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CONDITION CATALOG ·  CLINICAL REASONING

Perinatal Mood and Anxiety Disorders
Baby blues is common and fades on its own within two weeks; if sadness or worry
lasts longer or gets worse, it is a real mood disorder that needs treatment.

T H E  S T O RY  I N  O N E  S E N T E N C E

Baby blues is common and fades on its own within two weeks; if sadness or worry lasts

longer or gets worse, it is a real mood disorder that needs treatment.

“Screen every pregnant and postpartum mom for depression and anxiety using a validated tool

(like the Edinburgh Postnatal Depression Scale). Treat moderate-to-severe depression with an

SSRI (selective serotonin reuptake inhibitor, a medication that lifts mood by raising serotonin

in the brain) and therapy. Get emergency psychiatric help immediately for postpartum

psychosis (rare but dangerous psychosis with delusions and hallucinations starting within days

after birth)—it is a medical emergency because the mother may harm herself or the baby.”

Normal anatomy — the body's job

During pregnancy, estrogen and progesterone (hormones made by the placenta) rise steadily

and help the brain make more serotonin and other mood-regulating chemicals. The limbic

system (the brain's emotion center, including the amygdala and hippocampus) stays balanced,

and the prefrontal cortex (the front part of the brain that controls judgment and planning)

keeps stress and worry in check. Sleep, even if lighter, is still regular. Social support and a

sense of safety help the hypothalamus (the brain's stress-control center) keep cortisol (the

main stress hormone) at a healthy level. This balance allows a mother to bond with her baby,

feel hopeful, and handle the normal stress of new parenthood.

B O D Y ' S  J O B

The normal job is for the brain to adapt smoothly to the hormone changes of pregnancy

and postpartum, maintain steady mood through the limbic system and prefrontal cortex,

and recover from daily stress with sleep and support. Serotonin, dopamine, and GABA (the

brain's main calming chemical) stay in balance, so the mother feels connected, calm, and

capable.

Placenta makes high estrogen and progesterone → brain uses them to boost serotonin and

other mood chemicals.

1. 

educational use only · not a substitute for clinical judgment page 1 of 16



Limbic system (emotion center) and prefrontal cortex (planning and brakes) work together

to keep feelings stable and thoughts clear.

Hypothalamus regulates cortisol (stress hormone) so stress stays manageable.

Regular sleep (even if interrupted) lets the brain reset each night.

Social support and safety → brain feels secure → oxytocin (bonding hormone) and dopamine

(reward chemical) rise → mother bonds with baby and feels joy.

Result: mood is steady, thoughts are clear, mother can care for baby and herself.

What breaks

Right after birth, estrogen and progesterone drop like a cliff because the placenta is gone. That

sudden loss pulls serotonin and other mood chemicals down with it, so the brain loses its

steady mood signal. At the same time, sleep becomes fragmented or nearly absent, the

hypothalamus pours out cortisol from the stress, and if the mother has a history of depression,

bipolar disorder, or trauma—or if she has no partner, family, or community support—her brain

cannot recover. The limbic system (emotion center) gets stuck in sadness or fear, and the

prefrontal cortex (the part that calms big feelings and makes plans) goes offline. That is the

upstream break.

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

Perinatal mood and anxiety disorders are caused by the abrupt withdrawal of placental

estrogen and progesterone postpartum, leading to downregulation of serotonin, dopamine,

and GABA signaling in the limbic system and prefrontal cortex. Sleep deprivation,

psychosocial stressors, and personal or family history of mood disorders (especially bipolar

disorder) compound the neurobiological vulnerability. The result is dysregulation of affect,

cognition, and maternal-infant bonding.

How the body compensates

At first, the mother may look functional—she feeds the baby, answers questions, and vital signs

are normal—but inside, her brain is struggling hard to keep up. This hidden effort is the

dangerous middle, because the team can miss how close she is to a full breakdown. The crash

point to watch for is suicidal thoughts, thoughts of harming the baby, or signs of psychosis

(confusion, paranoia, hallucinations). Once the brain tips into that zone, the window to prevent

tragedy closes fast.

Early phase: Mother may deny or hide sadness and worry because she feels shame or fears

judgment. She powers through feeding, diaper changes, and doctor visits, so the team sees

'normal' behavior and misses the internal struggle.
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Compensatory effort: The prefrontal cortex uses all its remaining strength to suppress

panic and dark thoughts during the day, but at night—when alone and exhausted—the

sadness and scary thoughts flood back.

