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A Review of Postpartum Depression

Christa Andrews-Fike, M.D.

KEY QUESTIONS

This article seeks to answer the 3 following key ques-
tions: (1) How does postpartum depression present in a
primary care setting? (2) How can patients be screened for
postpartum depression? (3) What is the optimal treatment
plan for patients with postpartum depression?

CASE PRESENTATION

A 28-year-old primiparous married patient delivered a
healthy child at term. During the 8 weeks following the
birth, she felt fatigued, irritable, sluggish, weepy, and
worthless. Additionally, she lost her appetite, though she
forced herself to eat because she was committed to
breastfeeding. She felt guilty because she perceived that
she should be happier at this time in her life, and she was
reluctant to disclose her feelings to her physician.

DEFINITIONS

Postpartum blues are defined as a depressed mood ex-
perienced shortly after birth.1 This disorder develops in
50% to 70%1 of all women following childbirth, begin-
ning at day 3 or 4 and usually ending within 2 weeks.
Manifestations include crying spells, insomnia, depressed
mood, fatigue, anxiety, and poor concentration.

Postpartum depression may have symptoms like post-
partum blues, as well as irritability and a more severely
depressed mood.

Postpartum psychosis is a very rare occurrence2 (1–2
per 1000 deliveries) and has clinical features including
mania, psychotic thoughts, severe depression, and other
thought disorders. It is a psychiatric emergency and re-
quires referral and hospitalization.

SCOPE OF THE PROBLEM

Is postpartum depression (PPD) part of the same syn-
drome as major depression, or is it a separate entity? This
controversy is debated throughout the literature.2,3 Ac-
cording to the Diagnostic and Statistical Manual of Men-
tal Disorders, Fourth Edition (DSM-IV),4 PPD is not a
separate entity, but exists as a part of the spectrum of ma-
jor depression, coded with a modifier for postpartum on-
set. DSM-IV stipulates that the onset must be within 4
weeks of delivery of a neonate. Previously, this disorder

Postpartum depression (PPD) is an irritable,
severely depressed mood that occurs within 4
weeks of giving birth and possibly as late as 30
weeks postpartum. Manifestations include crying
spells, insomnia, depressed mood, fatigue, anxi-
ety, and poor concentration. Patients may experi-
ence mild, moderate, or severe symptoms. Many
psychosocial stressors may have an impact on the
development of PPD. Recent studies conclude
that the majority of factors are largely social in
nature. The greatest risk is in women with a his-
tory of depression or other affective illness and in
those who have experienced depression during
past pregnancies. Women with significant risk
factors should be followed closely in the postpar-
tum period.

The severity of symptoms and degree of im-
pairment guide the approach to treatment. Treat-
ment should begin with psychotherapy and ad-
vance to pharmacotherapy if needed; however,
many patients benefit from concomitant treatment
with both psychotherapy and medication. Com-
mon forms of psychotherapy include interperson-
al therapy and short-term cognitive-behavioral
therapy. Postpartum depression demands the same
pharmacologic treatment as major depression
does, with similar doses as those given to patients
with nonpuerperal depression. It is essential to
use an adequate dose of antidepressants in a
duration sufficient to ensure complete recovery.
Mothers should continue medication for 6 to 12
months postpartum to ensure a complete
recovery.

Inadequate treatment of depression puts
women at risk for the sequelae of untreated affec-
tive illness, and the depression may become
chronic, recurrent, and/or refractory. Family phy-
sicians are key players in the detection and treat-
ment of PPD owing to the nature of the disease
and the tendency for new mothers to negate their
feelings as something other than a treatable psy-
chiatric illness.
(Primary Care Companion J Clin Psychiatry 1999;1:9–14)
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had been thought of as part of a spectrum of illnesses re-
lated distinctly to pregnancy and childbearing, and there-
fore a distinct diagnostic entity. Recent evidence suggests
that PPD may not differ significantly from other affective
disorders occurring in women, but that subgroups of
women may be at increased risk for developing or experi-
encing a recurrence of affective illness in the postpartum
period. The greatest risk seems to be in women with a his-
tory of depression or other affective illness5 or those who
have experienced depression during past pregnancies.6

The incidence of the problem has been reported from
as low as 8% to as high as 23% nationally.7 Most epidemi-
ologic studies have not used the strict criteria of onset
within 4 weeks, as stipulated by the DSM-IV.4 The incon-
sistencies in the time frame used for diagnosing PPD
make the literature, at least epidemiologically, difficult to
interpret. In fact, there have been several published re-
ports that suggest the highest risk time frame for onset of
PPD is within the first 3 months postpartum.6,8

