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Treatment of Postpartum Depression, Part 2:
A Critical Review of Nonbiological Interventions

Cindy-Lee E. Dennis, Ph.D.

Background: While postpartum depression
isacommon mental condition with significant
burden, it often remains undiagnosed and un-
treated. The objective of thisarticleisto critically
review the literature to determine the current state
of scientific knowledge related to the treatment
of postpartum depression from a nonbiological
perspective.

Data Sources: Databases searched for this
review included MEDLINE, PubMed, CINAHL,
PsycINFO, EMBASE, ProQuest, the Cochrane
Library, and the WHO Reproductive Health
Library from 1966 to 2003. The search terms
used were postpartunvpostnatal depression and
randomized controlled/clinical trials. Published
peer-reviewed articles in English from 1990
to 2003 were included in the review, although
select earlier studies were also included based
on good methodological quality and/or the
absence of more recent work.

Method: The criteria used to evaluate the
interventions were based on the standardized
methodology developed by the U.S. Preventive
Services Task Force and the Canadian Task
Force on Preventive Health Care.

Results: Twenty-one studies that met inclusion
criteriawere examined. These studies included
interpersonal psychotherapy, cognitive-behavioral
therapy, peer and partner support, nondirective
counseling, relaxation/massage therapy, infant
sleep interventions, infant-mother relationship
therapy, and maternal exercise. Although some
of these interventions have been better studied
for depression unrelated to childbirth, method-
ological limitations render their efficacy equiv-
ocal for postpartum depression.

Conclusions: Definite conclusions cannot
be reached about the rel ative effectiveness of
most of the nonbiological treatment approaches
due to the lack of well-designed investigations.
Randomized controlled trials are needed to com-
pare different treatment modalities, examine the
effectiveness of individual treatment components,
and determine which treatments are most useful
for women with different risk factors or clinical
presentations of postpartum depression.
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Postpartum depression is a common mental condi-
tion affecting approximately 13% of women from
diverse cultures.! The burden of depression for women
is substantial. Research suggests that depression affects
women more often than all other chronic diseaseswith the
exception of heart disease. Internationally, depression is
responsible for 5.5% of all disease burdensin women.? In
2000, depression was the leading cause of nonobstetric
hospitalization among U.S. childbearing-aged women, re-
sulting in 205,000 women being discharged with a diag-
nosis of depression.’

This burden extends to the family as well. While
women who have suffered from postpartum depression
are twice as likely to experience future episodes of
depression over a 5-year period,* infants and children are
particularly vulnerable. Postpartum depression can cause
impaired maternal-infant interactions® and negative per-
ceptions of infant behavior,® which have been linked
to attachment insecurity,”® emotional developmental
delay,”® and social/interaction difficulties.*®™ Infants as
young as age 3 months have been shown to ably detect
their mothers' mood and to modify their own responses
accordingly.*> While cognitive skills,® expressive lan-
guage development,* and attention™ have been nega-
tively influenced by postpartum depression, it has also
been reported that children of depressed mothers are 2 to
5times more likely to develop long-term behavioral prob-
lems.’®*” Child neglect/abuse™ and marital stress result-
ing in separation or divorce®® are other reported out-
comes. Finally, maternal and infant mortality are rare but
real outcomes of postpartum depression.

Despite the well-documented public health conse-
quences of this affective condition, it often remains undi-
agnosed and untreated. The objective of this review isto
critically appraise the literature to determine the current
state of scientific knowledge related to the treatment of
postpartum depression using psychological, psychoso-
cial, and other nonbiological approaches. Biological ap-
proaches were atopic in a previous article in thisissue.
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METHOD

Search Strategy

Databases searched for this review included
MEDLINE, PubMed, CINAHL, PsycINFO, EMBASE,
ProQuest, the Cochrane Library, and the WHO Repro-
ductive Health Library from 1966 to 2003. As part of the
quality assessment process and to measure the capture
rate of relevant references, tables of contentsfor key jour-
nals were hand-searched for the previous 2 years (2001—
2003), reference lists of included studies and relevant re-
views were examined, graduate theses abstracts were
scanned, and key postpartum depression researchers were
contacted via e-mail. Finally, all abstracts related to the
combination of the keywords postpartunm/postnatal de-
pression and randomized controlled/clinical trials were
reviewed to ensure that all potentially significant inter-
ventions were obtained. In total, approximately 100 ab-
stracts were examined for inclusion suitability.

Inclusion/Exclusion Criteria

The literature review involved systematically search-
ing for published peer-reviewed articles available in
English from 1990 to 2003, although select earlier studies
were included based on good methodological quality and/
or the absence of more recent work. Research studies that
focused on postpartum depression were reviewed; other
childbirth-related mental health disorders (i.e., pregnancy
or postpartum anxiety, maternity blues, puerperal psycho-
sis) were not appraised. For the purpose of this review, a
generous time interval of 1 year postpartum was allowed
to account for differing methodologiesin the literature.

Data Abstraction

Intheinitial stage of the search process, peer-reviewed
publications were identified and potentialy relevant
abstracts that met the predetermined eligibility criteria
were subsequently extracted for further examination.
Research articles were then selected and assessed in
a more rigorous manner to determine inclusion suit-
ability. These articles were either included or excluded
and further subgrouped. The critical review process
consisted of assessing the disorder definition (i.e.,
diagnostic/screening criteria used), population sampled
(i.e., inclusion/exclusion criteria, recruitment process,
sample size, participant characteristics), research design
(i.e., control for potential bias, method and timing of as-
sessment, statistical analysis, outcome measures, length
of follow-up), level and quality of evidence, and critical
analysis of variations between findings of pertinent
studies.

Methodology For Synthesis

Interventions included in this review were evaluated
according to the published criteria used by the U.S. Pre-
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ventive Services Task Force (http://www.ahrg.gov/clinic/
uspstfix.htm) and the Canadian Task Force on Preventive
Health Care.** Specifically, each treatment approach was
evaluated and given a quality-of-evidence grade using
the following scheme: | = evidence obtained from at least
1 well-designed randomized controlled trial in a repre-
sentative population that directly assessed the effects on
health outcomes; 11-1 = evidence obtained from well-
designed trials without randomization or randomized
controlled trials with minor methodological limitations;
I1-2 = evidence obtained from well-designed cohort or
case-control analytic studies, preferably from more than 1
center or research group; 11-3 = evidence obtained from
comparisons between times or places with or without the
intervention, pilot trials, or randomized controlled trials,
but the strength of the evidence islimited by the number,
quality, or consistency of the individual studies; general-
izability to routine practice; or indirect nature of the evi-
dence on health outcomes; and Ill = evidence obtained
from opinions of respected authorities on the basis of
clinical experience, descriptive studies, or reports of ex-
pert committees.

