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Postpartum Depression (1 of 8)

Yes

No
3

ALTERNATIVE 
DIAGNOSIS

1
Patient who has given birth recently or within the past year presents 

w/ signs & symptoms suggestive of postpartum depression (PPD)

2
DIAGNOSIS

Does patient have 
PPD?

2
DIAGNOSIS

Does patient have mild 
to moderate 
symptoms?

Not all products are available or approved for above use in all countries.
Specifi c prescribing information may be found in the latest MIMS.

Good 
response to 

therapy?
No

Yes

D Follow-up

Yes

A Electroconvulsive therapy  
C Consider expert referral 

Yes
Mild to 

Moderate 
Symptoms

No
Severe 

Symptoms

CONTINUE THERAPY
• Gradually reduce & discontinue 

pharmacotherapy after resolution 
of symptoms

A Non-pharmacological therapy
• High-intensity psychotherapy, 

eg cognitive behavioral therapy
B Pharmacological therapy  

• Brexanolone
• Selective serotonin reuptake inhibitor 

(SSRI)
• Serotonin & norepinephrine reuptake 

inhibitor (SNRI)
• Tricyclic antidepressant (TCA)
Consider hospitalization if patient is 
acutely suicidal

No

Good 
response to 

therapy?

A Non-pharmacological therapy
• Patient education
• Psychosocial interventions
• Psychotherapy
May consider a trial of antidepressant 
therapy if counselling & psychotherapy are 
unavailable or declined by the patient 
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Postpartum Depression (2 of 8)

1 POSTPARTUM DEPRESSION

• Perinatal depression is an episode of major or minor depression occurring during pregnancy (antenatal or 
antepartum period) &/or after giving birth (postnatal or postpartum period) 

Postpartum Depression (PPD)
• Major depressive episode occurring within 4 weeks following delivery or up to a year after childbirth  
• May peak at 2-4 weeks & 10-14 weeks after childbirth  
• Prevalence rates are estimated between 6-13%  
• Symptoms are similar to those of major depression (eg irritability, anxiety, sleep disturbance) but w/ additional 

features distinctive of the postpartum period like feelings of being overwhelmed & inadequate as a parent, & 
being highly preoccupied w/ the baby’s feeding & health  
- Suicidal thoughts & infanticide have also been noted in severe cases

• Risk factors include family or personal history of anxiety & mood disorders, untreated anxiety & depression 
during pregnancy, & previous history of PPD  

• � ough the specifi c pathogenesis is unknown, contributing factors to the development of PPD may include 
the following:  
- Rapid decrease of reproductive hormone levels after delivery
- Acute/chronic maternal health problems
- Genetic factors (eg variants in the SLC6A4 gene encoding the serotonin transporter, & GR & CRHR1 genes 

encoding the glucocorticoid receptor & corticotropin-releasing hormone receptor) 
- Social factors (eg unintended pregnancy, stressful events during pregnancy or early puerperium, infant w/ 

health issues, low social support, family or relationship confl icts, history of violence or abuse w/ partner)  
• Course varies w/ the symptoms spontaneously resolving weeks after its onset or may persist beyond the 1st 

postnatal year; may even relapse in either pregnant or non-pregnant state  

2 DIAGNOSIS

• Assess all women for symptoms of depression & anxiety at least once during postpartum check-ups (preferably 
at each visit)  
- Simultaneously screen also for bipolar disorder as management of this condition is diff erent from PPD, ie 

potential antidepressant therapy may worsen bipolar disorder
• It is important to identify PPD in the patient as this leads to serious consequences for the patient, infant & her 

family (eg decreased functioning of the patient w/ increased risk of relationship confl icts, & infant caregiving 
as well as the cognitive, emotional & social development of the child are aff ected)  

• It also helps in identifying patients who would need specialized care as early detection & intervention are 
important

History
• Due to the high rates of psychiatric comorbidity, inquire specifi cally about a family or personal history of 

mental health disorders (eg depression, bipolar disorder, postpartum psychosis, anxiety, panic or obsessive-com-
pulsive disorders) & relevant social history (eg substance or alcohol abuse, living conditions, economic status, 
quality of interpersonal relationships, violence & abuse from partner, childhood maltreatment)  