According to Stuart et al.,7 anxiety and PPD frequently
coexist. The prevalence of anxiety was found to be 8.7%
at 14 weeks postpartum and 16.8% at 30 weeks postpar-
tum. The incidence during the time frame of 14 to 30
weeks postpartum was found to be 10.28%. This rate was
actually higher than the incidence of PPD during the same
time frame (14 to 30 weeks postpartum incidence was
7.48%), demonstrating a significant number of new cases
of anxiety and depression developing as late as 3 to 7
months postpartum.7 The numbers in this particular study
suggest that clinicians need to be alert to the possibility
that PPD may develop as late as 30 weeks postpartum.

SCREENING FOR POSTPARTUM DEPRESSION

Many methods have been tried and tested to screen
women in the antenatal period for the possibility of devel-
oping PPD. One of the most frequently mentioned meth-
ods of screening is the Edinburgh Postnatal Depression
Scale (EPDS). It is a simple 10-question screen initially
proposed by Cox et al. in 1987.9 The Antepartum Ques-
tionnaire (APQ), developed more recently by Posner et
al.,10 demonstrates a sensitivity of 80% to 82% and a
specificity of 78% to 82% (Table 1). In the studies devel-
oping the APQ, the rate of PPD rose from 10% to 17%
from delivery to 6 weeks postpartum. The number of
women who demonstrated more than mild depressive
symptoms also continued to rise until approximately 12
weeks postpartum. Clinically, this screening technique
appears to have usefulness.

According to Posner et al.,10 any antepartum patient
scoring 46 or greater on the APQ should be considered for
psychiatric evaluation and followed closely during the
postpartum period to detect possible signs of PPD. Of par-
ticular concern is the number of women who continue to
have worsening depressive symptoms over time or those

whose symptoms go undetected and untreated. A family
physician can easily incorporate PPD screening into prac-
tice, since closer follow-up of the mother is possible while
concurrently caring for the infant during well-child visits.

The aforementioned patient came from a single-parent
family, was married to a medical student, and had just
moved to a new city (away from her family) for her hus-
band to start his residency. She was unemployed, although
she previously had a fairly successful job in real estate.
Her initial symptoms began the fourth week postpartum,
but it was not until the tenth week that she sought atten-
tion for her worsening symptoms. She saw her primary
physician for a 6-week follow-up appointment, but was
too embarrassed to bring up her concerns. Her primary
care physician failed to ask any questions regarding PPD.

RISK FACTORS

The time following the birth of a child is one of intense
physiologic and psychological change for a new mother.
While many studies have looked at possible etiologies, in-
cluding hormonal fluctuation,11–13 biological vulnerabil-
ity,5 and psychosocial stressors,14 the specific etiology of
PPD remains unclear. It is possible that no biological fac-
tors are specific to the postpartum period, but that the pro-
cess of pregnancy and childbirth represents such a stress-
ful life event that vulnerable women experience the onset
of a depressive episode. Many psychosocial stressors
have been demonstrated to have an impact on the develop-
ment of PPD. In fact, many recent studies have found that
the majority of important factors are largely social in na-
ture.6 Beck15 reported the following predictors for PPD af-
ter conducting a meta-analysis to identify women at risk
for developing PPD.

Prenatal depression: Depression during pregnancy was
discovered to be a significant predictor, indepen-
dent of the trimester it occurred.

Child care stress: Included related stressful events in-
volved in the care of the newborn, especially the
temperament of infants who may be fussy, irritable,
and difficult to console. Also of significance in this
category are those infants with health troubles.

Support: Included in this domain are such factors as
social support, emotional support, and instrumen-
tal support (i.e., help at home). The lack of support
may be either real or perceived by the patient.

Life stress: This stress is related to the number of
stressful life events that occur during both preg-
nancy and the postpartum period. The stressors
may be either positive or negative.