After the quality-of-evidence assessment was com-
plete, each approach was further classified to determine
clinical practice recommendations based on the following
grading scheme: A = there is good evidence to support the
recommendation of this approach; B = there is fair evi-
dence to support the recommendation of this approach;
C = there is poor evidence regarding the inclusion or ex-
clusion of this approach, but a recommendation could be
made on other grounds; D = there is fair evidence to not
support the recommendation of this approach; E = thereis
good evidence to not support the recommendation of this
approach; and | = there is insufficient evidence to assess
the effects on health outcomes due to a limited number of
studies, important flaws in the design or conduct of the
study, gapsin the evidence, or lack of information on im-
portant health outcomes.

RESULTS

For thiscritical review, 21 treatment studies were iden-
tified that met the defined criteria. Study summaries and
limitations are presented in Table 1, and clinical practice
recommendations based on the U.S. and Canadian task
force methodology are outlined in Table 2.

Psychological Interventions

Interpersonal psychotherapy. Severa studies evalu-
ated the effectiveness of interpersonal psychotherapy
(IPT) for the treatment of postpartum depression. In a de-
scriptive study, U.S. researchers evaluated an adapted
form of IPT in which the modifications included an
emphasis on assisting participants to resolve marital dis-
putes and major role transitions that frequently occur in
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Table 1. Summary of Postpartum Depression (PPD) Treatment Studies

Study Design Participants Intervention
Interpersonal psychotherapy
Stuart and Single group 6 US women on average 4 mo postpartum 12 wk of IPT with modifications to include assistance
O'Hara Identified using DSM-111-R criteria with marital disputes and major role transitions
(1995)%
O'Haraet a Randomized controlled trial 120 US women Twelve 60-min individual sessions by trained
(2000)% Group allocation based on Multi-stage community screening therapists during a 12-wk period in standard fashion
arandom numbers table Identified using diverse measures according to manual guidelines
Power analysis including SCID and HAM-D
Intent-to-treat
Klier et a Single group 17 Austrian women between 4 and 45 wk Two 60-min individual sessionsto explain IPT,
(2001)% postpartum presenting to a maternal 9 weekly 90-min group sessions, one 60-min
mental health service either through individual termination session, and telephone
referral or advertisement numbers of other group members for support
Identified using DSM-1V and HAM-D
Clark et a Quasi-experimental 39 US women recruited through health 2 intervention groups: (1) IPT that consisted of
(2003)% Waiting-list control group care providers and flyers 1.5-hinitial evaluation and 12 weekly 1-h individual

Cognitive-behavioral therapy
Appleby etal  Randomized controlled trial

(1997)%° Random allocation by
computer-generated
numbers

Double-blind
Intent-to-treat
Prendergast Randomized controlled trial
and Austin

(2001)%*

Chabrol et Quasi-experimental

(2002)%2

Cooper et a Randomized controlled trial

(2003)% Power analysis

Intent-to-treat
Meager and Pilot randomized controlled
Milgrom trial
(1996)* Waiting-list control group
Honey et a Randomized controlled trial
(2002)%
Peer support
Flemingeta  Quasi-experimental
(1992)%
1254

Screened using DSM-IV

87 women from the United Kingdom
at 6 to 8 wk postpartum
Identified using RDC criteria

37 Australian women

Screened by early childhood nurses

Identified using EPDS and clinical
interview

48 French women
Screened using EPDS
Verified using HAM-D and BDI

193 primiparous women from
the United Kingdom

Screened using mailed EPDS

Verified with DSM-I11-R

20 Australian women with severe and
long-standing PPD that developed within
6 mo were recruited by local hospitals
and maternal health centers

EPDS and BDI

45 women from the United Kingdom
attending mother and baby clinics
referred by a health visitor

Identified using EPDS > 12 criteria

142 Canadian women recruited on
postpartum wards to return screening
instrument at 2 wk

Identified using CES-D and EPDS

therapy sessions, (2) mother-infant therapy that
consisted of 12 weekly 1.5-h sessions that
incorporated amothers’ group, concurrent infant
developmental therapy group that assisted infants
in becoming more emotionally regulated, and a
mother-infant dyadic group to promote responsive
mother-infant interactions

4 study groups: (1) fluoxetine and 1 CBT session,
(2) fluoxetine and 6 CBT sessions, (3) placebo and
1 CBT session, or (4) placebo and 6 CBT sessions
Sessions derived for health visitors after brief training
but provided by a psychologist with no previous
clinical experience over 12 wk

6 weekly 60-min home-based CBT sessions by trained
early childhood nurses

5 to eight 1-h weekly home visits that had
4 components (supportive, educational,
cognitive-behavioral, and psychodynamic)

3 intervention groups: (1) CBT focused on
mother-identified problems with infant (e.g., feeding,
sleeping), (2) psychodynamic therapy that explored
mother’s own early attachment history,

(3) nondirective counseling that provided mothers
with an opportunity to discuss current feelings

All interventions were provided at the mother’s home
on aweekly basis from 8 to 18 wk postpartum

10 weekly 1.5-h group sessions based on CBT
conducted by aclinical psychologist

\Women exchanged telephone numbers and met outside
the program

8 weekly, 2-h meetings facilitated by a health visitor
comprising 3 components: (1) information on
PPD, strategies for coping with difficult childcare
situations, and eliciting social support; (2) CBT
techniques related to motherhood anxiety; and
(3) teaching about relaxation

2 intervention groups: (1) 8 weekly semistructured
group sessions lasting 2 h provided by
2 psychologists and (2) “group by mail” in which
transcripts of the preceding support group were
mailed to women
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Outcome Measure

Results

Limitations

PPD posttreatment
HAM-D, BDI, EPDS

PPD at 4-, 8-, and 12-wk
postrandomization
HAM-D, BDI

PPD posttreatment and 6-mo
follow-up
EPDS, HAM-D

PPD posttreatment
BDI, CES-D

PPD at 1-, 4-, and 12-wk
posttreatment

EPDS, HAM-D, and clinical
interview

PPD posttreatment and 6-mo
follow-up
EPDS, MADRS

PPD posttreatment
EPDS, HAM-D, BDI

PPD posttreatment and at 9-,
18-, and 60-mo postpartum
EPDS, SCID

PPD posttreatment
EPDS, BDI, POMS

PPD posttreatment and
6-month follow-up
EPDS

PPD at 6 wk and 5 mo
CES-D

Significant reduction in depression
scores

Significant group differences

Significant reduction in depression
scores

Significant reduction in depression
scores within the treatment groups
using CES-D but not BDI