Vital signs stay normal: Blood pressure, heart rate, and temperature tell you nothing about

mood or suicide risk. A mother with severe postpartum depression can have perfect vital

signs.

The dangerous middle: The mother looks stable, so the team reassures and discharges her,

missing that she is on a downhill slope. Each day without sleep or support pushes her closer

to the crash point.

Watch for the crash point: Suicidal ideation (thoughts of killing herself), thoughts of

harming the baby, inability to care for the baby, or any sign of psychosis (seeing or hearing

things, believing the baby is possessed or in danger from imaginary threats, extreme

confusion). Once these appear, the risk of tragedy is immediate.

Trend over time: Ask about sleep, mood, and thoughts at every visit. If sadness is

deepening, sleep is worsening, or scary thoughts are starting, intervene immediately—do

not wait for a full crisis.

Domino effect

Estrogen and progesterone drop suddenly after delivery. — The placenta made these

hormones during pregnancy. Once the placenta is delivered, the supply stops instantly, and

blood levels fall by 90% within 24 hours. The brain, which relied on these hormones to keep

serotonin (mood stabilizer) and dopamine (reward and motivation chemical) high, suddenly

loses that support.

Serotonin and dopamine levels fall in the limbic system and prefrontal cortex. — Estrogen

and progesterone help neurons make and release serotonin and dopamine. Without them,

production slows, and mood-regulating circuits weaken. The limbic system (emotion center,

including the amygdala and hippocampus) becomes hyperactive in sadness and fear, and

the prefrontal cortex (the brain's brakes on big emotions) loses power.

Mother feels deep sadness, loss of joy, and disconnection from the baby. — Low serotonin

causes persistent sadness and inability to feel pleasure (anhedonia). Low dopamine kills

motivation and the brain's reward response, so even holding the baby or hearing the baby

laugh brings no joy. The mother may feel numb, guilty, or like a failure.

Sleep deprivation and high cortisol damage the hippocampus and amplify the amygdala. —

Newborns wake every 1–3 hours, so the mother never reaches REM or deep sleep—the

phases the brain needs to clear stress chemicals and reset mood circuits. The hypothalamus

keeps pumping cortisol (stress hormone) because the brain perceives constant threat. High

cortisol shrinks the hippocampus (memory and emotional regulation) and makes the

amygdala (alarm center) hypersensitive, so fear and worry spiral out of control.
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Intrusive thoughts and suicidal ideation begin. — The weakened prefrontal cortex cannot

filter or suppress disturbing thoughts. The mother may have intrusive images of the baby

being hurt or thoughts of harming herself. These are not her true wishes—they are the

brain misfiring under extreme stress and low serotonin.

In postpartum psychosis, dopamine surges abnormally and the prefrontal cortex fails

completely. — In women with bipolar disorder or genetic vulnerability, the hormone crash

plus total sleep loss can flip dopamine signaling into overdrive in some brain regions while

serotonin collapses. The result is psychosis: hallucinations (seeing or hearing things that

are not there), delusions (fixed false beliefs, like 'the baby is evil' or 'I must kill myself to

save the baby'), confusion, and dangerous impulsivity. This is a psychiatric emergency.

Every symptom—sadness, insomnia, scary thoughts, feeling far from baby, psychosis—

traces back to the same upstream break: hormone crash plus inadequate recovery (sleep,

support, treatment). — The brain is not broken in multiple separate ways. One biological

cascade (loss of estrogen/progesterone → loss of serotonin/dopamine → stress overload →

prefrontal cortex failure) explains the entire picture. Fix the upstream break with

medication (SSRI to restore serotonin, mood stabilizer or antipsychotic for psychosis), sleep

support, therapy, and social help, and the downstream symptoms resolve.

Untreated perinatal mood disorders harm both mother and baby long-term. — Maternal

depression disrupts bonding, so the baby gets less eye contact, touch, and responsive care

—leading to delayed development and insecure attachment. Suicide is a leading cause of

maternal death in the first year postpartum. Postpartum psychosis carries high risk of

infanticide or maternal suicide if untreated. Early detection and treatment save lives and

protect the baby's development.

Symptoms · what the patient feels, and why

Persistent sadness or crying for no clear reason: After birth, estrogen and progesterone

(two main pregnancy hormones) drop sharply within hours. This sudden drop disrupts

serotonin (a brain messenger that steadies mood), making the mood control centers in the

brain less stable, so sadness lingers and tears come easily even when nothing is obviously

wrong.

