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Everything you need to 
know about perinatal 
psychiatry you can 
learn from a New 
Yorker cartoon

Elizabeth M. LaRusso, MD
February 2020
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A Metaphor for Mental Health
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• Emphasize risks of untreated perinatal 
depression to women & children

• Outline approach to treatment of perinatal 
depression, focusing on medication

• Identify elements of a comprehensive treatment 
plan that can be initiated in family practice office  
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Objectives
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“Society puts a lot of pressure on 
women to have kids.”
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Am I a good mom?
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• “Prozac baby.”

•“You wouldn’t put meth in your baby’s 
bottle, would you?”

•“Ativan?  Baby poison.”
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Does my doctor think I’m a good 
mom?
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Perinatal Mental Illness Can (& Does) 
Happen To Anyone

• Peak onset of psychiatric illness in women occurs during 
childbearing years

• Postpartum depression (PPD) is one of the most 
common complications of pregnancy (1/5 women)

• Large OB patient study
– 20.4% high depression scores
– 13.8% receiving treatment; 86.2% not treated!!!

Bonari et al, Can J Psychiatry 2004.  Marcus et al, J Women’s Health 2003.  Yonkers et al, 
APA/ACOG report, Obstet Gynecol 2009.
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“This baby’s nice, but it’s not the narcissistic rush I thought it would be.”

Postpartum Depression vs Disappointment?
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What are the Baby Blues?

• Transient:  start 3-4 days postpartum and resolve 
by 2 weeks

• Up to 80% women affected
• Intermittent tearfulness, mood lability, anxiety, 

irritability, insomnia
• Improves over time 
• 20% of women will develop PPD
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What are the criteria for depression?
SIG E CAPS

• S: Suicidality
• I: Changes in Interest
• G: Guilty Feelings
• E: Changes in Energy
• C: Difficulties in Concentration
• A: Changes in Appetite
• P: Psychomotor Changes
• S: Sleep Changes
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What about pregnant women?

• Decreased interest in pregnancy
• Hopelessness
• IRRITABILITY/anger
• Guilty feelings (especially in relation to 

motherhood)
• Poor sleep…why?
• Decreased level of function
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What about postpartum women?

• Changes in energy, appetite, & sleep are 
associated with both MDD and having an infant 

• Requires a more sophisticated approach

• Focus on sleep, feelings of guilt, obsessional 
thinking, and level of function

• Solicit partner’s input!
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Is PPD different from MDD?

• Poor bonding
• Feelings of inadequacy/guilt
• Intrusive images of harm befalling baby
• Hyper-vigilance/obsessionality
• Inability to sleep when given the opportunity
• Poor functioning
• Psychotic symptoms
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What are the risk factors for perinatal 
depression?

Biologic & Hormonal
• Past history of MDD
• Family history of 

psychiatric illness
• PMDD
• Depression during 

pregnancy

Psycho-social
• Stressful life events
• Low perceived social 

support
• Low SES, low self-esteem
• Negative birth experience
• Fussy infant temperament
• Unplanned/unwanted 

pregnancy

Beck, Nurs Res 2001.  Robertson et al, Gen Hosp Psych 2004.  Bloch et al, Gen 
Hosp Psych 2006.  Matthey et al, Arch Women’s Ment Health 2004.
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Remember contraception!!!
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What is the impact of untreated 
depression on pregnant women?

• Poor maternal health
• Higher use of alcohol & tobacco
• Increased total medication exposures
• Decreased weight gain/poor nutrition
• Decreased compliance with prenatal care

Bonari et al, Can J Psychiatry 2004.  Wisner et al, Am J Psychiatry 2000.  ACOG 
Practice Bulletin, Obstet Gynecol 2008.

18

What is the impact of untreated 
maternal depression on children?

• Decreased activity level, attentiveness, facial 
expression in neonates

• Increased irritability/reactivity to stressors, 
elevated cortisol levels in neonates 

• Decreased cognitive & language achievement

• Increased risk of psychiatric illness
Yonkers et al, APA/ACOG report, Obstet Gynecol 2009.  Nulman et al,  Am J Psychiatry 2002.  

Weissman et al,  JAMA 2006.  Pilowsky et al, Am J Psychiatry 2008.   Bonari et al, Can J 
Psychiatry 2004.  Glover et al, British J Psychiatry 2002.
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What are the risks of anxiety to 
women & children?