Significant reduction in depression
scoresin all treatment groups

No significant group difference

Significant group difference

Significant difference between
treatment groups and control group
at posttreatment only

Significant reduction in depression
scores within the treatment group

Significant reduction in depression
scores

No significant group difference
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Small sample size
Lack of acontrol group
Intervention provider was not reported

Participants were mostly educated, white, married women
Clinical interviewers were not blinded to group allocation

Small sample size

Lack of a control group

Possible cointervention through the provision of peer support outside
of the group setting

35% of participants terminated intervention early

Investigator-based assessments of treatment outcome

Small sample size

Sequential group assignment

While complete data were available for 58 families, only women
with BDI scores > 16 (N = 39) were included in the analysis

Children ranged in ages from 1 to 24 mo

Significant number of eligible women declined participation
due to reluctance to take antidepressant medication
No true control group (no treatment)

Small sample size

Inexplicit randomization process

Significant group differences in baseline EPDS

70% of control early childhood nurses used some form of
problem-solving and pleasant-event scheduling providing
significant similarities to the intervention.

Small sample size

Nonrandom group allocation

High initial dropout after group assignment

Poor randomization method—study recruiter selected 1 of 4 colored
balls from a bag with the assignment of each therapy to a different
colored ball

Small sample size

Inexplicit randomization process

40% of women were taking antidepressant medication

40% of participants terminated intervention early

Possible cointervention through the provision of peer support
outside of the group setting

Small sample size
Inexplicit randomization process

Nonrandom group allocation
Significant differences in group sizes
Depressed and nondepressed women participated in all
study groups
Weak measure of PPD
continued
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Table 1. Summary of Postpartum Depression Treatment Studies (cont.)

Study Design Participants Intervention
Peer support (cont.)
Chenet a Randomized controlled trial 60 Chinese women recruited on postpartum 4 weekly semistructured group sessions lasting
(2000)*" wards to return screening instrument 1.5to 2 h and facilitated by a nurse
at 3wk
Identified using BDI
Morganeta  Single group 34 Australian women, including 20 partners 8 weekly 2-h group sessions and 1 couple session
(1997)* Identified using EPDS facilitated by anurse and occupational therapist

Telephone support from facilitators and referral
available between groups if required

Dennis Pilot randomized controlled 42 Canadian women Individualized telephone-based support provided by
tri reened by public th nurses during amother recruited from the community who
(2003)® ial Screened by public health duri h ited f h i h
Random allocation using immunization clinic previously experienced PPD and received a
sealed envelopes Identified using EPDS 4-h training session
Intent-to-treat
Partner support
Misri et a Randomized controlled trial 29 Canadian women who met the DSM-IV 7 psychoeducational visits with a psychiatrist during
(2000)%* criteriafor major depressive disorder which the mother’s partner participated in 4 of
with postpartum onset the 7 sessions

Nondirective counseling

Holden et a Randomized controlled trial 50 women from the United Kingdom 8 weekly counseling visits at home by health visitors
(1989)% Group allocation based on Community-based EPDS screening at 6 wk trained in nondirective counseling
random numbers with a second screening at 13 wk via
psychiatric interview
Wickberg Randomized controlled trial 31 Swedish women 6 weekly 1-h counseling visits at home by nurses
and Hwang 2-stage population-based screening at trained in nondirective counseling
(1996)%" 8 and 12 wk using EPDS
Cooper et a See Cognitive-Behavioral
(2003)% Therapy
Relaxation/massage therapy
Field et a Randomized controlled trial 32 depressed U.S. adolescent women 2 study groups: (1) 30-min massage per day on
(1996)%* Identified using BDI 2 consecutive days per wk for 5 consecutive wk,

(2) 30-min relaxation session (including yoga
and muscle relaxation) per day on 2 consecutive
days per wk for 5 consecutive wk

Onozawaet a Randomized controlled trial 34 primiparous women from the United 5 weekly 1-h infant massage classes and a 30-min
(2001)%2 Kingdom at 4 wk postpartum informal support group
Identified using EPDS

Sleep interventions

Hiscock Randomized controlled trial 156 Australian mothers of infants 3 private consultations with a senior pediatric trainee
and Wake  Group allocation via aged 6 to 12 mo with severe sleep held every 2 wk at the local maternal and
(2002)%” pregenerated block sizes problems child health center, where sleep management plans
of 2t0 10 Subgroup of women categorized were tailored according to individual needs
Power analysis as depressed
Intent-to-treat Identified using EPDS

Mother-infant relationship therapy
Clark et a See Interpersonal

(2003)% Psychotherapy

Cooper et a See Cognitive-Behavioral
(2003)%* Therapy

Exercise

Armstrong Randomized controlled trial 20 Australian mothers who had given 12-week exercise program consisting of pram walking
and Power analysis birth in the past 12 mo and were session 3 times per week and aweekly informal
Edwards experiencing depressive symptomatology gathering for a chat and play with the children
(2002)™ Identified using EPDS > 12 criteria

Abbreviations: BDI = Beck Depression Inventory, CBT = cognitive-behavioral therapy, CES-D = Center for Epidemiological Studies Depression Scale,
IPT = interpersonal psychotherapy, MADRS = Montgomery-Asberg Depression Rating Scale, POM S = Profile of Mood States,
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Outcome Measure

Results

Limitations

PPD posttreatment
BDI

PPD posttreatment and at 12 mo
EPDS, GHQ

PPD at 4- and 8-wk
postrandomization
EPDS

PPD posttreatment and 4-wk
follow-up
EPDS

PPD at 13-wk postrandomization
EPDS, clinical interview

PPD at 6-wk postrandomization
Modified MADRS

PPD at session 1 and 10
POMS 14-item depression scale

PPD posttreatment
EPDS

PPD at 8- and 16-wk
postrandomization
EPDS

PPD at 6- and 12-wk
postintervention initiation
EPDS

Significant group difference

Significant reduction in depression
scores

Significant group difference

Significant group difference at 4-wk
follow-up but not immediately
posttreatment

Significant group difference

Significant group difference

Only massage therapy had a significant
immediate effect on depression scores

Significant group difference
Greatest reduction in depression
occurred before the intervention

Significant group difference for the
subgroup of women with baseline
EPDS>9

Significant reduction in depression
scores

Only 44% of mothers returned screening questionnaire
Inexplicit randomization process

Unstandardized intervention

Data analysis was not intent-to-treat

Small sample size

Atypical sample (74% had spent 1 wk in aresidential unit to help
with mothering issues)

Lack of acontrol group

Cointerventions, as 50% were receiving additional treatment by
a health professional and some were on antidepressant
medication

Small sample size

Small sample size

Significant group difference in baseline characteristics related to their
partners’ marriage appraisals