Feeling worthless or like a bad mother: The prefrontal cortex (the front of the brain that

weighs evidence and challenges negative thoughts) becomes less active under stress and

hormonal flux, so harsh self-judgments loop without being checked, and the person believes

she is failing even when she is doing her best.

Loss of interest or pleasure in activities that used to feel good: Dopamine (a brain

messenger tied to reward and motivation) drops when serotonin and norepinephrine

(another mood messenger) are out of balance, so even things that used to spark joy—

holding the baby, seeing friends, favorite hobbies—now feel flat or empty.
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Trouble sleeping even when the baby is asleep, or sleeping too much: The hypothalamus

(the brain's sleep-wake clock) is thrown off by the sharp drop in progesterone and the rise

in cortisol (the body's main stress hormone), disrupting normal sleep cycles so the person

either cannot fall asleep despite exhaustion or sleeps excessively to escape distress.

Racing thoughts, constant worry, or being unable to turn off anxious thoughts: The

amygdala (the brain's alarm center that flags danger) stays overactive, and GABA (the

brain's main calming signal) is lower after birth, so the alarm bell keeps ringing—churning

fears about the baby's health, imagining worst-case scenarios, or replaying worries over

and over—even when there is no real threat.

Avoiding the baby, feeling disconnected, or having scary thoughts about harming the baby:

Intrusive thoughts (unwanted, disturbing images or urges) arise when the amygdala

misfires and the prefrontal cortex cannot suppress them; the person feels terrified and

ashamed by these thoughts, so she may avoid holding or caring for the baby out of fear that

the thoughts mean something is truly wrong with her.

Physical restlessness or feeling slowed down: Norepinephrine (a brain messenger that sets

the body's speed and arousal level) becomes unbalanced, either revving the nervous system

too high—causing pacing, fidgeting, or an inability to sit still—or letting it drag, so

movements and speech feel heavy and slow.

Changes in appetite—eating much less or much more than usual: The hypothalamus also

controls hunger signals, and when serotonin and cortisol are off-kilter, appetite cues get

scrambled—some people lose all interest in food and have to force themselves to eat, while

others eat to soothe distress or because their body craves quick energy.

Thoughts of self-harm or that the baby would be better off without her: Severe serotonin

and norepinephrine deficits impair the prefrontal cortex's ability to counter hopeless

thoughts, and the person may see death as the only escape from unbearable emotional

pain, believing that her baby and family would be better off if she were gone.

Seeing or hearing things that are not there, or holding false unshakable beliefs: In rare

cases, extreme stress and hormone changes can disrupt dopamine pathways in the brain,

causing hallucinations (hearing voices, seeing shadows or people who are not real) or

delusions (unshakable false beliefs, such as believing the baby is possessed or in mortal

danger)—a sign of postpartum psychosis, a psychiatric emergency.
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Focused exam

Edinburgh Postnatal Depression Scale (EPDS) score ≥10: New moms often feel tired, but

real depression hides behind that normal tiredness. The EPDS is a 10-question form that

catches depression and anxiety early, before mom says the words out loud. A score of 10 or

higher means the feelings are more than just baby blues — something deeper is broken,

often from the huge hormone drop after birth, barely any sleep, or old depression waking

back up.

Mom says 'nothing feels good anymore' or 'I don't feel close to my baby' even though baby

is healthy: This is the heart of postpartum depression. The joy that should come with a

healthy baby is missing. It means the brain's mood systems — run by serotonin (the brain

messenger that steadies mood and connection) and hormones like estrogen and

progesterone — have crashed after birth and are not rebuilding the way they should.

Sleep is broken even when the baby sleeps, or mom cannot fall asleep because her mind is

racing: When hormones plunge after birth, the amygdala (the brain's alarm center) can get

stuck on high alert and the prefrontal cortex (the front part that calms big feelings) loses its

grip. This keeps the nervous system revved up. Broken sleep is both a sign that something

is wrong AND a cause that makes depression and anxiety worse, because the brain cannot

repair itself without rest.

Mom thinks about hurting herself or the baby: This is the danger line. Thoughts of harm

can mean severe postpartum depression or postpartum psychosis (a rare but dangerous

condition where the brain loses touch with reality). Both are psychiatric emergencies.

Always ask the question directly and clearly — never assume it will not happen.

Psychotic symptoms: seeing or hearing things that are not there, or believing false thoughts

that started within 2 weeks after birth: Postpartum psychosis happens in about 1 to 2 out of

every 1,000 births. It strikes fast — often in the first 2 weeks after delivery — and means

the brain's reality-checking systems have failed, likely from the extreme hormone crash.