• Women:
– Increased risk of postpartum depressive sx
– Increased somatic symptoms during pregnancy
– Preterm labor

• Children:
– More emotional problems and difficult temperaments
– More behavioral problems
– Reduced cognitive functioning 
– Altered neurophysiologic responses to stress
Dayan J et al, Am J Epidemiol 2002.  Berle JO et al, Arch Womens Ment Health 2005.  O’Connor TG et al, 
Biol Psychiatry 2005.   Warren SL et al, Anxiety Disord 2006.  Davis EP, Sandman CA: Child Dev 2010. 
O’Donnell KJ et al: Psychoneuroendocrinol 2013.
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What’s the good news?

• Depression is one of the most consistent, well-
replicated risk factors for childhood anxiety, 
disruptive behavior, & depression, BUT…

• Remission of maternal depression is significantly 
associated with lasting reduction of childhood 
psychiatric symptoms, AND…

• Perinatal mood and anxiety disorders are treatable!

Weissman MM et al, JAMA 2006.  Pilowsky DJ et al, AM J Psychiatry 2008.
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If only…
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What do we know about psychiatric 
medications in pregnancy?

• Quite a bit, actually
• Majority of the data is reassuring
• Physicians and patients perceive psychotropics

as more dangerous than other classes of 
medication

• Impact of the disease itself is frequently 
overlooked as focus is on medication risks
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What else is known about 
antidepressant use during pregnancy?

• 30% of women on antidepressants at conception 
discontinue by 2nd month of pregnancy

• Women who stop their antidepressants don’t do 
well:

-26% vs 68% relapse rate
-5-fold increased risk of relapse of MDD sx

• Clinicians tend to under-dose pregnant women

Cooper et al, Am J Obstet Gynecol 2007. Cohen et al, JAMA 2006.  Wisner, 
Arch Women’s Ment Health 2010.
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Why is the data so confusing?

• No randomized, double-blind, controlled trials
• Inconsistent findings
• Methodological limitations:

– Small sample sizes
– Retrospective 
– Confounding, including untreated illness
– Monitoring diagnoses & prescriptions, not medication 

exposure & symptoms
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“These medicines all taste pretty good- let’s approve 
them.”

INSIDE THE FDA

26

What about FDA labeling?

• Current labeling system of 5 pregnancy & 
lactation categories (A, B, C, D, X) is misleading 

• In 2008, FDA proposed major revisions which 
are starting to take effect (2016) 

• New guidelines will include
– Risk Summary
– Clinical Considerations
– Pregnancy Registry Information
– Lactation Subsection

www.fda.gov/Drugs/DevelopmentApprovalProcess/DevelopmentResources/Labeling
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• No decision is risk-free
• It’s impossible to determine absolute risks
• A mother’s emotional stability is critical to the 

health & wellbeing of her family
• Women with mild-moderate MDD may respond 

to psychotherapy alone
• Women with moderate-severe MDD will likely 

need meds + psychotherapy
• The safest medication in pregnancy is the one 

that helps the mother get well!
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Are antidepressants safe in pregnancy?
(“I don’t want to do anything that’s going to hurt my baby.”)

28

What are the guiding principles for 
antidepressant use in pregnancy?

• Goal of treatment is remission

• Do not experiment; base med selection on 
history of past efficacy & available safety data

• One medication at higher dose is preferable 
to multiple meds; use minimal effective dose

Yonkers et al, APA/ACOG report, Obstet Gynecol 2009.  ACOG Practice Bulletin 
Obstet Gynecol 2008.
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What else should I know about ADs in 
pregnancy?

• No evidence that tapering  antidepressants in 
late pregnancy decreases potential fetal risks; 
DOES increase the risk of postpartum 
depression

• Dose requirements may increase across 
gestation

Warburton et al, Acta Psychiatr Scand 2010.  Sit DK, J Clin Psychiatry 2008. Cohen et al, JAMA 
2006.
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Medication monotherapy is ideal!
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What potential risks should I address 
with patients?

Summary of Current Knowledge of Antidepressant Use During Pregnancy

Antidepressants likely DON’T increase the risk of:
● Birth defects
● SAB, stillbirth or neonatal death
● Cognitive impairment or behavioral problems
● Autism

Antidepressants MIGHT increase the risk of:
● Premature labor (although more likely due to effects of depression)
● Postpartum hemorrhage (although more likely due to other confounds)

Antidepressants likely DO increase the risk of:
● Neonatal side effects, especially respiratory distress
● Neonatal PPHN (persistent pulmonary hypertension of the newborn)

Perinatal Prescribing Pearls
● Ask patients what antidepressant has worked for them in the past and start with this 

(exception is paroxetine in the 1st trimester)
● One medication at a higher dose is preferable to multiple medications
● Tapering antidepressants prior to delivery does not decrease potential fetal risks, but does 

increase risk of symptom relapse postpartum
● Do not switch effective antidepressants postpartum in lactating women

*Table adapted and used with permission from Laura Miller, MD.
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• Pregnancy data similar to SSRIs but less 
complete

• More limited data on neurocognitive outcomes 
in children

32

What about newer antidepressants?
(SNRIs/NDRIs/SN-RAns, etc.)