Inexplicit randomization process

Small sample size
3 women in each group were considered to have taken antidepressant
medication at a therapeutic level

Small sample size
Inexplicit randomization process

Small sample size

Lack of atrue control group

Inexplicit randomization and trial procedures

Weak measure of PPD

Expressed disappointment may have influenced physiologic results
Small sample size

Inexplicit randomization process

High attrition rate with the massage group

Data analysis was not intent-to-treat

67% of eligible mothers accepted trial participation
56% of participants had EPDS scores < 10 at the start of the trial,
making a significant reduction in scores unlikely

Small sample size

EPDS = Edinburgh Postnatal Depression Scale, GHQ = General Health Questionnaire, HAM-D = Hamilton Rating Scale for Depression,
RDC = Research Diagnostic Criteria, SCID = Structured Clinical Interview for DSM-I11-R.
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Table 2. Summary of Quality of Evidence and Practice Recommendations for Treatment Interventions® in Postpartum Depression

Quality Classification of
Intervention Strategy Study Research Design Rating” Rating®  Recommendation®
Psychological
Interpersonal psychotherapy Stuart and O’ Hara (1995)% Descriptive: 111 Poor 1
O'Haraet a (2000)% Randomized controlled trial: | Fair 1
Klier et al (2001)* Descriptive: 111 Poor |
Clark et al (2003)%® Quasi-experimental: 11-1 Poor 1
Cognitive-behavioral therapy Appleby et a (1997)% Randomized controlled trial: | Fair 1
Prendergast and Austin (2001)3 Randomized controlled trial: | Poor 1€
Chabrol et al (2002)% Quasi-experimental: 11-1 Poor 1
Cooper et a (2003)% Randomized controlled trial: | Fair 1
Meager and Milgrom (1996)%* Pilot randomized controlled trial: | Poor 1€
Honey et a (2002)% Randomized controlled trial: | Poor 1€
Psychosocial
Peer support Fleming et al (1992)* Quasi-experimental: I1-1 Poor |
Chen et al (2000)*" Randomized controlled trial: | Poor I
Morgan et al (1997)* Descriptive: 111 Poor I
Dennis (2003)%° Pilot randomized controlled trial: | Fair |
Partner support Misri et al (2000)%! Randomized controlled trial: | Poor I
Nondirective counseling Holden et al (1989)%° Randomized controlled trial: | Fair B
Wickberg and Hwang (1996)%7 Randomized controlled trial: | Fair B
Cooper et a (2003)% Randomized controlled trial: | Fair B
Other
Rel axation/massage therapy Field et al (1996)5* Randomized controlled trial: | Poor I
Onozawa et al (2001)% Randomized controlled trial: | Poor I
Infant sleep intervention Hiscock and Wake (2002)%” Randomized controlled trial: | Fair I
Mother/infant relationship therapy ~ Clark et al (2003)% Quasi-experimental: 11-1 Poor I
Cooper et a (2003)% Randomized controlled trial: | Fair I
Exercise Armstrong and Edwards (2003)"*  Pilot randomized controlled trial Fair |

3Based on guidelines of the U.S. Preventive Services Task Force and the Canadian Task Force on Preventive Health Care.?*

®| = evidence from randomized controlled trial(s); 11-1 = evidence from controlled trial(s) without randomization; I1-2 = evidence from cohort or
case-control analytic studies, preferably from more than 1 center or research group; 11-3 = evidence from comparisons between times or places
with or without the intervention; dramatic results in uncontrolled experiments could be included here; 11 = opinions of respected authorities based

on clinical experience, descriptive studies, or reports of expert committees.

°Good = a study (including meta-analyses or systematic reviews) that meets all design-specific criteriawell; Fair = a study (including meta-analyses
or systematic reviews) that does not meet (or it is not clear that it meets) at least 1 design-specific criterion but has no known “fatal flaw”; Poor = a
study (including meta-analyses or systematic reviews) that has at least 1 design-specific “fatal flaw” or an accumulation of lesser flaws to the
extent that the results of the study are not deemed able to inform recommendation.

9A = there is good evidence to recommend this approach; B = thereis fair evidence to recommend this approach; C = the existing evidence is
conflicting and does not allow making a recommendation for or against use of this approach; however, other factors may influence decision-
making; D = thereisfair evidence to recommend against this approach; E = there is good evidence to recommend against this approach; | = there
isinsufficient evidence (in quantity and/or quality) to make a recommendation; however, other factors may influence decision-making.

€There is evidence based on the general depression research to recommend this approach.

the postpartum period.” Six women who met DSM-I11-R
criteria for major depression were treated for 12 weeks.
Significant changesfor all measureswere found posttreat-
ment using the Hamilton Rating Scale for Depression
(HAM-D),% the Edinburgh Postnatal Depression Scale
(EPDS),* and the Beck Depression Inventory (BDI).”
This pilot work was advanced in a well-designed U.S.
trial in which 120 postpartum women meeting DSM-IV
criteriafor major depressive disorder were recruited from
the community and randomly assigned to either 12 weeks
of IPT (N = 60) or awaiting-list condition control group
(N = 60).° Follow-up data were collected via interview
and self-report assessments of depressive symptomatol-
ogy every 4 weeks; 99 (83%) of the 120 women com-
pleted the protocol. Significantly more women who re-
ceived | PT recovered from their depressive episode based
on HAM-D scores of 6 or less (37.5%) and BDI scores of
9 or less (43.8%) compared with women in the waiting-
list control group (13.7% and 13.7%, respectively).

1258

IPT has also been evaluated in a group modality. In an
Austrian study, 17 women meeting DSM-1V criteria for
depression participated in an IPT intervention that con-
sisted of 2 individual introductory sessions, 9 group ses-
sions, and 1 final individual termination session.”” Mean
score comparisons revealed significant changes from
baseline to posttreatment for both the EPDS and HAM-D.
At posttreatment, 10 (59%) mothers demonstrated full
remission (HAM-D <9), 5 (29%) established partial re-
mission (score decrease > 50%), and 2 (12%) showed no
improvement. Follow-up assessments at 24 weeks dem-
onstrated a continued treatment effect.

In a recent quasi-experimental study, 39 U.S. women
who met DSM-IV criteria for major depressive disorder
were sequentially assigned to awaiting-list control group
(N =11) or 1 of the following 2 intervention groups: |PT
(N = 15) or mother-infant therapy (N = 13).% Participants
in the active treatment groups completed pre- and post-
treatment (12 weeks) assessments, while those in the con-

J Clin Psychiatry 65:9, September 2004



trol group were assessed at study entry and 12 weeks | ater.
Although there was no significant group differencein re-
lation to BDI scores, women in both the mother-infant
therapy and IPT groups had significantly lower Center for
Epidemiological Studies Depression Scale (CES-D)*®
scores in comparison with the waiting-list control group
(F=3.60, p=.04).