This is a true emergency that needs hospital care right now to keep both mom and baby

safe.

History of depression, bipolar disorder, or anxiety before pregnancy: Past mental illness is

the single strongest risk factor for perinatal mood and anxiety disorders. The huge drop in

estrogen and progesterone right after birth can flip the switch and wake up old breaks in

the brain's mood circuits. Women with a history of bipolar disorder have a 1 in 2 chance of

postpartum psychosis.

Diagnostics · every test answers a question

Thyroid-stimulating hormone (TSH) → Is the thyroid gland (the body's engine-speed

controller in the neck) working normally, or is it too slow and dragging mood down?
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Complete blood count (CBC) with hemoglobin and hematocrit → Does mom have enough

red blood cells to carry oxygen to the brain, or did bleeding during delivery leave her

anemic?

Edinburgh Postnatal Depression Scale (EPDS) → Is mom experiencing depression or anxiety

that goes beyond normal baby blues?

Direct safety question: 'Are you having thoughts of hurting yourself or your baby?' → Is

mom at risk of suicide or harming the baby right now?

Screen for substance use (alcohol, opioids, benzodiazepines) → Is mom using substances to

cope with anxiety, sleep problems, or pain, which could worsen mood or put baby at risk?

Assessment for psychotic symptoms (hallucinations, delusions, disorganized thinking) → Is

mom losing touch with reality, which would signal postpartum psychosis instead of

depression alone?

Treatment logic

Screen all pregnant and postpartum women with the Edinburgh Postnatal Depression Scale

(EPDS) at least once during pregnancy, at the 6-week postpartum visit, and at well-child

visits (per ACOG and AAP guidelines) → Screening catches depression and anxiety early,

before they spiral into severe illness, self-harm, or harm to the baby. Finding the problem

early means treatment can start before the brain's mood circuits are deeply damaged and

before mom loses months of bonding time with her baby.

Ask directly and clearly: 'Are you having thoughts of hurting yourself or your baby?' → This

question separates mild baby blues from dangerous conditions like severe postpartum

depression or postpartum psychosis. A 'yes' answer tells you this is an emergency and mom

needs immediate psychiatric care, often in the hospital, to keep everyone safe.

Sertraline (an SSRI, the brain's serotonin-boosting medicine) 50–200 mg daily, plus

cognitive behavioral therapy (CBT) or interpersonal therapy (IPT) for moderate to severe

postpartum depression → Sertraline raises serotonin (the brain messenger that steadies

mood, sleep, and connection) in the gaps between brain cells, which depression has

drained. Therapy teaches the brain new thinking patterns so sad or anxious thoughts lose

their grip. Together, they rebuild the mood circuits that the hormone crash and stress

broke. Sertraline is safe during breastfeeding.

Brexanolone (IV infusion over 60 hours in hospital) or zuranolone (oral pill for 14 days) for

moderate to severe postpartum depression (FDA-approved specifically for postpartum

depression) → These drugs are made to copy allopregnanolone, a calming brain chemical

made from progesterone that drops suddenly after birth. Replacing it quickly quiets the

overactive stress signals in the amygdala (the brain's alarm center) and hippocampus (the

brain's memory and emotion center) and can lift depression in days instead of the weeks

that SSRIs take.
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Immediate psychiatric hospitalization, antipsychotic medication (such as olanzapine or

haloperidol), plus a mood stabilizer (such as lithium or valproate) for postpartum psychosis,

with a safety plan to separate mom and baby until psychosis clears → Antipsychotics block

dopamine receptors (the brain's signaling points for reward and reality-checking) in the

brain's reality-checking circuits, stopping hallucinations and false beliefs. Mood stabilizers

calm the extreme swings between mania and depression. Hospital care keeps both mom

and baby safe during the crisis, because untreated postpartum psychosis carries a 4% risk

of infanticide and a 5% risk of suicide.

Support interventions: help with sleep (partner takes night feedings, naps during the day),

involve family or community support, reduce isolation, and treat any history of depression

or bipolar disorder proactively during pregnancy → Sleep allows the brain to clear waste,

rebuild serotonin, and regulate the stress hormone cortisol (the body's main stress signal).

Family support lowers the stress load so the body does not have to fight alone. Treating old

depression or bipolar disorder before birth prevents the hormone drop from flipping the

switch and waking it back up. Each piece removes one upstream cause.

