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O B J E C T I V E S

• Define perinatal mood & anxiety 
disorders

• Discuss causes and risk factors of 
perinatal mood & anxiety disorders

• Identify signs and symptoms of perinatal 
mood & anxiety disorders

• Describe interventions and 
communication techniques helpful when 
interacting with parents experiencing 
perinatal mood & anxiety disorders



P E R I N A T A L  M O O D  &  A N X I E T Y  D I S O R D E R S  

( P M A D S )

• Set of mood and anxiety disorders that can occur any time during 

pregnancy and in the first year postpartum

• Widely underrecognized and underreported

• Rule out other causes including thyroid abnormalities and anemia

( L O W D E R M I L K  E T  A L . ,  2 0 2 4 )



P R E V E L A N C E

• During pregnancy and the postpartum period, depressive and 
anxiety disorders increase in frequency

• Anxiety disorders are more common than depressive disorders in 
the perinatal period

• Self-reported anxiety symptoms during pregnancy range from 18-
25%

• Perinatal women at 1.5-2x more likely to have OCD than women in 
the general population

• Rate of antenatal anxiety increased threefold during Covid-19



S U I C I D E

• Mental health conditions are the leading cause of maternal 
mortality in the U.S.  

• Account for 24% of all pregnancy related deaths

• Suicidal ideation occurs more often among pregnant women 
than non-pregnant women

• Among perinatal women, suicide most commonly occurs in the 
late postpartum period (43 to 365 days)

( T R O S T E T  A L . ,  2 0 2 2 )
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Underlying causes of pregnancy-related deaths, overall, data from Maternal 
Mortality Review Committees in 36 US States, 2017-2019

Maternal Deaths ( T R O S T E T  A L . ,  2 0 2 2 )



M A T E R N A L  

S U I C I D E  I N  

T H E  U . S .

The CDC has determined 
using data from the 

Maternal Mortality 
Review Committees that 

pregnancy related deaths 
from suicide are 100% 

preventable. 



R M C  A N D  M E N T A L  

H E A L T H

Loss of autonomy, 

dehumanization, and physical 

and emotional traumatization 

that occurs in the health care 

setting has lasting impacts on a 

patient’s mental health
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P M A D S  C A N  R E S U L T  I N …

• Adverse maternal outcomes

• Adverse newborn outcomes

• Breastfeeding challenges

• Impaired bonding and 

attachment

( L O W D E R M I L K  E T  A L . ,  2 0 2 4 )
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R I S K  F A C T O R S

Biologic Psychologic Situational Additional
• Rise/fall of estrogen 

and progesterone
• Changes in cortisol, 

oxytocin, melatonin, 
and thyroid 
hormone

• Neuroinflammatory 
processes

• Abnormal 
levels/activity of 
neurotransmitters

• Maternal nutrition 
deficiencies

• History of 
psychiatric 
disorders 
before or 
during 
pregnancy

• Family history 
of psychiatric 
disorders

• Physical, psychological 
or sexual abuse

• Intimate partner 
violence

• Lack of social support
• Unmarried status
• Marital discord
• Divorce 
• Low socioeconomic 

status
• Financial hardship
• Death of a loved one
• Natural disasters
• Mass conflict

• Age <24 or >35
• Unintended 

pregnancy
• Personal history 

of premenstrual 
dysphoria

• Complications of 
pregnancy 
and/or birth

( L O W D E R M I L K  E T  A L . ,  2 0 2 4 )



R I S K  F A C T O R S  - N I C U

Mothers of NICU 

Infants: 

• 27-57% reported 

anxiety symptoms

• Up to 40% 

experienced PPD 

•Immature physical appearance of the newborn

•Worry about newborn’s wellbeing

•Perceived loss of maternal role to nurses & 

physicians

•Financial stress r/t healthcare costs

•Exposure to unfamiliar and intimidating technology

•Distressing signs and sounds

•Lack of familiarity with medical terminology 
( B E C K ,  2 0 1 4 ; ;  M C C A B E - B E A N E E T  A L . ,  2 0 1 8 )



W H A T  A B O U T  

S I G N I F I C A N T  

O T H E R S ?

• PMADs are significantly related 

between couples

• Experience many of the same risk 

factors

• Often not routinely screened
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M O T H E R S  W I T H  

P M A D S  A R E  G R E A T  

P R E T E N D E R S

People who need 
help sometimes look 
a lot like people who 
don’t need help. 

Glennon DoyleT H E  S T I G M A  I S  

R E A L .



W H Y  D O N ’ T  P A R E N T S  D I S C L O S E  

S Y M P T O M S ?

