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“People don't care how much you know until they know how much you care”

― Theodore Roosevelt



The 2019 report, “Fostering Healthy Mental, Emotional,

and Behavioral Development in Children and Youth,” began

on a more somber note. Even though the mental health 

professions have developed many effective treatments for 

mental disorders, the prevalence of these disorders is not 

declining. The 2019 report points out that “rates of depression, 

suicide, and self-harm among young people have actually been 

increasing: in 2015, suicide was the second most common cause 

of death among young people aged 15 to 24, and between 2005 

and 2014, the proportion of adolescents experiencing a major 

depressive episode increased from 8.7 percent to 11.3 percent.



Investigators and clinicians support treating depression during 

pregnancy to mitigate depression’s effects on both the

mother and her child. For example, exposure to depression

during the fetal period has been shown to increase the risk for

depression in offspring at age 16 by 4.7 times compared with

unexposed offspring, even when the mother recovered from

depression after birth. The relationship between maternal

depression and child developmental adversity is a continuum

that begins during pregnancy.

Maternal Depression: a Lifecycle Lens

Even subtle problems in fetal brain development can 

predispose the child to mental illness in adulthood. 

Thus, the quality of the fetal environment

during sensitive periods can dictate the vulnerability of

individuals to a broad array of diseases across the lifespan. 

Fetal programming is widely accepted as part of the

inheritance of obesity, metabolic disease, and diabetes.











▪ An estimated 61.5% of adults and 48% of children 
in the United States have been exposed to ACEs, 
with more than one-third of these having multiple 
exposures.

▪ Children ages 0-3 are particularly vulnerable 











Psychiatric disorders are associated with an elevated risk of 

maternal mortality from suicide,

which was responsible for 20% of deaths during pregnancy or

the first year postpartum.

An American study from Colorado found that deaths related to 

psychiatric disease were the eighth most common cause of 

maternal death, more common than hemorrhage or 

complications of anesthesia, and when combined with drug 

overdose they were the leading cause of maternal mortality.

Most suicides in the postpartum period occurred between 9 

and 12 months postpartum and that the perinatal suicides were 

by highly lethal means (such as via firearm), suggesting that 

limiting follow up to 1, 3 or 6 months postpartum is insufficient. 

Intimate partner violence in half of the postpartum mothers 

who died by suicide. 

Maternal Suicide























Stillface=Toxic     

Stress



B Van der Kolk “what we see most of in 
our offices is from interpersonal trauma”



• “the default mode network 

• is the major resting network 

• of the brain”

• -R. Lanius
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Yehuda et al. 2015







▪ Vulnerability to shifts in reproductive hormones in pregnancy and childbirth

▪ Estrogen and progesterone receptors throughout the brain and can modulate genomic and non-
genomic mechanisms

▪ Allopregnenolone GABA(alpha) receptors

▪ Distinct neurobiological patterns of mothers with PPD on fMRI

▪ Alterations in HPA axis during pregnancy such as CRH release by placenta

▪ First-onset postpartum thyroid autoimmune disorders often coincide with postpartum mood 
disorders

▪ Markers of inflammation associated with postpartum mood disorders, e.g. IL-6

▪ First pregnancies are more often linked to postpartum disorders, including postpartum psychosis 
and preeclampsia, suggesting a common etiology of psycho-neuro-immune dysregulation







▪ Positive Childhood Experiences Score The PCEs score included 7 items asking respondents to 
report how often or how much as a child they: (1) felt able to talk to their family about 
feelings; (2) felt their family stood by them during difficult times; (3) enjoyed participating in 
community traditions; (4) felt a sense of belonging in high school (not including those who did 
not attend school or were home schooled); (5) felt supported by friends; (6) had at least 2 
nonparent adults who took genuine interest in them; and (7) felt safe and protected by an 
adult in their home.





60% of women with postpartum depression do not seek help

The U.S.Preventive Services Task Force, the American College of Obstetricians

and Gynecologists, and the American Academy of Pediatrics all recommend

to screen for depression during the perinatal period. The Council on Patient Safety

in Women’s Health Care (www.safehealthcareforeverywoman.org) created a practice bundle







▪ Epidemiology Pregnancy

▪ 11% for depressive disorders and 15% for anxiety disorders. 