Treat anemia (iron supplementation or, rarely, blood transfusion if severe) and

hypothyroidism (levothyroxine) if labs show these problems → Iron rebuilds red blood cells

so the brain gets enough oxygen to run its mood and energy systems. Thyroid hormone

replacement speeds up the body's engine, lifting the fog and fatigue that low thyroid

causes. Both can mimic or worsen postpartum depression, so fixing them removes a hidden

upstream cause.

Medications

Sertraline (Zoloft) · Selective serotonin reuptake inhibitor (SSRI)

Sertraline blocks the pumps that suck serotonin (a brain messenger that steadies mood and

keeps worry in check) back into nerve cells after it's released. By keeping more serotonin

floating in the gaps between brain cells, it gives the mood circuits a stronger, steadier signal.

Over weeks, this helps lift sadness, quiet racing worry, and steady emotions. It is the most-

studied antidepressant in breastfeeding mothers and passes into milk in very low amounts,

making it the first-choice medicine for moderate or severe perinatal depression and anxiety.

Serotonin is released from one nerve cell into the synapse (the gap) to carry a calming,

mood-steadying message to the next cell.

Normally, pumps on the sending cell quickly pull leftover serotonin back inside, ending the

signal.

Sertraline blocks those reuptake pumps, so serotonin stays in the gap longer and keeps

sending its steadying message.
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Over two to four weeks, the receiving nerve cells adjust by growing more receptors and

strengthening their response, which lifts mood, reduces worry, and steadies emotional

swings.

The medicine does not work instantly — the brain needs time to remodel its circuits.

S A F E T Y  WAT C H

Nausea, loose stools, or headache in the first one to two weeks (usually fades as the body

adjusts). · Jitteriness or feeling revved up at first (starting at a low dose and going up

slowly helps avoid this). · Trouble reaching orgasm or lower sex drive (can persist; talk

with your doctor if it bothers you). · Rare risk of serotonin syndrome (too much serotonin)

if combined with other serotonin-boosting drugs — watch for confusion, fast heart rate,

sweating, shaking, or very stiff muscles and call 911 if these appear. · Very small risk of

increased suicidal thoughts in the first few weeks, especially in people under twenty-five;

close check-ins are important early on. · Safe to use while breastfeeding (very low levels

reach the baby, and large studies show no harm).

Escitalopram (Lexapro) · Selective serotonin reuptake inhibitor (SSRI)

Escitalopram blocks the pumps that pull serotonin (a brain messenger that steadies mood and

calms anxiety) back into nerve cells. By keeping serotonin in the gaps between cells longer, it

strengthens the calming signal in the brain's worry and mood circuits. It is very similar to

sertraline but may work at slightly lower doses for some people. It is also safe during

breastfeeding, with low transfer into milk.

Serotonin is released into the synapse to send a mood-steadying, worry-calming message.

Reuptake pumps normally pull serotonin back into the sending cell quickly.

Escitalopram blocks those pumps, so serotonin stays in the gap longer and keeps signaling.

Over two to four weeks, the brain adjusts by strengthening serotonin receptors and

rebalancing mood circuits, which lifts depression and quiets anxiety.

The effect is gradual — not instant — because the brain needs time to remodel.

S A F E T Y  WAT C H

Nausea, headache, or diarrhea in the first week or two (usually improves). · Jitteriness or

restlessness early on (starting low and going slow helps). · Sexual side effects: delayed

orgasm or lower desire (can last; discuss with your doctor). · Rare serotonin syndrome if

combined with other serotonin drugs — watch for confusion, fever, rigid muscles, fast

heart rate. · Small risk of increased suicidal thoughts in the first weeks, especially under

age twenty-five; close monitoring is important. · Safe during breastfeeding (low levels in

milk, no known harm to baby).
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Brexanolone (Zulresso) · Neuroactive steroid (GABA-A receptor modulator)

Brexanolone is a lab-made copy of allopregnanolone, a calming brain steroid that normally

rises during pregnancy and then drops sharply after birth. This sudden drop is thought to

destabilize the brain's GABA system (GABA is the main brake signal that keeps the brain calm).

Brexanolone boosts GABA-A receptors (the receivers for the brain's calming signal), which

quickly restores the brain's ability to quiet runaway worry, sadness, and hopelessness. It is

given as a continuous IV drip over sixty hours in a hospital and can lift severe postpartum

depression within days — much faster than oral antidepressants.

After birth, allopregnanolone (a natural calming brain steroid made from progesterone)

drops sharply, weakening the brain's main calming system (GABA).

Brexanolone is infused continuously into the bloodstream and crosses into the brain, where

it acts like the missing allopregnanolone.