• Ask if patient has thoughts of harming herself or anyone else & if able to care for herself or the infant  
Screening
• � e U.S. Agency for Healthcare Research and Quality & the United Kingdom’s National Institute for Health 

and Care Excellence recommend use of a 2-question screening tool relating to feelings of hopelessness or 
depression & lack of pleasure or interest in activities in the past month  
- A positive answer to either question can be followed by the use of the Edinburgh Postnatal Depression Scale 

(EPDS) or the Patient Health Questionnaire 9 (PHQ-9) to identify possible PPD
- Positive results from the questionnaires (eg a score of >10 or a positive reply to having thoughts of harming 

oneself in the EPDS) should lead to a complete clinical interview w/ the patient to confi rm diagnosis using 
the DSM-5 criteria  
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Postpartum Depression (3 of 8)

2 DIAGNOSIS (CONT’D)

Diagnostic Criteria
• � e Diagnostic & Statistical Manual of Mental Disorders (DSM-5) criteria for postpartum depression have a 

peripartum onset specifi er (ie onset of depressive symptoms occurs during pregnancy or within 4 weeks after 
delivery) that can be applied to major depressive episode criteria  
- A major depressive episode requires that at least 5 or more of the following symptoms (one of which must 

either be depressed mood or diminished interest or pleasure in activities) must be present for most of nearly 
every day for 2 weeks
- Depressed mood that is either self-reported or observable
- Diminished interest or pleasure in activities
- Hypersomnia or insomnia
- Changes in appetite, weight gain or weight loss (when not dieting)
- Feeling of fatigue or loss of energy
- Psychomotor agitation or retardation
- Sense of diminished or loss of self-worth & inappropriate guilt
- Diminished ability to concentrate or make decisions
- Recurrent thoughts of death or suicidal ideation (w/ or without a specifi c plan)

- � e depressive symptoms cause signifi cant impairment or distress in social, occupational or other areas of 
function, are not caused by the physiological eff ects of a substance or another medical condition, not better 
explained by a schizoaff ective disorder or other psychotic disorders, & there has never been an episode of 
mania or hypomania  

Symptom Severity
• Severity of symptoms may be estimated based on its impact on patient’s daily functioning  

- Mild depression: Meets minimal depression diagnostic criteria & can function w/ extra eff ort 
- Moderate depression: Meets depression diagnostic criteria & cannot overcome symptoms w/ extra eff ort 

but not incapacitated
- Severe depression: Meets diagnostic criteria & has incapacitating symptoms

Physical Exam
• Conduct a mental status exam & complete physical exam for other medical causes  
• Patient may present w/ poor hygiene & rapid weight loss (self-neglect), lacerations or scars (self-harm), fl at 

aff ect, slow movement/speech or restlessness (psychomotor retardation or agitation)  
Laboratory Tests
• Measure hemoglobin & thyroid-stimulating hormone levels to screen for anemia & thyroid dysfunction as 

both conditions can imitate depression  

3 ALTERNATIVE DIAGNOSIS

• Baby Blues
- Develop mostly in new mothers w/ typical symptoms (eg crying spells, mood swings, & anxiety) appearing 

between 3-5 days after childbirth & resolving within 2 weeks without treatment, though some may progress 
to PPD  

• Postpartum Psychosis
- Considered to be a psychotic episode of bipolar disorder, postpartum psychosis typically starts within the 

fi rst days or weeks after childbirth w/ symptoms of bizarre behavior, confusion, delusions, disorganized 
thoughts, hallucinations, & depressed or elevated mood  

- Mania starts within 2 weeks postpartum w/ depression developing later on  
- An emergency due to the possibility of suicide or harm to the infant  

• Other conditions that need to be ruled out include anxiety disorder, obsessive-compulsive disorder, panic 
disorder, bipolar disorder, substance or alcohol abuse, anemia, hypothyroidism   
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Postpartum Depression (4 of 8)

A NON-PHARMACOLOGICAL THERAPY
• Treatment goals include diminishing depressive symptoms, preventing suicide & infanticide, & restoring 

patient’s functionality  
Patient Education
• Counsel patient & her partner/family members regarding PPD, possible treatments & their risks & benefi ts, 

the risks & benefi ts of breastfeeding on or off  medical therapy, the risks to the patient or the infant when 
discontinuing medication, & coping strategies, eg social support, giving time for self  