Cognitive-behavioral therapy. Six studies evaluated a
cognitive-behavioral therapy (CBT) intervention in the
treatment of postpartum depression. In arandomized con-
trolled trial in the United Kingdom to assess the clinical
efficacy of fluoxetine combined with at least 1 session of
counseling, postpartum women were assigned to 1 of 4
treatment groups: fluoxetine or placebo plus 1 or 6 ses-
sions of counseling.* The 30-minute to 1-hour counseling
sessions were derived from CBT principles and designed
to be delivered by nonspeciaists after brief training.
Eighty-seven women who satisfied Research Diagnostic
Criteria(RDC) for major (N = 51) and minor (N = 36) de-
pression at 6 to 8 weeks postpartum participated, with 61
(70%) completing the 12 weeks of treatment. Depressive
symptomatology was assessed at 1, 4, and 12 weeks of
treatment using the EPDS, HAM-D, and arevised clinical
interview. While improvements were seen in al 4 treat-
ment groups, the progress in participants receiving flu-
oxetine was significantly greater than in those receiving
placebo, and 6 counseling sessions had a significantly
greater effect than 1 single session. These differences
were evident after 1 week, and improvement in al groups
was complete after 4 weeks. The interaction between
counseling and fluoxetine was not statistically significant.

In an Australian trial, postpartum women were re-
cruited through regular screening by early childhood
nurses (ECNs) using the EPDS (score > 12) and diagnos-
tically assessed by a clinical interview.®® Women with
DSM-IV major depressive disorder were then randomly
assigned to either a usual care control group (N = 20),
which incorporated 6 weekly clinic visits, or an interven-
tion group (N = 17), which consisted of 6 weekly home-
based sessions by one of the CBT-trained ECNs. Two
stages of follow-up were undertaken: an interview imme-
diately posttreatment and a postal questionnaire at 24
weeks. While there was a statistically significant differ-
ence in the EPDS scores between the 2 groups at baseline
(intervention group mean score = 15.9 vs. control group
mean score =13.7), no group differences were found
posttreatment or at the 24-week follow-up. However,
there was avery high rate of recovery at initial follow-up,
with up to 80% of all participants having an EPDS score
< 10. While this trial suggests that ECNs can provide a
modified CBT intervention, for most of this sample with
mild to moderate depression, perceived support from an
ECN (forming an integral part of both the baseline assess-
ment interview and control condition) appears to be as ef-
fective as modified CBT.

J Clin Psychiatry 65:9, September 2004
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In a French trial, pregnant women were screened with
the EPDS during an obstetric clinic. Women at risk of
postpartum depression (EPDS score > 8) (N = 258) were
dternately assigned to either an intervention or control
group.® At 4 to 6 weeks postpartum, women with prob-
able depression (EPDS score > 10) were assessed using
the HAM-D and BDI. Participants with major depression
continued in the control group (N = 30) or the interven-
tion group (N = 18), which consisted of a CBT program
of 5 to 8 home visits (mean = 6.6, SD = 1.6). A signifi-
cantly greater proportion of participants in the interven-
tion group than those in the control group recovered based
on HAM-D, EPDS, and BDI scores. In particular, recov-
ery rates (HAM-D score< 7) were 66.6% for the inter-
vention group versus 6.6% for the control group.

To evaluate the long-term effect of 3 psychological
treatments on maternal mood, 193 primiparous women
from the United Kingdom with postpartum depression
were randomly assigned to either routine primary care
(N=52) or 1 of 3 interventions. CBT (N =43), psy-
chodynamic therapy (N = 50), or nondirective counseling
(N =48). Of the 193 women randomly assigned to the
4 study groups, 171 (88.6%) completed therapy.® Thein-
tervention was provided in-home from 8 to 18 weeks
postpartum, and all participants were assessed immedi-
ately posttreatment (at 4.5 months) and at 9, 18, and 60
months postpartum. While al 3 interventions signifi-
cantly decreased EPDS scores at 4.5 months in compari-
son with the control group, only psychodynamic therapy
produced a reduction in depression rates (Structured
Clinica Interview for DSM-I11-R) significantly superior
to that of the control group. However, the treatment effect
was no longer apparent at 9 months postpartum, nor did
the treatment reduce subsequent episodes of postpartum
depression.

CBT has aso been evaluated using a group modality.
In a pilot trial, 20 Australian women recruited via local
hospitals and maternal health centers were eligible for
participation if their depression developed within 24
weeks of delivery and they had an EPDS score> 12 and a
BDI score > 15.3 Consenting women were randomly as-
signed to either awaiting-list control group (N = 10) or an
intervention group (N = 10), which consisted of a 10-
week group program based on CBT principles that tar-
geted postpartum depression risk factors. Six of the moth-
ers in the intervention group completed the program and
provided follow-up data. While the intervention resulted
in a statistically significant improvement in depressive
symptomatology, due to the initial severity of postpartum
depression, many women were still moderately depressed
following treatment. In contrast, depressive symptomatol -
ogy in the control group did not change over the 10-week
period.

Finally, 45 women from the United Kingdom attending
mother and baby clinics were eligible for participation in
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a study by Honey et al. if their most recent child was
younger than 12 months and if they had an EPDS score
> 12.% Consenting women were randomly assigned to
either routine primary care provided by home visitors
(N =22) or an intervention group (an 8-week psycho-
educational group; N = 23). While there was no signifi-
cant difference between the percentages of women in the
intervention and control groups scoring < 13 onthe EPDS
immediately posttreatment (35% versus 27%, respec-
tively), asignificantly higher percentage of women in the
intervention group scored < 13 on the EPDS 6 months
posttreatment (65% versus 36%, respectively). Posttreat-
ment antidepressant use did not account for the improve-
ment in follow-up mood scores.®