It binds to GABA-A receptors and makes them more responsive to GABA (the brain's main

calming messenger).

With stronger GABA signaling, the brain's emotional circuits calm down: the amygdala's

alarm quiets, the prefrontal cortex regains control, and mood stabilizes.

Relief often begins within hours to days, much faster than SSRIs, which take weeks.

S A F E T Y  WAT C H

Drowsiness or sedation (common during the infusion; you will be monitored constantly). ·

Risk of sudden loss of consciousness (fainting or passing out), which is why the infusion

must happen in a hospital with continuous pulse oximetry (oxygen monitoring). · Dry

mouth, flushing (warm, red face), or dizziness. · Very expensive and requires a sixty-hour

hospital stay, which limits access. · Safe during breastfeeding (you can pump and dump

during the infusion if desired, but the drug clears quickly and breastfeeding can resume

after infusion ends).

Zuranolone (Zurzuvae) · Neuroactive steroid (GABA-A receptor modulator)

Zuranolone is a pill version of a neuroactive steroid similar to allopregnanolone (the calming

brain steroid that drops sharply after birth). Like brexanolone, it boosts GABA-A receptors (the

receivers for GABA, the brain's main calming signal), which helps restore the brain's ability to

quiet sadness, worry, and hopelessness after the hormonal crash of childbirth. Unlike

brexanolone, zuranolone is taken as a once-daily pill for fourteen days and can be used at

home. It can lift severe postpartum depression faster than traditional SSRIs.

After childbirth, allopregnanolone (a natural brain steroid that kept mood steady during

pregnancy) plummets, weakening the GABA calming system.

Zuranolone is swallowed as a pill, absorbed into the blood, and crosses into the brain.
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It binds to GABA-A receptors and makes them much more sensitive to GABA (the brain's

brake signal).

With stronger GABA signaling, the brain's emotional circuits calm: the amygdala's alarm

quiets, the prefrontal cortex regains control, and mood lifts.

Relief can start within three to seven days, faster than SSRIs, which take weeks.

The full fourteen-day course is needed; stopping early may bring symptoms back.

S A F E T Y  WAT C H

Drowsiness or feeling very sleepy (common; do not drive or operate machinery during the

fourteen-day course and for a week after). · Dizziness or feeling unsteady. · Diarrhea,

nausea, or fatigue. · Risk of suicidal thoughts (rare, but watch closely, especially in the first

few days). · Not recommended while breastfeeding (not enough safety data yet; discuss

with your doctor). · Very expensive and may not be covered by all insurance plans.

Cognitive Behavioral Therapy (CBT) · Psychotherapy (talk therapy)

CBT is a structured talk therapy that teaches you to notice the automatic negative thoughts

that fuel depression and anxiety (like 'I'm a terrible mother' or 'Something bad will happen'),

test whether those thoughts are really true, and replace them with more balanced, realistic

ones. By changing the thinking patterns, CBT rewires the brain's emotional circuits over time

— especially the connections between the prefrontal cortex (the front of the brain that controls

thoughts) and the amygdala (the alarm center that drives fear and sadness). For perinatal

mood disorders, CBT also teaches coping skills for sleep loss, adjusting to the baby, and

managing worry about the baby's health or your own ability as a parent.

Depression and anxiety trap you in automatic loops: a thought pops up ('I can't do this'),

which triggers a feeling (hopelessness or panic), which makes the thought feel even more

true.

In CBT, you learn to catch those automatic thoughts and write them down.

You then examine the evidence: Is it 100% true? What would you tell a friend who thought

this? What's a more balanced view?

By practicing this over and over, the prefrontal cortex (the thinking brake) gets stronger

and can override the amygdala's alarm before it spirals.

Over weeks, the brain's emotional circuits physically change — scans show the prefrontal

cortex becomes more active and the amygdala calms down.

You also practice concrete skills: scheduling time to rest, asking for help, breaking tasks

into tiny steps, and letting go of perfection.
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S A F E T Y  WAT C H

No physical side effects (it's talk therapy, not a drug). · Can feel hard or frustrating at first

(changing thought patterns takes practice and patience). · Requires time and commitment

(weekly sessions plus daily homework). · Not all therapists are trained in perinatal CBT;

look for someone who specializes in perinatal mental health. · If symptoms are severe

(suicidal thoughts, psychosis, unable to care for baby), CBT alone is not enough —

medication and closer monitoring are needed.