• Recommend adequate nutrition & sleep & regular exercise  
- Advise patient regarding balancing the benefi ts of breastfeeding w/ her need to sleep as the lack of sleep can 

worsen depressive symptoms  
• Relaxation techniques (eg yoga, tai chi, meditation, art therapy, etc) may help in managing anxiety & stress  
Psychosocial Interventions 
• For patients w/ mild symptoms, psychosocial interventions are encouraged, eg peer & partner support, 

nondirective counseling  
• May be conducted in person or via a phone call
• A meta-analysis of 5 trials demonstrated that women who were given psychosocial interventions were less 

likely to still be depressed 1 year after childbirth than those who were given standard postpartum care 
Psychotherapy
• For patients w/ moderate symptoms & those who are unresponsive to psychosocial interventions, a formal 

psychotherapy is considered  
- May be used together w/ medical therapy in the management of severe PPD  

• May include cognitive behavioral therapy, interpersonal therapy, psychodynamic or insight-oriented therapy, 
or group therapy (therapist &/or peer led)  

• May be used w/ individuals, groups or couples/families  & are eff ective for prevention & treatment of PPD  
• Patients who underwent psychotherapy for 6 months have lower depression levels & higher remission rates 

compared to those who were given standard postpartum care  
Electroconvulsive � erapy
• May be considered in women w/ severe depression who did not respond to medical therapy, those w/ an acute 

episode of psychosis, or when patients have suicidal ideation  
- It is safe for the baby & breastfeeding may be continued  

• A valid consent must be obtained at all times if the patient can provide one; if not possible, advance directives 
or patient’s partner &/or family must be consulted  

Other Interventions
• Other non-pharmacological therapy interventions include the following though further studies are needed to 

demonstrate efficacy: Acupuncture, bright-light or phototherapy, repetitive transcranial magnetic 
stimulation

B PHARMACOLOGICAL THERAPY
Principles of � erapy
• Indications include PPD symptoms unresponsive to psychosocial interventions or psychotherapy, severe 

symptoms needing immediate treatment, high risk of relapse, or patient preference  
• No evidence has shown that any single antidepressant agent is more eff ective than another in treating PPD  
• Consider using the antidepressant agent that was previously eff ective for the patient  

- � ough may also consider changing medication if there is a drug which is also eff ective for the patient but 
has lower risk of adverse eff ects  

• Begin antidepressant treatment w/ the lowest eff ective dose, titrating gradually to full therapeutic dose 
• Treatment duration of the acute phase is 2-3 months while for the maintenance phase, it is advised that 

treatment duration w/ antidepressants be 6-12 months after complete remission to decrease risk of relapse  
- A longer treatment duration may be needed in patients w/ recurrent depressive episodes

• All medications are excreted into the breast milk, though concentration in breast milk varies between drugs   
- Carefully decide on whether to discontinue nursing due to the risks of drug eff ects on the infant or to 

discontinue the drug, taking into account the risk of untreated depression in the mother  
- If breastfeeding will be continued while on medications, the infant should be monitored for symptoms such 

as decreased feeding, poor weight gain, sleep problems, irritability

Not all products are available or approved for above use in all countries.
Specifi c prescribing information may be found in the latest MIMS.
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Postpartum Depression (5 of 8)

Not all products are available or approved for above use in all countries.
Specifi c prescribing information may be found in the latest MIMS.

