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Evaluation and management of Postpartum Mood Disorders 

 

1. Definition or Key Clinical Information:  Postpartum Mood Disorders (PPMD) can affect birthers in 

many ways. Postpartum Blues are experienced by 50%-75% of birthers. The s/sx include crying, 

anxiety, emotional instability, irritability, and fatigue- although these symptoms do not interfere 

with functioning or care of baby. The onset of symptoms is 7-10 days after birth. Symptoms typically 

last less than 2 weeks. Postpartum depression (PPD) is a major depressive disorder. The peak onset is 

2 months after birth; however, the risk is elevated up to one year postpartum. About 19.2% of 

birthers experience a major depressive episode some time during the first 3 months postpartum. 

Symptoms typically last more than 2 weeks. Symptoms include sleep disturbance, guilt, inability to 

care for self or baby, feelings of isolation or loneliness. Some may experience suicidal ideation. 

Postpartum Bipolar Disorder (PBD) is Any important background information. Postpartum Psychosis 

is rare and may occur within the first year postpartum, although peak incidence is 4 weeks PP. 

Symptoms include acute onset of psychosis, delusional thoughts, thought s that the infant is being 

harmed and suicidal ideation. Postpartum OCD is also rare but requires immediate attention. It is 

characterized by intrusive thoughts and behaviors that are in response to a perceived danger toward 

their baby. These thoughts and behaviors are constant and repetitive, and they can severely disrupt 

daily life. Postpartum anxiety may cause someone to feel nervous and experience panic attacks, 

intrusive or racing thoughts. 

2. Assessment  

i.  Risk Factors   Depression before or during pregnancy or a family hx of depression. Mental 

illness diagnosis prior to pregnancy such as BPD, PTSD, OCD, anxiety, or depression. Lack of 

support PP, traumatic pregnancy and or birth, multiple life stressors, lack of sleep, unplanned 

pregnancy, young maternal age, financial insecurity, and thyroid dysfunction. 

ii. Subjective Symptoms   Unable to bond with baby or take care of self. Loss of appetite. Postpartum 

Blues: weepiness, unstable mood, feeling overwhelmed, sadness, frustration, fatigue/exhaustion (not 

due to lack of sleep) Postpartum Depression: sleep disturbance, guilt, feeling isolated or lonely, not 

feeling joy, feeling numb, difficulty taking care of self or baby. Postpartum Bipolar Disorder: overly 

euphoric, talkative, less in need of sleep-in conjunction with episodes of depression. Postpartum 

Psychosis: psychosis, delusional or intrusive thoughts. Postpartum OCD may present as intrusive 

thoughts and behaviors that are constant and repetitive in response to perceived danger toward the 

baby. Postpartum anxiety: Constant worry, feeling that something bad is going to happen, Racing 

thoughts, Disturbances of sleep and appetite, and Inability to sit still. They may also experience panic 

attacks (shortness of breath, chest pain, claustrophobia, dizziness, heart palpitations, and numbness 

and tingling in the extremities). 

iii. Objective Signs   Appear to not be taking good care of self or baby, depressive mood, crying, 

baby may appear fussy, partner may be concerned about birther. In psychosis or BPD, client may 

appear overly chatty or in a manic state. Obsessing about something being wrong with the baby. 

May have delusional thoughts. 

iv. Clinical Test Considerations   Screen for risk factors of PPMD in pregnancy. In Postpartum 

Edinburgh Postpartum Depression Scale (EPDS-10) can be used as a screening tool. The EPDMS-3 
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is much quicker and has shown to be just as (if not more) effective than the EPDMS-10. Another 

option is to screen with the Postpartum Depression Screening Scale (PDSS) instead.  

3. Management plan   

i. Therapeutic measures to consider   Referral to counselor or psychiatrist specializing in PPMD 

for talk therapy and possible antidepressant medication. Safest antidepressants for chest/breast 

feeding babies are; paroxetine, sertraline, and nortriptyline. If client appears to be in immediate 

danger to self or others, immediate transfer to Emergency Department for evaluation should be 

done.  

ii. Complementary measures to consider   If Postpartum Blues are suspected, connect client 

with support (counselor, parenting group etc) assess their needs and respond accordingly. 

Offering resources for financial support, postpartum doulas, meal preparation companies, 

housing support etc. Encourage client to get some fresh air, take vitamins, eat healthy 

nourishing food, journal thoughts. Encourage exercise and activities that bring pleasure   If PPD 

is suspected offer the same, but highly encourage counseling. If Postpartum Psychosis, PP OCD or 

postpartum BPD is suspected, immediate referral is necessary. Discuss medications safe for 

breast/chest feeding. Fish Oil (200-1000mg of DHA & 100mg EPA), St. John’s Wort (do not 

combine with other medications) & light therapy 

iii. Considerations for pregnancy, delivery and lactation   PPMD can interrupt breast/chest 

feeding. Encourage client to eat healthy, nourishing foods, counsel them on antidepressants that 

are safe for breast/chest feeding, such as Sertraline (Zoloft), Nortriptyline (Pamelor) and 

Paroxetine (Paxil). Some medications may be safe during pregnancy- this should be discussed 

with care provider. Discuss risk of PPMD with future pregnancies. 

iv. Client and family education   Give client and family the EPDS or PDSS to assess their mood. 

Educate on what s/sx should be reported and follow-up or immediate action needed (suicidal 

thoughts, psychosis, condition worsening overall, inability to care for self or baby, not able to 

feed baby) Make an action plan for addressing concerns such as meal planning, help with older 

siblings, increased partner support, postpartum doula, self-care, counseling, community resource 

referrals.  

v. Follow-up   Have client call if they need any support, even after the 6-week postpartum visit, 

follow-up with client in a week to assess well-being. Mandatory to report thoughts of self-harm 

or harming baby 

4. Indications for Consult, Collaboration or Referral   Referral to counselor if PPD, Postpartum BPD or PP 

psychosis is suspect. Immediate referral should be taken in the case of Postpartum BPD, PP OCD or PP 

psychosis is suspected.  
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