Gentile, Drug Safety 2005.  Way, Pharmacotherapy 2007.  Koren, J Obstet Gynaecol Can 2009.  
Nulman et al, Am J Psychiatry 2012.
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• Do not use as first-line agents unless clinical 
scenario strongly supports use over SSRIs:
–History of efficacy in patient
–Lack of prior response to SSRIs
–Fetus has already been exposed
–Dual purpose 

• Bupropion for MDD/ADD/smoking cessation
• Mirtazepine for MDD/sleep/hyperemesis 

gravidarum
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What else about newer antidepressants? 

Gentile, Drug Safety 2005.  Way, Pharmacotherapy 2007. Koren, J Obstet Gynaecol Can 2009.
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What about breastfeeding?

35

What should I know about 
antidepressants & lactation?

• Large amount of data supports absence of 
significant infant risks with most ADs

• Case reports of colic, fussiness, drowsiness
• Overall, benefits of breastfeeding far outweigh 

potential risks
• If it ain’t broke, don’t fix it! 

– Don’t switch effective antidepressants 
postpartum!

• Tell patients to inform pediatrician
TOXNET, LactMed: www.toxnet.nlm.nih.gov.
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What about newer antidepressants & 
lactation?

• Same idea, less data

• Generally low levels of transmission in milk

• NOT recommended to switch from a newer AD to 
SSRI for breastfeeding

• Two case reports of infant seizures possibly 
related to maternal bupropion use

TOXNET, LactMed: www.toxnet.nlm.nih.gov.  
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LactMed
https://www.ncbi.nlm.nih.gov/books/NBK501922/
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Breastfeeding is best.  Sleep is better.

• Consider the impact of sleep deprivation on the 
mother

• Focus of clinical attention heavily weighted to 
infant; consider the mother-infant dyad

• Sometimes helping women modify breastfeeding 
expectations/routines is one of the most helpful 
interventions you can offer

• Enlist partner, family, friends, night nurse/doula

39
“I dreamed I got eight hours of sleep.”

Sleep Deprivation is Terrible

40

What’s the best approach to treat 
insomnia?

Pregnancy:
• Anti-histamine: diphenhydramine 
• Trazodone (esp. if CD hx)
• Lorazepam or clonazepam (esp. for anxiety) 
• ?Zolpidem (OB favorite though less data)
Postpartum:
• Treat aggressively!
• Consider Seroquel
• Mothers need help with overnight infant care
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“No, I don’t need an alarm clock- anxiety is my 
alarm clock.”

42

What about women with anxiety 
disorders?

• Much less studied in pregnancy
• Anxiety disorders frequently worsen during 

pregnancy & the postpartum
• Treatment approach is similar to depression
• Psychotherapy is critical 
• Benzodiazepines may be a reasonable adjunctive 

treatment; avoid in women with history of 
chemical dependence

37

38

39

40

41

42



2/25/2020

8

4343

Screen for hypervigilance…

44

Is it okay for pregnant women to take 
benzos?

• Short answer:  Yes
• Studies suffer from methodological flaws
• Early reports suggested increased rates of cleft 

lip/palate (0.7%); subsequent studies do not 
support risk

• Neonatal toxicity (“floppy baby syndrome”)
• Neonatal withdrawal

Acs N et al. Birth Defects Res A Clin Mol Teratol.  Calderon-Margalit R et al, Am J Obstet Gynecol 2009.
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How can potential risks be minimized?

• Don’t discontinue abruptly; taper slowly if you are 
going to discontinue

• Palate closes around 13 weeks GA; consider 
avoiding in first trimester

• Use lowest effective dose and divided dosing
• Ativan and klonopin are agents of choice; avoid 

valium and xanax if possible

Stahl MM et al, Br J Obstet Gynaecol 1993. Iqbal, Psych Services 2002.
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Can women breastfeed on benzos?

• Short answer:  Yes
• Very low rates of adverse infant effects
• Infant sedation is most common adverse effect 

(still rare)
• Case reports of apnea, irritability, poor weight 

gain
• Ativan in divided doses is best choice if effective

Kelly J et al, Pediatr 2012. TOXNET, LactMed: www.toxnet.nlm.nih.gov.
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BENZODIAZEPINES:  
To prescribe or not to prescribe?