B PHARMACOLOGICAL THERAPY (CONT’D)
Brexanolone
• A neuroactive steroid GABAA receptor positive modulator, it is the fi rst US FDA-approved drug specifi c for 

PPD  
• It is an exogenously produced analog of allopregnanolone, a metabolite of progesterone  

- Allopregnanolone concentration rises during pregnancy & declines after birth; this decline is thought to 
cause PPD & anxiety  

• Brexanolone injection, in a matched-adjusted indirect comparison, was shown to rapidly relieve PPD compared 
to SSRIs based on the patient-reported EPDS & the clinician-reported Hamilton Depression Rating Scale 
(HAM-D)  

• Due to serious risk of excessive sedation or sudden loss of consciousness during administration, it is only 
available to patients enrolled in the restricted distribution program at certifi ed healthcare facilities where a 
healthcare provider can monitor the patient as part of the Risk Evaluation & Mitigation Strategy (REMS)  

Selective Serotonin Reuptake Inhibitors (SSRIs)
• Eg Sertraline, Paroxetine, Fluoxetine, Citalopram  
• Recommended for medication-naïve patients  
• May be given to women breastfeeding healthy full-term infants as concentration of these agents in breast milk 

is low  
- Excreted dose into breast milk is considered low risk if infant dose is <10% compared w/ maternal level  

• Women eff ectively treated w/ above SSRI agents during pregnancy may continue therapy while breastfeeding 
if without contraindications; however, SSRI use during pregnancy may delay lactogenesis  

• Response to therapy may be noted after 2-3 weeks  
Serotonin & Norepinephrine Reuptake Inhibitors (SNRIs)
• Eg Venlafaxine  
• Used when SSRI treatment had been ineff ective or when patient had a previous positive response to treatment 

w/ these agents  
• Current data also show these agents pass minimally into breast milk   
Tricyclic Antidepressants (TCAs)
• Eg Nortriptyline, Imipramine  
• Due to its anticholinergic adverse eff ects, treatment w/ TCAs is considered 2nd or 3rd line  
Adjunctive � erapy
• Benzodiazepines

- May be useful in patients w/ anxiety, insomnia or both
- Monitor infant for adverse drug eff ects particularly if treatment is given w/ other CNS sedating agents like 

opioids  
• Antipsychotics

- May be given to women who have depression w/ features of psychosis  
Other Potential � erapies
• Other promising treatments include the following though further studies are needed to demonstrate effi  cacy: 

Estrogen supplementation, omega-3 fatty acids, folate, S-adenosylmethionine, St. John’s wort  

C EXPERT REFERRAL
• A referral to a psychiatrist or a mental health professional is needed when patient’s symptoms are severe & 

unresponsive to initial therapy, & if patient has mania, psychosis or thoughts of harming oneself or others, eg 
baby  

• Evaluation for treatment is done within 2 weeks of referral & psychological interventions provided within 4 
weeks of initial evaluation  

• Consider hospitalization if patient is acutely suicidal  

D FOLLOW-UP
• Patients should be followed up regularly to evaluate adherence to medications, response to treatment, & for 

any suicidal ideation  
- Risk factors for attempting suicide include history of major depressive disorder or recurrent depression, 

psychiatric hospitalization within the fi rst year after childbirth, young maternal age (eg adolescents)  
• Patients w/ mild to moderate PPD may be seen 4-6 weeks after diagnosis & initiation of therapy while for 

severe PPD, it is 2-4 weeks  
• Use standardized questionnaires to measure treatment response, eg Patient Health Questionnaire  
• Breastfed infants of mothers on antidepressant therapy should also be evaluated for drug eff ects  
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Postpartum Depression (6 of 8)

Dosage Guidelines

NON-SELECTIVE MONOAMINE REUPTAKE INHIBITOR

Drug Dosage Remarks

Doxepin Mild to moderate: 25 mg PO 8 hrly
Severe: Up to 300 mg PO 24 hrly

Adverse Reactions
• GI eff ects (dry mouth, constipation); CNS eff ects 

(drowsiness, confusion, paresthesias, 
extrapyramidal eff ects, seizures); Other eff ects 
(blurred vision, hypotension, tachycardia, skin rash)

Special Instructions 
• May impair ability to drive or operate machinery
• Avoid in patients w/ glaucoma, urinary retention

All dosage recommendations are for non-elderly adults w/ normal renal & hepatic function unless otherwise stated.
Not all products are available or approved for above use in all countries.

Products listed above may not be mentioned in the disease management chart but have been
 placed here based on indications listed in regional manufacturers’ product information.

Specifi c prescribing information may be found in the latest MIMS.

