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Abstract: Postpartum depression (PPD) is a severe mental health condition that affects
women following childbirth and is marked by persistent sadness, anxiety, fatigue, and
difficulty functioning. Unlike the temporary “baby blues”, PPD is more severe and long-
lasting, potentially leading to negative consequences for mother and child. Globally, PPD
impacts approximately 10–20% of postpartum women, with prevalence influenced by ge-
netic, hormonal, psychological, and socio-environmental factors. Early detection is crucial,
with screening tools such as the Edinburgh Postnatal Depression Scale (EPDS) commonly
used in clinical practice. Treatment options include pharmacological interventions such
as selective serotonin reuptake inhibitors (SSRIs), psychological therapies like cognitive
behavioral therapy (CBT) and interpersonal therapy (IPT), and lifestyle modifications.
Despite the growing awareness of PPD, stigma remains a significant barrier to treatment,
discouraging many women from seeking help. In low-income countries, where mental
health care is often underfunded, accessing professionals trained in perinatal mental health
presents an even greater challenge. This gap underscores the urgent need for a collabora-
tive, multidisciplinary approach involving obstetricians, psychiatrists, pediatricians, and
midwives to ensure comprehensive support and care for affected individuals.

Keywords: postpartum depression; perinatal depression; maternal mental health;
Edinburgh Postnatal Depression Scale; risk factors; pharmacological treatment;
cognitive behavioral therapy; interpersonal therapy

1. Introduction
Maternal mental health problems are a significant complication of pregnancy and the

postpartum period and are frequently encountered by healthcare professionals in their
clinical practice [1–4]. The postpartum period is crucial for women and their offspring’s
current and future well-being and is an important time in a woman’s life. It features major
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hormonal changes affecting emotional status, with the potential to predispose women to
postpartum mental health disorders.

Postpartum depression (PPD) is a serious psychiatric condition that occurs within
one year after childbirth [5]. This term includes both prenatal and postpartum depression.
According to the World Health Organization (WHO), more than 80% of women may face
a combination of emotional difficulties during pregnancy and after delivery [6,7]. PPD
is one of the most common incapacitating complications of childbearing that negatively
impacts the mother. The condition is often neglected and underdiagnosed; thus, suffering
mothers do not receive appropriate treatment [4]. As a result, suicide following non-
treated PPD accounts for approximately 20% of postpartum deaths [8]. Women with
severe depression may exhibit unhealthy general behavior and eating habits that might
affect their newborns [9]. Moreover, maternal mental health issues also have an impact
on offspring, such as adverse effects on a child’s cognitive, behavioral, and emotional
development [10–12]. Recent scientific evidence into the pathophysiology of PPD and its
management may offer potentially effective therapeutic options [4].

Understanding stress and depression disorders related to giving birth could provide a
valuable opportunity to properly manage the existing perinatal mental health issues and
prevent PPD in the future. This scoping review aims to summarize and disseminate the
current research findings on postpartum depression’s prevalence, risk factors, diagnosis,
and management.

2. Materials and Methods
A literature review was conducted using the PubMed, Ebsco, Google Scholar, and

Cochrane databases in March 2025. The search was performed using the following search
terms: “postpartum period”, “depression”, “postpartum depression”, “delivery”, “preg-
nancy”, “mental health”, “maternal mental health”, “perinatal”, “postnatal”, “well-being”,
“risk factors”, “epidemiology”, “prevalence”, “incidence”, “diagnosis”, “management”.

Medical subject heading (MeSH) terms were used whenever available: “postpar-
tum period” (MeSH Unique ID: D049590), “postpartum depression” (MeSH Unique ID:
D019052), “maternal behavior” (MeSH Unique ID: D008425), “mental health” (MeSH
Unique ID: D008603). Boolean operators (AND, OR) were used to combine keywords. If
search terms were incomplete, an additional search was performed using modified search
terms. Supplementary Table S1 shows the keywords used and search threads generated.

Overall, 509 articles were identified with the initial screening. The titles and abstracts
of articles were collected using the search strategy and were reviewed by the authors to
identify studies that could potentially align with the study’s objectives. Duplicate and
irrelevant articles that did not meet the specified search criteria were excluded. The full
texts of potentially eligible studies were then obtained and assessed for relevance. Finally,
117 articles were included in this review.

3. Definition and Epidemiology of Postpartum Depression
Postpartum depression refers is a transient psychological condition that occurs within

12 months after childbirth [1–4,13]. The pregnancy and postpartum periods are thought to
be specifically vulnerable periods for the manifestation of maternal mental health issues,
including depression [1,2,14]. As one of the most common mental disorders occurring dur-
ing the perinatal period, PPD impacts the functional ability of a woman in many domains
of life and causes complex negative effects on children as well as parental and marital
relationships [15–18]. Thus, PPD is a severe psychiatric disorder that is underdiagnosed
and underestimated in many cases, leading to serious complications including suicide.
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Reports on the worldwide prevalence of PPD provide a controversial and wide range
of data. Some studies report the estimated overall prevalence of PPD at approximately
10–17% (Table 1) [18–22], while other studies provide data indicating a very high prevalence
of up to 60% [21,23]. The prevalence of PPD is reported to be higher in low- and middle-
income countries (LMICs) than in high-income countries [2,24–26]. In developing countries,
around 20% of women suffer from PPD. Some other epidemiological reports show that the
PPD prevalence in developed countries ranges from 7% to 40%, and in Asian countries
ranges from 3.5% to 63.3% [21,23]. The results of a systematic review that included studies
conducted in developed countries suggest that more than 19% of new mothers might
suffer from PPD in the first 12 weeks of the postpartum period, with up to 7% developing
major depression [19]. A meta-analysis focusing on LMICs shows that the prevalence of
non-psychotic common postpartum mental disorders is close to 20% [27].

