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Diagnosis

PND is characterized by a non-psychotic depressive episode with symptoms that
mirror those of a major depressive episode (MDE), including a depressed mood,
disturbed sleep or appetite, low energy, and poor concentration [6]. As opposed to a
general MDE, distinguishing pregnancy-specific features are often present among
women in the perinatal period [2]. These features can include a persistent fear of
hurting the newborn, lack of interest in the child, and severe anxiety or agitation in
the context of motherhood.

According to the Diagnostic and Statistical Manual of Mental Disorders, 5th
edition (DSM-5), the criteria for depression during the perinatal period mirrors the
diagnostic criteria for major depressive disorder (MDD) [6]. Specifically, a diagno-
sis requires the presence of either depressed mood or anhedonia (loss of interest or
pleasure in nearly all activities); in addition to either depressed mood or anhedonia,
at least four of the additional symptoms listed below must be met for at least 2
weeks. These symptoms must represent a clear worsening relative to the individu-
al’s pre-episode functioning. In order to make this diagnosis, the presence of these
symptoms must also be associated with clinically significant distress or impairment
in social or occupational functioning. Finally, the symptoms cannot be attributed to
substance use behavior nor any other medical condition.
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1. Depressed mood most of the day, nearly every day, as indicated by either subjec-
tive report (e.g., feels sad, empty, hopeless) or observation made by others (e.g.,
appears tearful)

2. Markedly diminished interest or pleasure in all, or almost all, activities most of
the day, nearly every day (as indicated by either subjective account or
observation)

3. Significant weight loss when not dieting or weight gain (e.g., a change of more
than 5% of body weight in a month), or decrease or increase in appetite nearly
every day

4. Insomnia or hypersomnia nearly every day

5. Psychomotor agitation or retardation nearly every day (observable by others,
not merely subjective feelings of restlessness or being slowed down)

6. Fatigue or loss of energy nearly every day

7. Feelings of worthlessness or excessive or inappropriate guilt (which may be
delusional) nearly every day (not merely self-reproach or guilt about being sick)

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day
(either by subjective account or as observed by others)

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation
without a specific plan, or a suicide attempt or a specific plan for commit-
ting suicide

A “peripartum” specifier within the DSM-5 is used to capture women who meet
criteria for depression during pregnancy or within the first 4 weeks of postpartum.
Despite this recommendation, most perinatal mental health experts extend the post-
partum window and conceptualize postpartum depression (PPD) as a depressive
episode that occurs anytime within 1-year postpartum [7]. This is a notable depar-
ture from the DSM-5 guidelines, and our recommendation is to use this one-year
timeline, as PPD cases tend to peak 2-3 months after delivery [8].

More broadly, it is important for clinicians to be discerning in making this diag-
nosis given the aforementioned symptom overlap between depression and norma-
tive perinatal experiences. Although research consistently demonstrates that
non-depressed women in the perinatal period endorse symptoms that are associated
with depression (e.g., fatigue, insomnia, decreased concentration) [9], features that
may differentiate depressed from non-depressed women during the postpartum
period include irritability, insomnia, fatigue, and appetite loss [10]. This speaks to
the importance of engaging in a thorough assessment with careful examination of
when symptoms emerged, and not dismissing symptoms of depression as being
normative for the postpartum period. In contrast, this also highlights the importance
of making the diagnosis only when a depressed mood or anhedonia are present. In
that way, if a patient endorses five criterion items without either of the first two
symptoms, they may simply be experiencing a constellation of symptoms com-
monly associated with the physical and physiological challenges of the perinatal
period. Notably, other medical conditions such as diabetes (T1, T2, and gestational)
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and thyroid disorders can trigger depressive symptoms during the perinatal period
[10]. As such, symptoms of hypothyroidism and diabetes, along with work-up for
any other underlying medical comorbidities (e.g., anemia, vitamin insufficiencies,
etc.) should be assessed, with follow-up blood tests as needed.

Given the range of evidence-based medication and non-medication treatments
available for perinatal depression, proper assessment, history taking, and diagnosis
are imperative. Further, assessment should also include the investigation of co-
occurring mental and physical health disorders, as well as psychosocial issues.
Issues of race and ethnicity must also be assessed in contextualizing each patient’s
presentation, given that many women in the USA experience significant racism,
sexism, and other forms of discrimination that may impact their experience of
motherhood, childbirth, and the medical system [11]. The widespread lack of access
to basic resources must be considered when conceptualizing the patient’s symptoms
and their etiology, and mental health providers may serve as an advocate and com-
munication hub within the medical system for patients experiencing
discrimination.