Prenatal anxiety: As mentioned previously, anxiety is
highly prevalent in the PPD patient.7 There may be
a generalized feeling of uneasiness about an ob-
scure, nonspecific threat.
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10. Before pregnancy, when I menstruated,
most of the time:
1 (  ) I felt comfortable enough to go about

my normal routine
2 (  ) I may have had to take a few hours off

for one day
3 (  ) I may have had to take a day off
4 (  ) I may have had to take two or more

days off
5 (  ) I may have had to take off for my

entire period

11. After the birth of one or more of my
children, I:
5 (  ) was very depressed and had to have

medical attention
4 (  ) was very depressed but did not have

medical attention
3 (  ) was moderately depressed for more

than a week
2 (  ) had a few days of the blues
1 (  ) was not depressed
4 (  ) this is my first child

12. So far in this pregnancy, I have had nausea
or vomiting:
2 (  ) almost all of the time
1 (  ) often
0 (  ) sometimes
1 (  ) hardly ever
2 (  ) not at all

13. During this pregnancy, I felt nervous and
anxious:
5 (  ) almost all of the time
4 (  ) often
3 (  ) sometimes
2 (  ) hardly ever
1 (  ) not at all

14. During this pregnancy, I have generally felt
sad:
5 (  ) almost all of the time
4 (  ) often
3 (  ) sometimes
2 (  ) hardly ever
1 (  ) not at all

15. At the present time, I am satisfied with the
amount of education that I have had:
1 (  ) almost always
2 (  ) usually
3 (  ) sometimes
4 (  ) hardly ever
5 (  ) never

16. I feel that I can manage on my present
income:
1 (  ) almost always
2 (  ) usually
3 (  ) sometimes
4 (  ) hardly ever
5 (  ) never

17. At the present time, my relationship with
my mother is:
1 (  ) very close
2 (  ) close
3 (  ) fairly close
4 (  ) sometimes distant
5 (  ) distant
3 (  ) my mother is not living

18. My mother criticizes me:
2 (  ) almost all of the time
1 (  ) too often
0 (  ) sometimes
1 (  ) hardly ever
2 (  ) never
3 (  ) my mother is not living

19. At the present time, when I really need
help, I know that I can count on my
father:
1 (  ) almost always
2 (  ) usually
3 (  ) sometimes
4 (  ) hardly ever
5 (  ) never
6 (  ) my father is not living

20. At the present time, my relationship with
my father is:
1 (  ) very close
2 (  ) close
3 (  ) fairly close
4 (  ) sometimes distant
5 (  ) distant
6 (  ) my father is not living

21. At the present time, my relationship with
my husband or boyfriend is usually:
1 (  ) excellent
2 (  ) good
3 (  ) fair
4 (  ) poor
5 (  ) very poor

22. If I need help or advice, I know that I can
count on my husband or boyfriend:
1 (  ) almost always
2 (  ) usually
3 (  ) sometimes
4 (  ) hardly ever
5 (  ) never

23. At the present time, I feel good about my
life:
1 (  ) almost all of the time
2 (  ) most of the time
3 (  ) some of the time
4 (  ) hardly ever
5 (  ) none of the time

24. At the present time, if I need help or
advice, I can count on the following
people:
(check all that apply)
–1 (  ) my mother
–1 (  ) my father
–1 (  ) my husband or boyfriend
–1 (  ) a sister, brother, or relative
–1 (  ) another person
 0 (  ) no one

  1. Marital information:
0 (  ) married and living with husband
4 (  ) other (ie, single, separated, divorced)

  2. I was separated from my mother when I was
a child or teenager:
4 (  ) yes
0 (  ) no

3. When I was growing up, my relationship
with my mother was:
1 (  ) very close
2 (  ) close
3 (  ) fairly close
4 (  ) sometimes distant
5 (  ) distant

  4. I believe that when I was growing up, my
mother:
1 (  ) was very happy about being a mother
2 (  ) was satisfied with being a mother
3 (  ) accepted her role as a mother
4 (  ) was disappointed and frustrated in her

role as a mother
5 (  ) was very unhappy in her role as a

mother

  5. When I was growing up, if I needed help or
advice, I knew that I could count on my
father:
1 (  ) almost always
2 (  ) usually
3 (  ) sometimes
4 (  ) hardly ever
5 (  ) never

  6. When I was growing up, I felt that I was a
worthwhile and important member of my
family:
1 (  ) almost always
2 (  ) often
3 (  ) sometimes
4 (  ) hardly ever
5 (  ) never

  7. When I am NOT pregnant, I feel that my
general emotional state is:
1 (  ) excellent
2 (  ) good
3 (  ) fair
4 (  ) poor
5 (  ) very poor

8. When I am NOT pregnant, I generally feel
sad:
5 (  ) almost always
4 (  ) often
3 (  ) sometimes
2 (  ) hardly ever
1 (  ) never

9. Presently I feel good about myself as a
person:
1 (  ) almost all of the time
2 (  ) most of the time
3 (  ) some of the time
4 (  ) hardly ever
5 (  ) none of the time

aAdapted from reference 10, with permission. Directions for scoring: Add algebraically the numerical value of the responses checked for all 24
questions. A score of 46 or more suggests clinical potential for the development of PPD.