▪ Epidemiology Postpartum (point prevalence):

▪ depression disorder 12-20%

▪ anxiety disorder 12%

▪ These disorders should not be confused with the so-called Baby Blues, which are usually 
described as transient, mild mood and anxiety symptoms that often persist for ≤2 weeks and 
usually resolve spontaneously with no sequelae

▪ Further, antenatal anxiety and depression are two of the greatest risk factors for PPDs. 
Inadequate social support and a history of adverse life events increase the risk of PPDs



▪ Biological factors might have greater role in postpartum bipolar illness whereas psychosocial risk factors might play 

greater role in depressive disorders

▪ Continuing medication is protective in only a subset of postpartum women and discontinuing medication does not 

guarantee that women will relapse

▪ PPD is often a trigger for onset of a chronic major depressive disorder, with almost 1 in 3 women continuing to struggle 

with depressive symptoms at least 4 years after delivery. 

Postpartum Disorders: Overview





▪ Sleep

▪ Psychosocial

▪ Neuroimmune

▪ Hormonal

▪ Genetics

S. Melzer-Brody et al., 2018











▪ Postpartum psychosis, which is an umbrella term for disorders recorded as, for example, 
mania, mixed episodes, psychotic depression or psychosis not otherwise specified (not a 
recognized diagnosis in ICD10 or DSM V).

▪ Postpartum OCD particular diagnostic challenge—thoughts are highly distressing for the 
mother



▪ Largest study (68 patients) showed stepwise sequence with short-term benzodiazepines, 
antipsychotics and lithium. 98.4% recovery. 

▪ Another study (34 patients, many of whom had catatonia) treated with ECT

▪ Antipsychotics not protective against relapse. 

▪ Lithium monotherapy was protective against relapse for at least a year postpartum.

▪ Lamotrigine used for bipolar depression, some use perinatally. Some evidence can help 
stabilize mood if woman does not tolerate lithum. Most likely in combination with 
benzodiazepines and SGAs



N. Erickson and H. Kim (in progress)
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80% American women will become pregnant

THINK FAMILY



It is well established that women with

both common mental disorders and severe mental illness have 

an increased risk for adverse obstetric and pregnancy 

outcomes, including preterm births and impairments.

foetal growth. Furthermore, women with severe mental illness

also have increased risks of pre-eclampsia, antepartum and 

postpartum haemorrhage, placental abruption and stillbirths.

It is also increasingly clear that these risks are elevated 

regardless of pharmacotherapy during pregnancy suggesting

causality beyond medication. This is unsurprising, given the 

higher prevalence of well-established obstetric

risk factors among women with perinatal mental illness, 

including distal risk factors (such as domestic violence, and 

poor or delayed antenatal care) and proximal risk factors (such 

as obesity, gestational diabetes, hypertension and smoking

Importance of Pre-Conception Care for 

Women with Mental Health Needs



Clark and Wisner 2018



Melzer-Brody et al., 2018





Factors increasing the probability of a diagnostic change from 
major depressive disorder to bipolar disorders 

(general, not only perinatal)

• Earlier age at onset (i.e. <25 years)

• Presence of psychosis

• Atypical depression (eg, hyperphagia or hypersomnia)

• Number of depressive episodes (i.e. three or more previous episodes)

• A family history of bipolar disorders, an extensive family loading of 
psychopathology, or both

• Non-response to antidepressants or the induction of hypomanic symptoms by 
antidepressant treatment

• Mixed features

• Pattern of comorbidity (e.g. substance use disorder and migraine) and 
polymorbidity (three or more comorbid conditions)

(McIntyre et al. Lancet 2020)





▪ |

▪ Identify somatic comorbidities and optimize their management.

▪ Check the mode of delivery, whether complications were present and whether
delivery was experienced as traumatic. In the case of post-traumatic stress symptoms,
consider specific treatments.

▪ Assess for suicidal thoughts and intrusive thoughts of harm towards the baby.

▪ Consider the safety of the baby and whether the mother can provide care for the

baby if she is alone or whether other adult supervision is required.

▪ Ask the mother about her attitude towards her baby and observe maternal–child
interactions. Consider specific treatments with signs of problematic interactions
or bonding.

▪ Review the feeding pattern of the baby.  Address problems with breastfeeding
or bottle feeding.

▪ Provide strategies to preserve sleep, such as finding another person to feed the infant
at night.

▪ Assess psychiatric history before starting treatment. Review the nature and
effectiveness of past treatments and restart previous effective treatment when 
appropriate

General management guidelines for non-psychotic psychiatric disorders











Risk/Benefit/Alternatives Discussion

• What is known/unknown about risks of untreated illness in your 
patient

• What are known/unknown risks of treatment options to 
patient(mother) and fetus/baby

• “Parenthood is a journey into the unknown but together we can 
try to make decisions which reduce the overall risk.”