Interpersonal Therapy (IPT) · Psychotherapy (talk therapy)

IPT is a structured talk therapy that focuses on the relationships and life changes that trigger

or worsen depression and anxiety. For perinatal mood disorders, IPT helps you work through

the huge role transition of becoming a mother (or adding another child), grief over lost

freedoms or your pre-baby identity, conflicts with your partner or family, and isolation from

friends or support. By improving communication, processing feelings about these changes, and

building a stronger support network, IPT reduces the stress that keeps depression and anxiety

going. Like CBT, IPT also rewires emotional brain circuits over time by strengthening the

prefrontal cortex's ability to regulate the amygdala's distress signals.

Perinatal mood disorders often flare when major life changes (new baby, loss of identity,

partner conflict, isolation) pile up and you don't have the tools or support to handle them.

In IPT, you and your therapist pick one or two main problem areas (role transition, grief,

relationship conflict, or isolation).

You learn to name your feelings, communicate your needs clearly, and solve relationship

problems step by step.

For example, if you feel alone and unsupported, IPT helps you identify who could help,

practice asking for that help, and rebuild your social network.

As you improve your relationships and adjust to your new role, the stress that fuels

depression and anxiety decreases.

Over weeks, the brain's emotional circuits calm: the prefrontal cortex gains control, the

amygdala's alarm quiets, and mood stabilizes.

Studies show IPT works as well as CBT for perinatal depression and may be especially

helpful if relationship problems or isolation are major triggers.
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S A F E T Y  WAT C H

No physical side effects (it's talk therapy, not a drug). · Can bring up painful emotions

(grief, anger, loneliness) as you work through relationship problems — this is part of the

healing process but can feel hard. · Requires time and commitment (weekly sessions and

real-life practice of new communication skills). · Not all therapists are trained in perinatal

IPT; look for someone who specializes in perinatal mental health. · If symptoms are severe

(suicidal thoughts, psychosis, unable to care for baby), IPT alone is not enough —

medication and closer monitoring are needed.

Haloperidol (Haldol) – for postpartum psychosis · First-generation (typical)

antipsychotic

Haloperidol blocks dopamine D2 receptors (receivers for dopamine, a brain messenger

involved in reward, movement, and — when overactive in certain circuits — psychosis). In

postpartum psychosis, the brain's dopamine system becomes unstable, leading to delusions

(false, unshakable beliefs like 'the baby is possessed'), hallucinations (hearing or seeing things

that aren't there), and disorganized thinking. By blocking excess dopamine signaling in the

mesolimbic pathway (the brain's psychosis circuit), haloperidol quiets the hallucinations,

delusions, and confusion. It works within hours to days and is often combined with a mood

stabilizer (like lithium or valproate) because postpartum psychosis is closely linked to bipolar

disorder.

In postpartum psychosis, dopamine becomes overactive in the mesolimbic pathway, flooding

the brain with false signals that create hallucinations (hearing voices, seeing things) and

delusions (believing untrue, frightening things).

Haloperidol is given by mouth or injection and quickly enters the brain.

It locks onto D2 receptors and blocks dopamine from binding, which shuts down the excess

dopamine signaling.

As the dopamine noise quiets, hallucinations fade, delusions weaken, and thinking becomes

clearer.

Relief often starts within hours to a few days, much faster than antidepressants.

Because postpartum psychosis is often the first sign of bipolar disorder, a mood stabilizer

(like lithium) is usually added to prevent future mood swings.
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Stiffness, slow movements, or tremor (like Parkinson's disease) because haloperidol blocks

dopamine in movement circuits too; often managed with a second medicine. · Restlessness

or feeling unable to sit still (called akathisia); can be very uncomfortable. · Rare but

serious: neuroleptic malignant syndrome (severe muscle rigidity, high fever, confusion, fast

heart rate — call 911 if this happens). · Drowsiness or dizziness. · Low levels pass into

breast milk; discuss with your doctor whether to breastfeed or pump and discard during

treatment. · Postpartum psychosis is a psychiatric emergency — mother and baby must be

kept safe, often in a hospital, while treatment starts.

Lithium – for postpartum psychosis (especially with mania) · Mood stabilizer

Lithium is a naturally occurring element (a simple salt) that stabilizes electrical signaling in

nerve cells and protects brain circuits from the wild swings of mania and depression. In

postpartum psychosis, which is almost always linked to bipolar disorder, lithium calms

overactive nerve firing in mood and thought circuits, prevents manic highs (racing thoughts,

feeling invincible, risky behavior), and reduces the risk of future psychotic or depressive

episodes. It works more slowly than antipsychotics (days to weeks) but is one of the best long-

term protections against bipolar relapse. It is usually started alongside an antipsychotic (like

haloperidol) for fast control of psychosis, then continued for months to years.