Table 1. Antepartum Questionnairea

Directions
For questions 1–23, check the one answer that most closely applies to you.
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DIFFERENTIAL DIAGNOSIS

There are a number of physiologic as well as patholog-
ic problems that may present as symptoms similar to de-
pression. The most common problems may be a result of
transient hypothyroidism and anemia. Transient hypothy-
roidism occurs in 4% to 7% of patients and peaks 4 to 6
months postpartum.19 Thyrotoxicosis can present with
symptoms suggesting panic disorder. Other problems may
include other endocrine disorders, abuse situations, and
infection. Although there are many social and physical
changes associated with the postpartum period, the pri-
mary care team must keep a watchful eye, especially
when there are behavioral changes in the mother.

TREATMENT

Postpartum blues are generally self-limited and resolve
between 2 weeks and 3 months.17 Since symptoms resolve
spontaneously, supportive reassurance is the limit of usual
therapy. Medication is usually unnecessary.

Like other forms of depression, PPD occurs along a
continuum. Patients may experience mild, moderate, or
severe symptoms. Approach to treatment must be guided
by the severity of symptoms and the degree of impair-
ment.

First-line therapy is psychotherapy. Two methods of
therapy that have been shown to be beneficial are inter-
personal therapy (IPT) and short-term cognitive behav-
ioral therapy (CBT).17 IPT is a time-limited and interper-
sonally oriented psychotherapy and may be effective for
women with mild depression. CBT teaches people to rec-
ognize their inaccuracies in thinking, thereby arriving at a
more realistic view of the world. This approach to therapy
is more beneficial if anxiety is a strong component of
symptoms.20 There are many patients who will benefit
from treatment using both psychotherapy and medication.

Second-line therapy is pharmacotherapy. There are pa-
tients who will require medical treatment. Since there are

Marital dissatisfaction: This is an assessment by the
patient regarding her level of happiness and satis-
faction with not only her marriage/relationship in
total, but also any specific aspect of the relation-
ship.

History of previous depression: A personal history of
affective illness increased the risk of developing
PPD.12 The relapse rate has been reported as high
as 50%16 if previous episodes of PPD were experi-
enced, whereas the development of PPD in
women with a history of major depression is less
clear.5,6

Regarding the possibility of biological predictors, the
presence of postpartum blues has been found in several
studies to be related to the eventual development of
PPD.17 The association for most biological variables
thought to be etiologic has been negative or contradictory.
There have been multiple method problems with many
hormonal influence studies, including assessment of total
hormone concentration rather than active hormone levels.
In general, these studies also fail to measure the degree of
change of free hormone from pregnancy to early postpar-
tum and do not control for breastfeeding. Assessing the
hormonal influence on the development of PPD is thus
limited at best.

Since there are no clear-cut predictors of who will de-
velop PPD (although subgroups of women are described
in the literature), it would seem advisable to screen all
women for depression during both the antepartum and
postpartum periods.

DIAGNOSIS

Health care professionals, including nurses, doctors,
and social workers, are often unaware of maternity prob-
lems that women can experience.18 Postpartum depression
is frequently missed by the primary care team. Since the
clinical signs of this disorder are not apparent unless
screened for, assessment at every chance is key. There are
multiple screening techniques, including the EPDS and
the APQ. The EPDS has been shown to have a specificity
of 92%, a sensitivity of 88%, and a positive predictive
value of 35%.8 Since PPD is classified by DSM-IV as a
part of the spectrum of major depression, the criteria for
this disorder can also be used when screening for PPD
(Table 2).4

Patient education about PPD is also a big factor in di-
agnosis. New mothers may tend to feel ashamed when
they are not overjoyed with the birth of a new child and
may not report symptoms or problems to their primary
care provider. Antepartum education about the symptoms
of PPD to both parents may better prepare them for up-
coming challenges and make them both more aware of a
practical approach to PPD.

