 

 Requires continuous monitoring 



Breastfeeding

 Antidepressants vary in the amount secreted into breast milk

 For SSRIs, sertraline < paroxetine < escitalopram < citalopram < 
fluoxetine 

 Effects on infants seen to be minimal, could monitor for irritability, 
poor weight gain, sedation 



When to refer
 Swedish Center for Perinatal Bonding and Support

 Day program
 Outpatient therapy
 Reproductive psychology 



Summary

 Perinatal depression is common affecting 1 in 7 women 

 Screen for perinatal mood disorder at least once in the 
antepartum period

 There are risks of psychotropic medication, but they might not 
outweigh the risks of perinatal depression

 SSRIs are most commonly used medications, start with sertraline 
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