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Perinatal Mood and Anxiety Disorders
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.

T H E  O N E - L I N E  T R U T H

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.

The chain — how it unfolds

Estrogen and progesterone drop suddenly after delivery. — why: 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. — why:

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

why: 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.

Intrusive thoughts and suicidal ideation begin. — why: 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. — why: 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). — why: 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. — why:

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.

Spot it — what you see, 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.
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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.

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.

Red flags — act now

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)

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

M a ld ek Study Sheet · Clinical Reasoning

educational use only · not a substitute for clinical judgment page 3 of 5



Treat it — in this order

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.

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.
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Your top priorities at the bedside

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

— why: 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 — why: 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 — why:

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

1. 

2. 

3. 

M a ld ek Study Sheet · Clinical Reasoning

educational use only · not a substitute for clinical judgment page 5 of 5


	Perinatal Mood and Anxiety Disorders
	The chain — how it unfolds
	Spot it — what you see, and why
	Red flags — act now
	Treat it — in this order
	Your top priorities at the bedside