• Framework of assessing risk above baseline for both pregnancy 
and psychiatric illness.



“Best Practices”

• Share information:  

– medical knowns and unknowns (data, use your 
resources!)

– Ask what the patient thinks is best for herself and her 
family

• Decrease the sense of “black or white”

• Think ahead

• Create a sense of options and working together, 
continuously weighing risks to mother and 
fetus/newborn and working to decrease the risk for both



Guiding principles

• Make treatment recommendations based 
on:
– Severity of underlying disorder

– History of treatment response

– Individual patient preference



❖Stigma of mental health and psychiatric illness in general

❖Lack of timely intervention with knowledgeable providers 

❖Aversion to taking medication - mostly fear based due to lack of knowledge

❖Negative feedback from support system on symptoms or use of medications

❖Sometimes providers are quick to offer a prescription without listening which disrupts 
the therapeutic alliance  



Pharmacologic 

Treatment in Perinatal

Depression

The American Psychiatric Association and 

American Congress of Obstetrics and 

Gynecology both recommend either 

psychotherapy or antidepressant medication as

first-line treatment for mild to moderate 

perinatal depression



The rule of thumb for treating perinatal women is that one size does not fit all, and

each patient should have an individualized discussion with her provider about the

risks of medication weighed against her own risks of not taking medication during pregnancy

or lactation. Women who decide they want to come off medications should do

so with the supervision of a physician, and ideally preconceptionally. Abrupt medication

discontinuation has been associated with high relapse rates. In a prospective sample of

201 euthymic women on stable doses of antidepressants at the time of conception,

68% who discontinued medications during pregnancy experienced relapse of symptoms,

And 60%of those who stopped their medication restarted it later in pregnancy.

Predictors of relapse included having 4 or more prior depressive episodes and suffering

illness for more than 5 years. The most judicious approach is to use the least amount

of medication that helps a woman feel better and keeps her well. As noted, it is important

to recognize that higher dosages are often required than pre-pregnancy dosages

owing to increased blood volume and increased metabolism during pregnancy. Managing

sleep and comorbidities, while providing a multidisciplinary treatment approach,

will improve outcomes with medication treatment of perinatal depression.

Risk of Relapse with Medication Discontinuation



▪ There have been conflicting data about SSRI exposure during pregnancy and the potential risk 
of small for gestational age, preterm delivery, and spontaneous abortion. These risks have been 
associated with perinatal depression itself and the risk may lie with the illness rather than 
exposure.

▪ Most current data looking at exposure to all SSRIs show no consistent information to support 
specific teratogenic risks

▪ Up-to-date publication examining a cohort of more than 3 million women, and adjusting for 
potential confounding variables, concluded a very small increased absolute risk for PPHN 
(persistent pulmonary hypertension) with SSRI exposure (adjusted odds ratio of 1.28 for 
SSRIs vs 1.14 for non-SSRIs).



▪ Most common of the potential adverse effects of taking SSRI in pregnancy, estimated to occur in up to 

30% of exposed babies 

▪ Usually short lived with a median duration of 3 days

▪ 75 % complete resolution by 5 days 

▪ reports of adaptation signs lasting up to 4 weeks

▪ Premature babies are more vulnerable to PNAS

❖Symptoms can vary greatly in severity. and can manifest as a range of symptoms, including irritability, 
respiratory distress, hypoglycemia, feeding difficulties, increased or decreased tone, sleep disturbance, 
and, more rarely, seizures, prolonged QT interval, or cardiac arrhythmias.



The risk for autism spectrum disorders associated with SSRI exposure during pregnancy

is controversial. Maternal depression has been found to be potentially neurotoxic,

and is a considerable confounding variable. Some studies have shown

potential risk for autism spectrum disorders with SSRI exposure however,

when adjusted for confounders, including the risk of maternal depression, statistical

significance is usually lost. Other developmental outcomes that must be considered

with perinatal exposure to psychotropic medications include language, growth,

and motor development. Review of available data demonstrates no effects of in utero

SSRI exposure on head circumference, weight, or length during the first year of life.

Examination of the literature on IQ and behaviors of sibling pairs in mother’s with and

without SSRI exposure during pregnancy showed that the child’s IQ was predicted by

maternal IQ. Maternal depression has an impact on problematic behaviors in the children.