In bipolar disorder (which often first appears as postpartum psychosis), nerve cells become

over-excitable and fire wildly, leading to mania (euphoria, racing thoughts, delusions) or

deep depression.

Lithium is swallowed as a pill, absorbed into the blood, and crosses into the brain.

Inside nerve cells, lithium dampens the second-messenger systems (especially the inositol

and protein kinase C pathways) that amplify electrical signals.

By turning down the volume on these signals, lithium prevents the runaway excitability that

drives mania and psychosis.

Over one to two weeks, mood stabilizes, manic energy calms, and the risk of future

psychotic or depressive episodes drops.

Lithium also protects brain cells from damage caused by repeated mood swings, which is

why it's often continued long-term.
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Narrow therapeutic window: blood levels must stay in a specific range (too low doesn't

work, too high is toxic); regular blood tests are required. · Lithium toxicity (shaking,

confusion, slurred speech, vomiting, seizures) if levels get too high — call your doctor or

911 if these appear. · Increased thirst and urination (lithium affects the kidneys). · Weight

gain over time. · Thyroid problems (lithium can slow the thyroid; thyroid levels are

checked regularly). · Hand tremor (common; usually mild). · Not safe during breastfeeding

(lithium passes into milk at high levels and can harm the baby); formula feeding is

recommended during lithium treatment. · Requires careful monitoring and is usually

managed by a psychiatrist.

Red flags

Thoughts of hurting herself or the baby

Seeing or hearing things that are not there (hallucinations)

Belief that the baby is possessed, in danger, or better off dead (delusions)

Extreme agitation, confusion, or inability to care for herself or the baby

Rapid mood swings from very high energy or euphoria to very low mood (suggests

postpartum psychosis, a medical emergency)

Nursing priorities

Ask directly about suicide and harming the baby at every visit using clear words, not hints

— Postpartum depression increases suicide risk, and suicide is a leading cause of maternal

death in the first year after birth; direct questions do not plant ideas and actually reduce

risk by opening conversation

Screen with the EPDS at the first prenatal visit, each trimester, six-week postpartum visit,

and well-child visits up to six months — The EPDS (Edinburgh Postnatal Depression Scale)

is a validated 10-question tool that detects depression and anxiety during pregnancy and

after birth; early detection allows early treatment before symptoms become severe

Separate the mother from other people to ask mental health questions in private — Mothers

often hide symptoms because of shame or fear that someone will take their baby away;

privacy allows honest answers about scary thoughts without judgment from partners or

family members
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Call emergency services or a psychiatrist immediately if the mother reports psychosis

symptoms like hearing voices or believing the baby is possessed — Postpartum psychosis

causes breaks from reality and is a psychiatric emergency with high risk of suicide and

infanticide; these mothers need hospital admission and antipsychotic medicine within

hours, not days

Teach the mother that postpartum depression is a medical illness caused by hormone

changes and brain chemistry, not weakness or bad parenting — Shame and guilt prevent

mothers from seeking help; understanding that postpartum depression is caused by sudden

drops in estrogen and progesterone after birth plus changes in serotonin (a brain chemical

controlling mood) reduces self-blame and increases treatment acceptance

Assess whether the mother has safe help at home and should not be alone with the baby if

severely depressed — Severe depression impairs judgment and ability to respond to baby

cries or emergencies; a support person ensures baby safety and helps the mother with

basic care until treatment starts working in two to four weeks

Refer to therapy (cognitive behavioral therapy or interpersonal therapy) plus medicine for

moderate to severe symptoms; therapy alone may work for mild symptoms — Combination

treatment works faster and better than either alone because therapy changes negative

thought patterns while medicine (like sertraline, an SSRI or selective serotonin reuptake

inhibitor) fixes brain chemical imbalances

Teach that sertraline and other SSRIs are safe during breastfeeding because only tiny

amounts pass into breast milk — Many mothers refuse treatment because they fear

medicine will harm the baby; untreated depression actually harms the baby more by

affecting bonding and the mother's ability to respond to the baby's needs

Sources

ACOG Committee Opinion 757 (2018) Screening for Perinatal Depression

APA DSM-5-TR (2022) Diagnostic Criteria for Major Depressive Disorder with Peripartum

Onset

USPSTF (2023) Recommendation on Perinatal Depression Screening

Cochrane Database Systematic Reviews (2021) Interventions for Preventing Postnatal

Depression

Last reviewed: 2026-07-07
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