PREVENTION
• Depression during pregnancy should be treated to prevent PPD as women w/ untreated depression are 5-7x 

more at risk than women without antenatal depressive symptoms  
- Psychotherapy or medical therapy given during the 1st trimester in women w/ depression decreases risk of 

PPD
• Women w/ signifi cant risk factors for developing PPD or those who have depressive symptoms which do not 

meet PPD defi nition may benefi t from supportive & psychological interventions done postnatally than when 
done during pregnancy  

• Recurrence rate had been estimated at 25-41% in women during the fi rst postnatal year
- Risk of recurrence is very high for women w/ bipolar disorder  
- Studies have shown that treatment w/ antidepressants may help prevent recurrence of PPD  

GABA MODULATOR ANTIDEPRESSANT

Drug Dosage Remarks

Brexanolone Continuous IV infusion over 
60 hr (2.5 days) as follows:  
0-4 hr: Start w/ 30 mcg/kg/hr
4-24 hr: Increase to 60 mcg/kg/hr
24-52 hr: Increase to 90 mcg/kg/hr 
(for those who do not tolerate 
90 mcg/kg/hr, consider 60 mcg/kg/hr)
52-56 hr: Decrease to 60 mcg/kg/hr
56-60 hr: Decrease to 30 mcg/kg/hr

Adverse Reactions
• CNS eff ects (sedation, somnolence, loss of 

consciousness); Other eff ects (dry mouth, hot fl ush)  
Special Instructions 
• Dilution is required before administration  
• Monitor neurologic function & pulse oximetry  
• Accompany patients during interactions w/ their 

child(ren)  
• Concomitant use of antidepressants or other CNS 

depressants (eg benzodiazepines, opioids) may 
increase the likelihood or severity of 
sedation-related adverse reactions  
- May impair ability to drive or operate machinery   

• Discontinue if PPD worsens or suicidal thoughts & 
behaviors are experienced

• Avoid in patients w/ end-stage renal disease; may 
cause fetal harm during pregnancy  
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Postpartum Depression (7 of 8)

Dosage Guidelines

SELECTIVE SEROTONIN REUPTAKE INHIBITORS (SSRIs)1

Drug Dosage Remarks

Citalopram Initial dose: 10 mg PO 24 hrly 
May increase dose in 10-mg 
increments up to:
Max dose: 40 mg/day

Adverse Reactions
• GI eff ects (dry mouth, N/V, diarrhea, dyspepsia); 

CNS eff ects (insomnia, tremor, somnolence); Other 
eff ects (sexual dysfunction, sweating)

Special Instructions 
• Initial feeling of increased anxiety may occur w/ 

SSRI; therefore, initial dose should be lower than 
normally prescribed for depression & increased 
slowly

• If discontinued after long-term use, taper dose over 
several wk

• Use w/ caution in patients w/ hepatic or renal 
dysfunction, seizure disorder, & patients taking 
medications that will aff ect clotting of blood

Fluoxetine Initial dose: 20 mg PO 24 hrly 
May increase dose gradually to:
Max dose: 80 mg/day

Adverse Reactions
• Dose related: Nervousness, anxiety, insomnia 
• CNS eff ects (headache, drowsiness, tremor, 

dizziness, sensation disturbance, abnormal dreams, 
mania); GI eff ects (nausea, diarrhea, anorexia); 
Other eff ects (blurred vision, sexual dysfunction, 
fatigue)

Special Instructions 
• See under Citalopram

Paroxetine Immediate-release:
Initial dose: 20 mg PO 24 hrly
May increase dose by 10-mg 
increments at wkly intervals up 
to:
Max dose: 50 mg/day 
Controlled-release:
Initial dose: 25 mg PO 24 hrly
May increase by 12.5-mg 
increments at wkly intervals up 
to: 
Max dose: 62.5 mg/day

Adverse Reactions
• Dose-related: Somnolence, asthenia,  dizziness, 

tremor, nausea
• CNS eff ects (headache, insomnia, nervousness, 

anxiety); GI eff ects (dry mouth, constipation, 
diarrhea); Other eff ects (sexual dysfunction, 
oropharyngeal disorders, myopathy)

Special Instructions 
• See under Citalopram

Sertraline Initial dose: 25 mg PO 24 hrly 
May increase dose by 50-mg 
increments at wkly intervals to:
Max dose: 200 mg/day

Adverse Reactions
• CNS eff ects (headache, somnolence, drowsiness, 

fatigue, dizziness, insomnia, tremor, anxiety, 
paresthesia, agitation); GI eff ects (nausea, dry 
mouth, diarrhea, constipation); Other eff ects 
(sexual dysfunction, abnormal vision)

Special Instructions 
• See under Citalopram

1Antidepressant therapy in adolescents & young adults is associated w/ clinical worsening, suicidality or unusual changes in behavior. 
Close observation of the patient & communication w/ the prescribing physician is warranted.  