Screening Tools

There are several evidence-based screening tools that are recommended for use with
perinatal populations. The Edinburgh Postnatal Depression Scale (EPDS) is a
10-item self-report questionnaire used commonly in research and clinical settings
[12]. It is designed to assess for symptoms of both depression and anxiety, given the
comorbidity of these symptoms among women with PND. The EPDS’ strengths lie
in the fact that it is (a) relatively short in duration, (b) quick to administer (it takes
less than 5 minutes to complete, on average), and (c) widely translated, which
allows for broader use than measures that are not validated in other languages [13].
Further, because it was designed with perinatal populations in mind, the measure
has greater specificity than general depression measures (e.g., rather than assessing
for disrupted sleep (which is normative in the perinatal period), it specifically
assesses for sleep that has been disrupted as a result of mood symptoms).

The Patient Health Questionnaire 9 (PHQ-9) is another evidence-based screen-
ing measure that is validated for use with perinatal populations (though it was not
designed specifically for perinatal populations) [14]. Although the PHQ-9 mirrors
the EPDS in its brief nature, one key drawback of the PHQ-9 as compared to the
EPDS is that it does not assess for anxiety symptoms [15]. Given the prevalence of
co-morbid mood and anxiety symptoms among women in the perinatal period, this
represents a meaningful limitation of the PHQ-9 in this context. For that reason, we
recommend that the EPDS be used as the first line of assessment for perinatal mood
and anxiety symptoms.



136 M. J. Cohen et al.
Psychiatric Comorbidity

From a psychological standpoint, PND is associated with various comorbid psychi-
atric conditions, both during the antepartum and postpartum periods. Most notably,
anxiety disorders co-occur with PND in almost half of depressed women in the
perinatal period, which far exceeds rates of such disorders in non-depressed preg-
nant women [16]. PND has also been associated with substance use disorders [17]
and eating disorders [18]. Thus, in addition to assessing PND symptoms, clinicians
should provide a comprehensive psychiatric assessment, including questions about
anxiety, substance use, and eating disorder symptoms.

There are a range of behavioral consequences that mothers with PND endure that
undermine their physical and mental health. In more acute cases, women with PND
are at heightened risk of attempting suicide [19]. PND is also associated with
increased maternal use of cigarettes, alcohol, and cocaine [17]. Further, pregnant
women with depression tend to experience a diminished appetite and, as a result,
gain less weight during pregnancy, which portends negative health outcomes for
both mother and child [20]. PND has also been linked to deficiencies in other areas
of self-care, such as sleep, exercise, and the likelihood of regularly attending obstet-
rical visits [21]. Broadly, these behavioral sequelae of depression are likely to con-
tribute to the diminished self-esteem and impaired decision-making that women
with PND tend to experience as compared to non-depressed women in the perinatal
period [21, 22].

Sequelae

As covered in Chap. 5, PND can have a profound impact on mothers and families.
The presence of maternal antepartum depression negatively impacts the health of
the developing child, both in utero and beyond the gestational period. Depressed
mothers also tend to be more self-focused [23] and less engaged with their new-
borns [24]. Further, interactions with their children are more likely to be character-
ized by hostility and unresponsiveness [25]. Concurrently, rates of child neglect and
abuse are also greater in mothers with postpartum depression [26]. Depressed moth-
ers attend fewer well-child exams within the first 2 years of their child’s life [27]
and visit the emergency room with their infants significantly more [28]. These find-
ings suggest that mothers with PPD experience cognitive and emotional deficits that
make it difficult to attend to their children fully and consistently.

The presence of PND has also been shown to act as a chronic stressor on intimate
relationships, resulting in elevated conflict and distress within relationships, as well
as greater depressive symptomology in partners. Research on depression has consis-
tently highlighted the bidirectional association between depressive symptomology
and relationship distress [29]. Consistent with those findings, women with PPD
report that they experience higher rates of marital conflict and feel less happy in
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their marriages than women who are not depressed during this time [30]. Their
partners also experience worsened relational outcomes, in addition to heightened
depressive symptomology, as evidenced by the strong correlation between maternal
and paternal PPD [31]. These factors likely contribute to the higher rates of divorce
documented in women with PND [32].

Summary

PND is common, often associated with anxiety, and causes significant distress for
women, children, and families. Left untreated, PND is associated with high risk of
suicidality, divorce, and negative outcomes for infants. Clinicians should assess not
only mood and anxiety symptoms but also contextual factors that may impact ill-
ness risk and clinical presentation, including culture, race, living situation, family
support, and trauma history. Patients should be provided with psychoeducation
regarding their individual risk factors to help reduce stigma associated with PND
and enable prevention and treatment planning.
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