Psychosocial Interventions

Peer support. Detailed analyses of social support
variables in predictive studies suggest that the following
social deficiencies significantly increase the risk of
postpartum depression: (1) not having someone to talk
openly with who has shared and understood a similar
problem,® (2) lacking an intimate confidant or friend to
converse with,**° (3) not receiving support without hav-
ing to ask for it,* and (4) feeling socially isolated.”® Con-
versely, companionship and belonging to a group of simi-
lar others has a protective effect.** In interviews with
depressed mothers (N = 60) participating in a population-
based study, women were asked for their own explana-
tions as to why they experienced postpartum depression;
“lack of support” and “feeling isolated” were the most
common responses.”? When the participants were asked
what advice they would give to new mothers currently
suffering from postpartum depression, the foremost sug-
gestion proffered was “find someone to talk to.” These
findings support several researchers who have recom-
mended the provision of peer (mother-to-mother) support
in a group modality for women experiencing postpartum
depression.”** However, the results from 3 investigations
are equivocal. In a Canadian study, the effect of a support
group was evaluated through the recruitment of women
on the second day postpartum who were asked to com-
plete and return a set of mood scales via mail during the
first 2 weeks postpartum.* Of the 1081 questionnaires
distributed over a 3-year period, 781 (72%) were re-
turned, with 156 women scoring > 13 on the EPDS or 21
on the Multiple Affect Adjective Checklist. Seventy-six
mothers with depressive symptomatol ogy (48% of all de-
pressed mothers) and 76 nondepressed mothers were re-
cruited into the study. Participants were nonrandomly as-
signed to 1 of 3 groups: an 8-week postpartum support
group (N = 44), a“group-by-mail” group (participants re-
ceived scripts viamail that were adapted from the support
group sessions; N = 15), or a control group (usua post-
partum care; N =83). All groups included participants
who were depressed and nondepressed, and women com-
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pleted the CES-D at 6 and 20 weeks postpartum. While
most participants experienced an improvement in mood
from 2 to 20 weeks postpartum regardless of group alloca-
tion, the support group interventions did not significantly
aleviate depressive symptomatology. In addition to seri-
ous methodological weaknesses, theoretical limitations
also existed, as research suggests that depressed individu-
as prefer to interact with others who are depressed and
frequently feel worse after speaking with nondepressed
people.®® As such, the finding that depressed women felt
worse after the support group meetings, which included
nondepressed women, was not unexpected.

Recognizing this theoretical principle, a Chinese trial
evaluated the effect of weekly support group meetings
for women who were all experiencing postpartum depres-
sion.”” Women were recruited in-hospital on the second or
third day postpartum to complete amailed BDI at 3 weeks
postpartum. Eighty-five percent of women approached
agreed to participate (N =941) with 414 returning the
completed BDI. Sixty women with BDI scores > 9 were
randomly assigned to either a support group (N =30) or
a control group (usual postpartum care; N = 30). At the
4-week assessment, 60% (N = 18) of women in the control
group exhibited depressive symptomatology in compari-
son with only 33% (N = 10) of those in the support group.

Finally, a group program for postnatally “distressed”
Australian women and their partners was evaluated.® The
program consisted of 8 weekly 2-hour sessions, including
1 session for the couple, facilitated by an occupational
therapist and nurse in a setting in which psychotherapeutic
and CBT strategies were employed. The results from 6
separate groups are reported, in which 34 couples partici-
pated; only 1 woman dropped out and attendance was over
90%. Participants completed the EPDS and Genera
Health Questionnaire® during the first and last session and
were followed up at 12 months. At program initiation,
66% of women had EPDS scores > 12, which decreased to
22% at the final session, and no participant exhibited de-
pressive symptomatology at the 12-month follow-up.

Transcending the typical group modality, a pilot trial
evaluating the effect of telephone-based peer support
on depressive symptomatol ogy was conducted.™ Canadian
women who scored >9 on the EPDS were identified
through region-wide screening at 8-week immunization
clinics managed by public health nurses. Forty-two eli-
gible and consenting women were randomly assigned
to either a control group (standard postpartum care;
N =22) or a peer support group (N =20). Blinded re-
search assistants conducted follow-up at 4 and 8 weeks
postrandomization. At the 4-week assessment, 40.9%
(N =9) of women in the control group scored > 12 on the
EPDS in comparison with only 10% (N =2) in the peer
support group. Similar findings were found at the 8-week
assessment during which 52.4% (N = 11) of women in the
control group continued to score > 12 on the EPDS in
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comparison with 15% (N = 3) of mothersin the peer sup-
port group.

Partner support. In a Canadian trial to determine the
impact of partner support, women who met DSM-1V cri-
teriafor major depressive disorder with postpartum onset
were randomly allocated to either a control group (7 psy-
choeducational visits with a psychiatrist; N = 13) or an
intervention group (7 psychoeducational visits with a psy-
chiatrist during which the woman’s partner participated in
4 of the sessions; N = 16).>* Immediately postinterven-
tion, no significant differences in mean EPDS scores ex-
isted between the intervention (mean score=11.4, SD =
6.2) and control (mean score = 14.6, SD = 7.2; p =.20)
groups. However, at the 4-week follow-up, significant
group differences were found favoring the intervention
group (mean score = 8.6, SD = 5.2 vs. mean score = 14.7,
SD =7.2; p=.013).

Nondirective counseling. Theimportance of nondirec-
tive counseling, sometimes called “listening visits,” has
been highlighted in the literature.5° To determine the ef-
fectiveness of this treatment approach, 55 women from
the United Kingdom identified as depressed through
community-based EPDS screening at 6 weeks postpartum
and a home psychiatric interview at 13 weeks were ran-
domly assigned to either a control group (routine primary
care) or anondirective counseling group.® Fifty of the 55
participants completed the trial: 26 in the counseling
group and 24 in the control group. After a mean time in-
terval of 13 weeks, a psychiatrist blinded to group alloca-
tion reassessed the women. According to RDC criteria, 18
(69%) women in the counseling group had fully recov-
ered in comparison with only 9 (38%) women in the con-
trol group. When women in the counseling group were
asked whether they had received any help for their de-
pression, 23 (88%) women responded that talking to their
health visitor had been the most important recovery fac-
tor. However, one third of the counseled women did not
recover despite the intervention. Of this subgroup, 2
women had a long history of depression, 1 had postpar-
tum depression previously, and 2 had a family history
of depression, signifying that postpartum depression oc-
curring in the context of a continuum of psychiatric dis-
turbances may be less likely to respond to a psychosocial
intervention.

Extending these findings, Wickberg and Hwang® con-
ducted a population-based trial to evaluate the effect of
counseling among Swedish women. Mothers participated
in a 2-stage screening procedure, completing the EPDS at
8 and 12 weeks postpartum. Women who scored > 11 on
both screening occasions were interviewed at home by a
clinical psychologist blinded to EPDS scores and at 13
weeks postpartum using the Montgomery-Asberg Depres-
sion Rating Scale (MADRS).%® Women who were identi-
fied as depressed according to DSM-III-R criteria were
randomly allocated to receive either routine primary care
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(N =16) or nondirective counseling (N =15). Twelve
(80%) women who received counseling were fully recov-
ered after the intervention in comparison with 4 (25%)
mothers in the control group. As indicated previously,
nondirective counseling was evaluated by Cooper and
colleagues,® who aso found salutary short-term treat-
ment effects.