• Stigma

• Guilt or shame

• Denial

• Lack of knowledge about PMADs

• Fear of failure

• Lack of maternal confidence

• Unrealistic expectations of 

motherhood

• Unrealistic social comparisons

• Societal pressure

• Lack of postpartum healthcare 
support and followup

• Failure of health care professionals 
to question new mothers about 
mood or anxiety symptoms





M A T E R N A L  S E L F  E F F I C A C Y

• Self-efficacy is essential for maternal 

survival

• Difficulty with new, beginning 

maternal skills may alter self-efficacy

• “Failure” when reality does not meet 

expectations

• In today’s society, what inhibits 

maternal self efficacy?



P M A D  S C R E E N I N G

• PMADs are often misdiagnosed or undiagnosed

• Routine screening helps to dispel stigma

• Universal and standardized

• Effectiveness is directly related to follow up

• Recommended by The American College of Obstetricians and 

Gynecologists (ACOG), American College of Nurse-Midwives (ACNM), the 

U.S. Preventative Services Task Force (USPSTF), and American Academy 

of Pediatrics (AAP)… ( L O W D E R M I L K  E T  A L . ,  2 0 2 4 ;  M C C A B E - B E A N E  
E T  A L . ,  2 0 1 8 ;  T H E  P O S T P A R T U M  S T R E S S  

C E N T E R ,  2 0 1 8 )



W H E N  S H O U L D  P A T I E N T  B E  S C R E E N E D ?

• Timing considerations

• At least once during the perinatal period 

• During comprehensive postpartum visit

• Newborn care visits

• Both parents



W H A T  S C R E E N I N G  T O O L S  A R E  A V A I L A B L E ?

• Use a standardized and validated tool

• Depression tools - EPDS, PHQ-2, PHQ-9

• Anxiety tools - GAD – 7, PASS, EPDS – A

• Suicide tools – C-SSRS



S C R E E N I N G  T I P S

• Normalize the patient, not the symptoms

• Ask questions with curiosity, empathy, and support

• Use your poker face

• Provide reasonable expectations of treatment/care

• Reassure, do not make promises, instill hope

• Provide written explanation of diagnosis



E P D S

Screening focuses on the 

following three symptom 

characteristics:

1. Frequency

2. Duration

3. Intensity

( K E N D I G  E T  A L . ,  2 0 1 7 ;  S I M P S O N  &  C R E E H A N ,  2 0 2 1 )

Edinburgh Postnatal Depression Scale (EPDS)



P H Q  – 2

P H Q  - 9



G A D - 7

E P D S - A



P A S S



C O L U M B I A -

S U I C I D E  

S E V E R I T Y  

R A T I N G  S C A L E  

( C - S S R S )



B A B Y  B L U E S

• Experienced by as many as 4 in 5 new mothers

• Transient, occurs during the first few days postpartum, generally peaks during days 3-5, 
lasting approximately 10 days postpartum 

• Related to physiological and psychosocial changes that happen in the process of becoming 
a new mother

• Risk factors: relationship difficulties, history of depression, and history of PMS 
(premenstrual symptoms)

• Exacerbating factors: insecurity, overstimulation, fatigue, pain, lack of strong support 
system

• Increased risk for developing postpartum depression
( B E C K ,  2 0 2 1 ;  S I M P S O N  E T  A L . ,  2 0 2 1 )



B A B Y  B L U E S  

P R E S E N T A T I O N

• Classic: alternating periods of crying and joy

• Additional: irritability, anxiety, headaches, 

confusion, forgetfulness, depersonalization, 

fatigue, “feeling let down,” and over-sensitivity 

• Self limiting

( B E C K ,  2 0 2 1 ;  S I M P S O N  E T  A L . ,  2 0 2 1 )



B A B Y  B L U E S  I N T E R V E N T I O N S

• Focus on support and reassurance

• Comfort measures may minimize exacerbations 

• Self-limiting nature means that active interventions are not 

necessary

• Postpartum nurses must be able to determine if a mother’s 

symptoms are normal “baby blues” versus pathologic behaviors



P E R I N A T A L  M O O D  &  A N X I E T Y  D I S O R D E R S

PMADs

Anxiety 
Disorders

GAD
Panic

OCD PTSD

Mood Disorders

PPD Bipolar 
II PPP

( B E C K ,  2 0 1 4 )



P E R I N A T A L  M E N T A L  H E A L T H  Q U I C K  G U I D E





P M A D S A N D  

B R E A S T F E E D I N G  

P I C T U R E  F R O M  H T T P S : / / W W W . I N S T A G R A M . C O M / P / B X H A F 3 W G P S V / ? U T M _ S O U R C E = I G _ E M B E D  