Table 2. DSM-IV Criteria for a Major Depressive Episode
At least 5 of the following symptoms are present during the same
period. Either depressed mood or loss of interest or pleasure must be
present. Symptoms are present most of the day, nearly daily for at
least 2 weeks:
1. Depressed mood (sometimes irritability in children and

adolescents) most of the day, nearly every day
2. Markedly diminished interest or pleasure in all or almost all

activities most of the day, nearly every day
3. Significant weight loss/gain or decrease/increase in appetite
4. Insomnia/hypersomnia
5. Psychomotor agitation/retardation
6. Fatigue or loss of energy
7. Feelings of worthlessness or excessive inappropriate guilt
8. Impaired concentration or indecisiveness
9. Recurrent thoughts of death, suicidal ideation with or without a

specific plan, or suicide attempt
aAdapted from reference 4.
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no defined data on treatment, PPD demands the same
treatment as major depression,17 with similar periods of
time and similar doses as nonpuerperal depression. There
has been a tendency to treat PPD less aggressively than
other affective disorders in both duration of therapy and
dose. However, inadequate treatment of PPD puts women
at risk for the sequelae of untreated affective illness, and
the depression may become chronic, recurrent, and/or re-
fractory. As in other forms of affective disorders, pharma-
cotherapy should be combined with counseling or sup-
port groups or both. Mothers should continue medication
for 6 to 12 months postpartum to ensure a complete re-
covery.

No antidepressant has been approved as a category A
agent for use during pregnancy or lactation.21–23 However,
in patients with signs of depression, including sleep and
appetite changes, poor concentration, or psychomotor
changes, antidepressants are indicated.3 Only a few stud-
ies have evaluated antidepressants in the postpartum pa-
tient.24 In all of these studies, the same dosing schedule
used for other forms of depression was therapeutic and
well tolerated. All women who are breastfeeding must be
informed that all antidepressants are secreted in breast
milk in varying amounts.21–23,25 Neonatal exposure seems
to have a low rate of side effects; however, long-term ef-
fects on the developing brain are unknown.

With the large shifts in hormonal factors in the post-
partum period, it would stand to reason that there may be
a possibility of treating PPD with hormonal therapy. Sev-
eral authors suggest progesterone therapy, but no data
currently support the use of progesterone in PPD. Recent
studies have described the benefits of transdermal estro-
gen, either alone or in combination with an antidepres-
sant in the treatment of PPD.26 According to Cohen and
Rosenbaum,27 the use of tricyclic antidepressants should
not pose a risk when used in pregnancy (not teratogenic
even in the first trimester) or in the postpartum period. He
maintains that the safest medications to use at this point
in time are nortriptyline, imipramine, and fluoxetine.
Choosing an antidepressant for each patient should corre-
late to the most remarkable symptoms, as in major de-
pression. Dosing schedules are equivalent to dosing used
in major depression not associated with pregnancy or the
postpartum period. Initial treatment regimens can be in-
creased according to the resolution of symptomatology.

In patients at risk of suicide, or with active suicidal
ideation, referral and hospitalization are necessary. Se-
vere PPD has been shown to respond rapidly to electro-
convulsant therapy.28

Optimal treatment for our patient at this time would be
initiation of psychotherapy. If optimal results were not at-
tained in a predetermined time period, medication would
be the next line. If her symptoms worsen before the
therapy time frame is up, the consideration of medication
must come sooner. The patient in this case received IPT,

with some improvement. She was also started on 10
mg/day of fluoxetine. She had improved sleep, modestly
improved appetite, and modestly improved energy levels.
Her libido remained at a low level. All symptoms were
markedly improved with an increase of the medication
dose to 20 mg/day and continuation of several weeks of
psychotherapy.

CONCLUSION

Due to the nature of PPD and the tendency for new
mothers to negate their feelings as something other than a
treatable psychiatric illness, it seems that family physi-
cians are key players in the detection and treatment of this
disease. The opportunity to educate parents and follow the
behavioral changes in the mothers is an available tool to
the primary care physician. Because of the prevalence of
PPD, all physicians who care for obstetric patients as well
as children should develop a method for screening for de-
pressive symptoms. Women who have significant risk
factors will need to be followed more closely in the post-
partum period. If a woman meets DSM-IV criteria for
PPD, attempts at treatment should begin with psycho-
therapy and advance to pharmacotherapy if indicated. As
in treating other affective disorders, it is essential to use a
high enough dose of antidepressants and use them in a
duration sufficient to ensure complete recovery.

Drug names: fluoxetine (Prozac), imipramine (Tofranil and others),
nortriptyline (Pamelor and others).
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