Other Interventions

Relaxation/massage therapy. Massage and relaxation
therapies have been shown to decrease anxiety and el-
evate mood.**® To determine the effects of massage and
relaxation therapies on postpartum depression, 32 U.S. in-
hospital adolescent mothers, who were determined to be
depressed based on a BDI score > 16, were recruited and
randomly assigned to either a massage therapy group
(N =16) or relaxation therapy group (N =16)."* The
effects of the massage and relaxation therapies were as-
sessed pre- and posttreatment on the first and last day of
the sessions using the Profile of Mood States 14-item de-
pression subscale (POMS-D).%? Results suggest that there
was no difference in POMS-D scoresin relation to relax-
ation therapy, but there was asignificant differencein pre-
and posttreatment scores on days 1 and 10 in relation to
massage therapy. However, the long-term effect of these
therapies is unknown, resulting in questionable clinica
utility.

While diminishing maternal depression does not nec-
essarily improve mother-infant interactions, direct at-
tempts to enhance the quality of mother-infant interac-
tions, independently of improving maternal depression,
have been reported with some success. To determine
whether attending regular massage classes could reduce
maternal depression and also enrich the quality of mother-
infant interactions, atrial was conducted involving 34 pri-
miparous women from the United Kingdom identified as
being depressed following the completion of the EPDS at
4 weeks postpartum.®® Participants were randomly allo-
cated to either an intervention group (5 weekly 1-hour in-
fant massage classes and a 30-minute informal support
group; N = 19) or acontrol group (5 weekly informal sup-
port groups; N = 15). Twelve women in the intervention
group and 13 women in the control group completed all
sessions (73.5%). Results suggest that there was a greater
improvement in EPDS scores in the intervention group
than in the control group; the median EPDS score for the
intervention group at the final session was 5.0 (95%
Cl =8.0to 14.2) in comparison with 10.0 (95% CI = 4.6
to 9.0) for women in the control group. However, it
should be noted that much of the effect occurred before
the classes began, possibly reflecting expectation.

Infant sleep interventions. Commonly used behav-
ioral interventions have been shown to decrease infant
sleep problems and maternal reports of depressive symp-
tomatology; however, uncontrolled trials, small sample
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sizes, and short follow-up render the results equivocal .5
To address this issue, a well-designed trial was conducted
with 156 Australian mothers of infants aged 6 to 12
months with severe sleep problems.®” Participants were re-
cruited from well-child clinics, and women randomly as-
signed to the intervention group (N = 78) received a“ con-
trolled crying” program delivered over 3 consultations
with a pediatric trainee. Women also received information
about the devel opment and management of sleep problems
and an information sheet about normal sleep patterns.
Women in the control group (N = 78) were only mailed the
information sheet. All participants completed the EPDS at
8 and 16 weeks postrandomization. At 8 weeks, women in
the intervention group not only had significantly more r
esolved sleep problems but also lower depressive symp-
tomatology (mean change = -3.7, 95% CI = 4.7 to -2.7)
than those in the control group (mean change = -2.5, 95%
Cl =-1.7 to -3.4; p=.06). For the subgroup of partici-
pants with baseline EPDS scores > 9, depression scores
fell significantly further for women in the intervention
group (mean change = —6.0, 95% CI =—7.5 to —4.0) than
for women in the control group (mean change = —-3.7, 95%
Cl =-4.91t0-2.6; p = .01) at 8 weeks; similar results were
found at 16 weeks (p = .04).

Mother-infant relationship therapy. Thistreatment ap-
proach has been specifically included in 2 recent studies.
In the trial described previously, Cooper and colleagues™
included “psychodynamic therapy” as 1 treatment group
that focused on assisting the mother in understanding her
representation of her infant and their relationship by ex-
ploring aspects of the mother’s own early attachment his-
tory. While mothers who received this intervention had
significantly lower EPDS scores posttreatment at 4.5
weeks than women in the control group, long-term treat-
ment effects were not demonstrated. Similarly, in a pre-
liminary study conducted by Clark and colleages® (also
described previously), mother-infant therapy was evalu-
ated and involved 3 components: (1) a mother’s group that
provided therapeutic intervention and peer support; (2)
a concurrent infant development therapy group that as-
sisted infants in becoming more emotionally regulated,
focused, and socialy engaged; and (3) a mother-infant
dyadic group with activities designed to promote sensitive,
responsive mother-infant interactions. In this quasi-
experimental study, the mother’s group occurred concur-
rently with the infant’s developmental therapy group, fol-
lowed by the dyadic group. Significant group differences
were found only in relation to CES-D scores and not to
BDI scores.

Maternal exercise. While the benefits of exercise on
maternal mental health have been suggested,®®" only 1
randomized controlled trial has been conducted to evaluate
the effectiveness of exercise in the treatment of postpar-
tum depression.” Twenty Australian mothers who had
given birth in the past 12 months and were experiencing
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depressive symptomatology were randomly assigned to
either an intervention group (12-week exercise and social
support program; N = 10) or a control group (2 sessions
of exercise over a 6-week period and phone support at
week 6; N =10). Pretest data of physical fitness levels
and structured questionnaires were compared with post-
test data. Mothers who received the intervention had sig-
nificantly lower EPDS scores than did mothersin the con-
trol group at 12 weeks posttreatment (t = 8.96, p < .01).
However, there was no significant group differencein lev-
els of social support.”™

One small study was conducted to assess mood
changes in the postpartum period among women who ex-
ercised. Twenty women who had delivered a baby within
the past year (mean =12 weeks;, SD =4 weeks) com-
pleted the State-Trait Anxiety Inventory and the Profile of
Mood States before and following either an exercise ses-
sion (N =10) or a quiet rest session (N = 10). Exercise
consisted of 60 minutes of low-impact aerobic activity at
intensity between 60% to 70% of maximal heart rate
reserve. Quiet rest consisted of sitting quietly in a room
free from distractions for 60 minutes. The results indi-
cated that while anxiety and depression scores decreased
significantly following exercise and quiet rest, exercise
was associated with a significant decrease in total mood
disturbance.”

DISCUSSION

There are severa different psychological approaches
to the treatment of postpartum depression. In this current
review, 6 trials®* were found evaluating the effective-
ness of CBT related to postpartum depression, but all suf-
fered significant methodological limitations, such as a
small sample size or lack of atrue control group. At this
time, there is limited evidence regarding the inclusion or
exclusion of this approach in postpartum depression treat-
ment programs, but the primarily beneficial results sug-
gest that further research is warranted. This research is
particularly necessary considering CBT is an effective
treatment for general depression, with a meta-analysis of
28 studies suggesting that, given over a mean of 14.9
weeks, this intervention is as beneficial as medication
or other psychotherapies.” Correspondingly, in a large
analysis of 4 trials, CBT fared as well as antidepressant
medication with “severely” depressed outpatients in 4
major comparisons.”” However, considerable time, com-
mitment, and cost are required from participants, and ap-
proximately 10% to 40% fail to complete full treatment, a
compliance rate similar to pharmacotherapy.”