P M A D S  A N D  B R E A S T F E E D I N G  

• Increased pressure, stress, anxiety disrupts lactation hormones, reduce 

milk production and transfer

• Mothers with PMADs often have unrealistic breastfeeding expectations

• Breastfeeding may be therapeutic or harmful

• For mothers struggling with milk production and/or latch, keep it simple

• Promote relaxation and reduce stress

• May need to re-consider nighttime feedings

• Reassure it is the mother’s right to choose, without any judgment or guilt
( B E C K ,  2 0 1 4 ;  D A V I D S O N  E T  A L . ,  2 0 2 0 ;  S I M P S O N  &  C R E E H A N ,  2 0 2 1 )



B R E A S T F E E D I N G  &  

P S Y C H O T R O P I C  

M E D I C A T I O N S

• Concerns are related to long term use and 
potential effects on the infant

• An individualized risk-benefit analysis is 
necessary

• Preferred psychotropic mediations for 
breastfeeding are those with greatest 
documentation of prior use, few or no 
metabolites, and fewer side effects

• Majority of SSRIs and SNRIs pass through 
the milk in small amounts and have no 
untoward effects on the infant

• Lack of research specific to 
benzodiazepines, mood stabilizers, and 
antipsychotics but are used frequently
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B R E A S T F E E D I N G  M E D I C A T I O N  

R E S O U R C E S



H O W  C A N  W E  M A K E  

A  D I F F E R E N C E ?

“When a woman births, not 

only is a baby being born 

but so is a mother. How we 

treat her will affect how she 

feels about herself as a 

mother and as a parent.

Be gentle. Be kind. Listen.” 

Ruth Ehrhardt

The Basic Needs of a Woman in Labour

This Photo by Unknown Author is licensed under CC BY-NC-ND

https://researchoutreach.org/articles/meltdown-moments-emotions-perinatal-mums/
https://creativecommons.org/licenses/by-nc-nd/3.0/


T H E  B A S I C S

• Normalize the patient, not the symptoms

• Identify patient at increased risk for PMADs

• Be a good investigator

• Recognize signs and symptoms of PMADs

• Provide/coordinate/advocate for additional follow up PRN during 

pregnancy & after discharge

• Educate families on signs and symptoms

• Be knowledgeable regarding community resources & referral options
( L O W D E R M I L K  E T  A L . ,  2 0 2 4 )



A C T I V E L Y  L I S T E N ,  V A L I D A T E ,  C A R E F U L L Y  

C O M M U N I C A T E

• Utilize a calm, caring, confident, and nonjudgmental approach

• Provide clear, concise, realistic information

• Be a witness to fears, pain, and other symptoms

• Hear and validate anxiety and concerns

• Maintain autonomy 

( B E C K ,  2 0 1 4 ;  D A V I D S O N  E T  A L . ,  2 0 2 0 ;  S I M P S O N  &  C R E E H A N ,  2 0 2 1 )



T H E R A P E U T I C  C O M M U N I C A T I O N

Helps to dispel anxiety for mother and support persons

Encourages the expression of thoughts and feelings

Not about problem solving, but about validating feelings

•Active listening

•Sharing observations

•Sharing empathy

•Sharing hope

•Sharing feelings

•Using touch

•Silence 

•Providing information 

•Paraphrasing 

•Asking relevant 
questions

( B E C K ,  2 0 1 4 ;  D A V I D S O N  E T  A L . ,  2 0 2 0 ;  S I M P S O N  &  C R E E H A N ,  2 0 2 1 )



P R O V I D E  S U P P O R T

• Promote relaxation, comfort, and self care

• Encourage mom to identify and use coping 
mechanisms that have worked well in the 
past

• Frequent attention and therapeutic 
interaction

• Do not offer general or false reassurance

• Reassure she is not a bad mother

• “Do all that you can and that is enough.”

( B E C K ,  2 0 1 4 ;  D A V I D S O N  E T  A L . ,  2 0 2 0 ;  S I M P S O N  
&  C R E E H A N ,  2 0 2 1 )

You are not alone. 
You are not to blame. 

With help, 
you will be well.



P O S T -

D I S C H A R G E  

C A R E

• Establish seamless transition in care and 
follow-up 

• Who will be treating the mother beyond 
the postpartum period? 

• Bridge the gap of care

• Know available resources

• Do not expect mothers with PMADs to 
“advocate for themselves”
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N A T I O N A L  

S U I C I D E  

P R E V E N T I O N  

H O T L I N E



M A T E R N A L  

M E N T A L  

H E A L T H

H O T L I N E





R E S O U R C E S

Karen Kleiman, MSW, LCSW

https://postpartumstress.com/books/


Scan here 
to listen!

Podcast 1: Perinatal 
& Panic Disorders

Podcast 2: Perinatal 
Depression & 
Bipolar Disorders

Podcast 3: Perinatal 
OCD & Psychosis

Podcast 4: 
Medications & 
Lactation
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