DO: DON’T:

Consider the risks of untreated anxiety when 
making treatment decisions

Overestimate potential risks associated with 
benzodiazepine use

Screen women for chemical dependency Utilize benzodiazepines in any woman with a 
current/past history of substance misuse/abuse

Taper benzodiazepines in pregnant women for 
whom these medications are not indicated

Abruptly discontinue benzodiazepines, as there is 
a risk of serious complications related to 
benzodiazepine withdrawal

Consider using a benzodiazepine for short-term 
management of severe anxiety/insomnia

Plan to utilize benzodiazepines long-term unless 
the patient has had psychiatric consultation

Utilize lorazepam preferentially in 
pregnant/lactating women due to its efficacy, 
lower abuse potential, reproductive safety, and SE 
profile

Change to lorazepam if the benzodiazepine that 
the patient is taking is effective and fetus has 
already been exposed to this medication

Discuss with patients need for assistance with 
overnight infant care if taking benzodiazepines for 
insomnia

Prescribe benzodiazepines or other sedating 
medications to women who have no one available 
for overnight assistance

48

“Look at you- folding the laundry two days before 
couple’s therapy.”
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What about psychotherapy?

• Therapy is the recommended first-line treatment for 
all pregnant women with mild-moderate depression

• Women with moderate-severe depression will need 
therapy & meds

• Therapy is also critical for anxiety

• Cognitive Behavioral Therapy (CBT)
– Targets connection between thoughts, appraisals of 

thoughts, anxiety & behaviors
– Relaxation techniques
– Exposure and response prevention

50 50

What about complementary & alternative 
medication (CAM)?

51

Complementary Treatments

• Bright light therapy:  YES

• Folic Acid:  YES  

– 0.4-5mg/day; 5-methyltetrahydrofolate (5-MTHF) + folinic acid (15-30mg/day) ; L-methylfolate
(Deplin)

• Omega-3 fatty acids:  SURE

– 1 gram EPA/DHA daily;   Nordic Naturals Ultimate Omega

• Magnesium:  SURE

– Mg glycinate 200-800mg HS

• Yoga & Acupuncture:  SURE

• Placental Encapsulation/Ingestion:  NO!  No benefit and risk of infant GBS.
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What are biological interventions?

• Exercise: as much as tolerated (ideally 30 
min/day)

• Sunlight: 20-30 minutes daily without sunglasses 
outside, morning preferable

• Healthy nutrition

• “Behavior modification”
– familydoctor.org PPD Action Plan
Armstrong et a, Int J Nurs Pract, 2004; 10:177-94.  Corral et al, Am J Psychiatry, 2000: 157(2):303-4.  Corral et al, Arch Women’s Mental 
Health, 2007; 10:221-4.  Haas et al, J Gen Intern Med, 2005; 20:45-51.  Poudevigne et al, Medicine and science in sports and exercise, 
2005; 1374-1380.
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It can be hard to accept help…

54

www.familydoctor.org

Postpartum Depression 
Action Plan
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Fear of judgment is real…

56

How can you perform a therapeutic 
intervention?

• Take a non-judgmental, supportive stance
• Acknowledge efforts to be a good mother
• Involve partner/support system 
• Provide education to patient & partner
• Encourage acceptance of meds when indicated
• Encourage modification of breastfeeding 

expectations when indicated, especially to protect 
sleep

• Provide appropriate community resources

56
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• History of violence
• Chemical dependence
• Overt psychosis
• Domestic violence
• Lack of supports

57

What are some red flags that suggest 
patient/infant may be at high risk?

58

• Severe insomnia
– Impairs mother’s ability to care for infant/children
– Risk factor for developing psychosis

• Confusion or thought disorganization
– Hallmark of postpartum psychosis

• Previous history of postpartum psychosis (PPP)
– Women with previous episodes of PPP have 30-50% chance of repeat 

episodes

• Diagnosis of bipolar disorder (BPAD)
– Women with BPAD have 100 times increased rates of PPP

• Inability/refusal to identify collateral contact
– Suggests social isolation, domestic violence, or poor insight/judgment
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What are some less obvious red flags
suggesting elevated risk?
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No one can do it alone!
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Discourage rogue Googling!
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www.womensmentalhealth.org

62

My world view… 

6363

Thank You!

• Please contact us directly with questions or 
suggestions
• Elizabeth.LaRusso@allina.com

• Tina.Welke@allina.com for questions about the Mother Baby 
Mental Health Program, Minneapolis
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