Last, a longitudinal study of the development in children within utero SSRI

exposure found no differences in mental indices; psychomotor scores were mildly

lower during the first year of life, and then normalized thereafter.



If the Relative Infant Dose is less than 

10%, most medications are quite safe 

to use. The RID of the vast majority of 

drugs is < 1%.

(from Medications and Mothers’ Milk)

Postpartum 

and Breastfeeding



Breastfeeding is promoted by all major medical groups for the first year of the child’s

life to improve both maternal and infant health outcomes.

Therefore, to minimize stress on the mother, for most medications pumping and dumping (ie, pumping and

then throwing out all milk while taking a medication or after taking the medication

throwing out the first pump of milk after taking the medication) is not advised.

However, there may be cases where the risk–benefit ratio supports this practice, such as in

the case of a treatment agent that may have high likelihood of passing into breast milk.

As noted, the amount of medication exposure in breast milk is thought to be far less

than exposure during pregnancy through transplacental passage. Data from the National Institutes of Health 

have demonstrated that SSRIs are compatible with breastfeeding.

It is important to collaborate with the infant’s pediatrician when a mother is

taking a psychotropic medication during lactation, and to monitor the infant for sedation, proper weight gain, 

and achievement of developmental milestones. For any medication other than lithium, the literature does not 

support checking infant blood levels.

For questions, an important resource is LACTMED, https://toxnet.nlm.nih.

gov/newtoxnet/lactmed.html, a database from the National Institutes of Health, with

information on medication patients may have taken during pregnancy.



Congenital malformations Fetal exposure to lithium has been associated with an

increased risk for cardiac abnormalities. The risk for Ebstein’s anomaly with first

trimester exposure is 1 (0.1%) to 2 in 1000 (0.2%)

Folate supplementation with 5 mg reduces the risk and severity of congenital

heart disease by suppressing lithium-induced potentiation of a signaling pathway

that inhibits genes important to initiating cardiogenesis. 

No other congenital malformations have been associated with lithium exposure.

For women with first trimester exposure, fetal echocardiography and a level 2 
ultrasound examination is recommended at 16 to 18 weeks of gestation to evaluate 
for anomalies



Recent literature has shown that lithium’s association with cardiac

malformations is smaller than previously thought and must be weighed against

the risks of the illness itself. Although limited, data for lithium and second-generation

antipsychotics indicate effects are reassuring with regards to child development.

Despite some earlier concerns, subsequent studies have suggested that lamotrigine

is not associated with an increased risk of congenital malformations. The

long-term safety profile of lamotrigine during pregnancy is promising. In a review

that included 8 studies, lamotrigine had no adverse outcomes on infant IQ or

neurodevelopment.

LITHIUM, ATYPICAL ANTIPSYCHOTICS, AND

LAMOTRIGINE: DATA REGARDING 

LONG-TERM EFFECTS ON CHILDREN’S DEVELOPMENT



▪ S. Melzer-Brody et al., Postpartum Psychiatric Disorders, Nature Reviews 2018

▪ M. Kimmel et al., Pharmacologic Treatment of Perinatal Depression, Obstet Gynecol Clin N Am 
2018

▪ Krebs et al., Neurodevelopment: the Impact of Nutrition and Inflammation during Infancy in Low-
Resource Settings, Pediatrics 2017

▪ C. Hoffmann and K. Wisner, Psychiatry and Obstetrics: an Imperative for Collaboration, Am J 
Psychiatry 2017

▪ C. Bethell et al., Positive Childhood Experiences and Adult Mental Health,…, JAMA Pediatrics 2019

▪ L. Howard and H. Khalifeh, Perinatal Mental Health: a review of the progress and challenges, World 
Psychiatry 2020

▪ E. Valadez et al., Early Parenting Intervention Effects on Brain Responses to Maternal Cues Among 
High-Risk Children, Am J Psychiatry 2020





▪ R. Munoz and M. Weissmann, “Fostering Healthy Mental, Emotional, and Behavioral Development in 
Children and Youth”: National Academies Report Calling for a Decade of Children and Youth, Am J 
Psychiatry 2020











▪ Womensmentalhealth.org

▪ Postpartum. net

▪ 4thTrimester Project

▪ Lactmed

▪ Hales’s Medications & Mother’s Milk

▪ MothertoBaby

▪ Reprotox.org

▪ PACES Connection

▪ NCRPtraining.org

▪ Harvard Center on the Developing Child

▪ Redleaf Center for Family Healing (HCMC)

▪ Masonic Institute for the Developing Brain (U of MN)