Similarly, psychotherapies that target interpersona
and/or current psychological problems related to general
depression have been shown to be more effective than
long-term analytic psychotherapies.” In this review, 4
studies?®*28 were found evaluating the effectiveness of
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IPT; however, only 1 investigation was a well-designed
trial.® The results from this trial and the other smaller
studies suggest that there is some evidence to support the
recommendation that IPT may be effective in the treat-
ment of postpartum depression. As such, structured CBT
and | PT interventions hold promise and well-designed tri-
aswith large samples are warranted. Future investigations
should include long-term follow-up after intervention
discontinuation designed to determine the comparative
effectiveness of pharmacologic and psychological treat-
ments, using trained health professional s and standardized
interventions.

Research has clearly demonstrated that a lack of social
support is a significant predictor of postpartum depres-
sion. As such, peer support interventions have potentially
beneficia effects in treating women who have mild to
moderate depression or for women with no previous his-
tory of depression. Three studies™*“*®were found evaluat-
ing the effectiveness of professionally facilitated support
groups. Unfortunately, theoretical limitations, such as the
inclusion of both depressed and hondepressed women, and
methodological weaknesses render the results equivocal.
Well-designed trials with large, homogeneous samples are
warranted. Future research should also include self-help
groups (i.e., groups not facilitated by a heath profes-
sional) to extend the testing of lay support models with
mild to moderately depressed women, and evaluations of
eligible mothers who decline group interventions should
be conducted to identify potential help-seeking barriers.
Evaluations of group interventions should also include
measures that assess group dynamics and social com-
parisons to determine the salutary components of support
groups. A new intervention that holds promise is
telephone-based peer support, and a large randomized
controlled trial (N = 700) with afull economic evaluation
is currently under way in Toronto, Ontario, Canada.

One areathat has received little attention is the role the
spouse or partner plays in the prevention of or recovery
from postpartum depression. Partners can be a good
source of instrumental (e.g., sharing of childcare and do-
mestic responsibilities) and emotional support and can be
amediating link between the mother and family members
who may not understand the nature of postpartum depres-
sion. Further research is needed to identify the type and
amount of social support that is most beneficial.

Three European trials****" evaluated the effectiveness
of nondirective counseling with positive results, suggest-
ing this treatment modality may be a viable option for
women with mild to moderate postpartum depression. This
research has demonstrated the feasibility of population-
based screening and the application of home visits using
trained health professionals. Unfortunately, the immediate
problemisthe small samplesizein all of thesetrials. Con-
textual factors also decrease the application of the results
to a North American population where differences in the
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delivery of postpartum care exist. As such, a large ran-
domized controlled trial isneeded to replicate these auspi-
ciousresults. Finally, maternal/infant massage therapy, in-
fant sleep interventions, and mother-infant therapy all
hold promise and, with further research, these interven-
tions may be beneficial secondary treatment options.

Research Implications

This review clearly demonstrates that postpartum de-
pression research presents many special methodological
complexities that need to be considered if scientific
knowledge is to progress. First, there are particular diffi-
culties in defining the target group to be studied, as diag-
nosis is much less concrete than in other areas where an
initial assessment can be confirmed by physiological
tests. Second, many of the treatments used are hard to de-
fine with clarity, as psychological and psychosocial inter-
ventions often involve counseling and manipulation of the
environment; replicating such treatment with fidelity is
challenging. Third, the nature of the interventions em-
ployed frequently result in cointerventions. Fourth, there
are difficulties in establishing the relative costs and ben-
efits of treatment arising from the relapsing/remitting
nature of postpartum depression. Findly, the context of
postpartum depression research is crucial, as the cultural
and organizational environment in which postpartum de-
pression services take place is highly variable. For ex-
ample, the same intervention can have differing effects
depending on context and variations in the control group.

Many of the dilemmas with postpartum depression re-
search begin from the way in which interventions are
evaluated. In thisreview, we found limited agreement on
outcome measures, although the EPDS was the most con-
sistently used measure of depressive symptomatology.
Most studies obtained no information on maternal percep-
tions, such as whether the women even liked the interven-
tion. Although postpartum depression can occur within
the first year postpartum, most trials had follow-up peri-
ods of less than 6 months. Of the trials conducted, most
were small with a mean sample size of approximately 62
women, although 300 would be more appropriate to de-
tect clinically significant changes in depressive symp-
tomatology. There were also high attrition rates, espe-
cially with group interventions. Finally, examination of
the wider impact of postpartum depression through eco-
nomic evaluations was rarely conducted.

The challenge is to conduct methodologically rigorous
randomized controlled trials, remembering that 1 expen-
sive randomized controlled trial may prove more cost-
effective than a large number of small studies with no
meaningful results. To ensurethat trialsare well designed,
the following points need to be considered. Difficultiesin
definition of postpartum depression should be confronted
by using structured diagnoses or psychometrically tested
self-report instruments such as the EPDS. Adequate
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sample sizes based on power analyses should be incorpo-
rated so that the results can be compared across different
postpartum samples. While researchers should consider
multiple dimensions of improvement, trials should focus
on a small number of clear outcomes in the interest of
both clarity and decreasing participant burden. Long-term
effects should be addressed by adequate length of follow-
up. Trias should also be analyzed by intention-to-treat
analysis without excluding those who drop out due to a
change in treatment. Intervention replication can be
achieved through a concise account of not only the in-
tended but also the actual intervention in both the experi-
mental and control groups. Finally, maternal evaluations
should be included to understand the nature of the inter-
vention as well as what are important outcomes.

At present, definite conclusions cannot be reached
about the relative effectiveness of most of these non-
biological treatment approaches due to the lack of well-
designed investigations. Randomized controlled trials are
needed to compare different treatment modalities, exam-
ine the effectiveness of individual treatment components,
and determine which treatments are most useful for
women with different risk factors or clinical presentations
of postpartum depression. As there is no single etiologic
pathway by which women develop postpartum depres-
sion, it isimprobable that a single treatment modality will
be effective for all women. A multifactorial treatment ap-
proach, which combines the contributions of the psycho-
logical, psychosocial, and biological factors, is likely to
be most beneficial, as it recognizes various etiologic fac-
tors and individual variations.

Thefirst part in this 2-part series appears in this issue on pages
1242-1251.

Drug name: fluoxetine (Prozac and others).
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