All dosage recommendations are for non-elderly adults w/ normal renal & hepatic function unless otherwise stated.
Not all products are available or approved for above use in all countries.

Products listed above may not be mentioned in the disease management chart but have been
 placed here based on indications listed in regional manufacturers’ product information.

Specifi c prescribing information may be found in the latest MIMS.
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Postpartum Depression (8 of 8)

Dosage Guidelines

SEROTONIN & NOREPINEPHRINE REUPTAKE INHIBITOR (SNRI)1

Drug Dosage Remarks

Venlafaxine Initial dose: 37.5 mg PO 24 hrly, 
increased to 75 mg PO 24 hrly
May increase dose by 75-mg/day 
increments at not <4 days interval 
to:
Max dose: 225 mg/day

Adverse Reactions
• CNS eff ects (somnolence, dizziness, insomnia, 

nervousness, anxiety, yawning, abnormal 
dreams, tremor); GI eff ects (nausea, 
xerostomia, weight loss, anorexia, 
constipation, diarrhea); Other eff ects (sexual 
dysfunction, blurred vision, increased 
sweating)

• Dose-related: Vasodilation, hypertension
Special Instructions 
• Start w/ low dose to minimize side eff ects & 

titrate upward to the desired response 
• Use w/ caution in patients w/ renal & hepatic 

impairment
• Do not stop medication abruptly; taper dose 

over several wk

1Antidepressant therapy in adolescents & young adults is associated w/ clinical worsening, suicidality or unusual changes in behavior. 
Close observation of the patient & communication w/ the prescribing physician is warranted.

All dosage recommendations are for non-elderly adults w/ normal renal & hepatic function unless otherwise stated.
Not all products are available or approved for above use in all countries.

Products listed above may not be mentioned in the disease management chart but have been
 placed here based on indications listed in regional manufacturers’ product information.

Specifi c prescribing information may be found in the latest MIMS.

TRICYCLIC ANTIDEPRESSANTS (TCAS)1

Drug Dosage Remarks

Imipramine Initial dose: 25 mg PO 8 hrly
May increase dose gradually up 
to: 
Max dose: 150-200 mg/day
Hospitalized patient: Up to 
300 mg PO 24 hrly

Adverse Reactions
• Side eff ects are mostly due to antimuscarinic 

actions & may be decreased if started at low dose 
& increased gradually

• GI eff ects (dry mouth, constipation may lead to 
paralytic ileus, N/V, gastric irritation); CNS 
eff ects (drowsiness, nervousness, insomnia, 
headache, peripheral neuropathy, ataxia, tremor, 
confusion, delirium); CV eff ects (hypotension, 
tachycardia); Other eff ects (blurred vision, 
increased intraocular pressure, urinary retention, 
hyperthermia, sweating, weight gain)

Special Instructions 
• Start w/ low dose to minimize side eff ects & 

titrate upward to the desired response
• Use w/ caution in patients w/ urinary retention, 

chronic constipation, untreated angle-closure 
glaucoma, patients w/ CV disease, history of 
epilepsy, DM, impaired hepatic function

• Do not stop medication abruptly; taper dose over 
several wk

Nortriptyline Initial dose: 10-25 mg PO 
8-12 hrly
May increase dose gradually by 
10- to 25-mg increments every 
2-3 days up to:
Max dose: 150-225 mg/day

1Antidepressant therapy in adolescents & young adults is associated w/ clinical worsening, suicidality or unusual changes in behavior. 
Close observation of the patient & communication w/ the prescribing physician is warranted.

Please see the end of this section for the reference list.
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