Table 1. Global epidemiology of postpartum depression: prevalence, clinical insights, and socioeco-
nomic influences [19,21,23,27–29].

Prevalence/Incidence Population/Region Socioeconomic/Clinical
Context Clinical Insights Socioeconomic/Healthcare

Factors Study/Source

10–17% Global
Mixed (high- and
low-income
countries)

General prevalence
of PPD

Potential underdiagnosis in
low-resource settings [19]

7% to 40%
Developed countries
(including Japan and
China)

High-income, better
mental health
support

Variation in PPD
prevalence due to
healthcare access

Differences in mental health
support and social services [23]

20%
Low- and
middle-income
countries

Limited mental
health resources,
high stigma

High prevalence of
non-psychotic
postpartum mental
disorders

Barriers to accessing care
and societal stigma [27]

3.5% to 63.3% Asian countries
(including China)

Diverse cultural and
socioeconomic
backgrounds

Cultural beliefs and
economic factors
influencing PPD

Significant healthcare
disparities within the
region

[23]

55% European women High-income, specific
regional contexts

Exceptionally high
PPD prevalence in
specific populations

Possible influence of
cultural and regional
stressors

[28]

30% Afghan immigrant
women in Australia

Immigrant group,
socio-cultural
challenges

Increased PPD risk
due to resettlement
stress

Potential lack of culturally
sensitive support systems [29]

Up to 60% Various regions Mixed (extreme cases
in vulnerable groups)

Highest reported
PPD prevalence

Often seen in
underrepresented or
high-risk populations

[21]

PPD—postpartum depression.

The prevalence of PPD is also different depending on ethnic and cultural differ-
ences [30]. A study on the prevalence of PPD among European women reported the
prevalence of PPD as up to 55% [28]. In China, the incidence rate of PPD was reported to
be between 1% and 52.1%, with an average of 14.7% [21]. A study from Japan shows that
more than 10% of mothers in Japan experienced depressive symptoms identified through
the routine utilization of the Edinburgh Postnatal Depression Scale (EPDS) [31]. Another
Japanese study reports that PPD occurs in 10–15% of postpartum women in the country [32].
A survey conducted in Australia among immigrant women from Afghanistan showed that
the prevalence of PPD was as high as 30% [29,33]. The PPD prevalence was found to be
high among Chinese immigrant women as well [29].

Notably, most women with PPD recover within a few months; however, approximately
30% of women later develop major depression and suffer beyond the first year after
childbirth [29,34]. Moreover, the risk of PPD recurrence in the postpartum period of
subsequent pregnancies or non-postpartum depression episodes is approximately 40% [29].
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4. Pathophysiology and Risk Factors of Postpartum Depression
There are multiple factors and mechanisms implicated in the pathophysiology of PPD,

including genetic and biochemical factors and neuroinflammatory changes [35,36]. Various
non-specific factors, such as previous negative life experiences, a history of psychological
issues (stress, depression, and anxiety disorders), social and cultural specifics, marital
and/or financial challenges, psychological features, and stress-coping skills, have an impact
on the risk of PPD development (Figure 1) [25]. Multiple specific risk factors for PPD
have been identified including prenatal maternal depression and anxiety, impaired infant–
mother contact and bonding, and lack of spouse/family support [1,2]. Cultural differences
involving various beliefs or actions related to cultural/ethnic/personal understanding of
PPD, a lack of understanding between spouses, or an adverse reaction to a postpartum
mother’s depressive symptoms from their partner’s side may be important risk factors for
depression and contribute to PPD’s appearance and development.
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The possibility that previous negative life events are risk factors for PPD is currently of
particular interest [35–37]. Mothers who experienced multiple adverse life events such as
childhood or adulthood sexual abuse were found to be at increased risk of PPD. This group
of patients is three times more likely to have PPD in comparison with those who did not
encounter any adverse life events [37]. Chronic stress during pregnancy also predisposes
mothers to depression and anxiety in the postpartum period and is associated with deficits
in the maternal care of newborns and impaired mother–child bonding [35,36,38–41].

Studies of twins and families report the influence of genetic factors on the development
of PPD [42,43]. Genome-wide association studies have revealed candidate genes and
potential pathways involved in PPD [44]. The estrogen receptor alpha gene plays a role
in mediating hormonal changes during pregnancy and the postpartum period. It makes
the estrogen receptor alpha gene an interesting candidate for genetic association studies
in PPD [44,45]. Furthermore, promising evidence has linked mutations in the serotonin
transporter with PPD [46–48]. Studies suggest that a lower expression of the serotonin
transporter gene makes women more predisposed to PPD symptoms after childbirth [49].

Monoamine oxidase A (MAOA), an enzyme implicated in the oxidative de-amination
of amines, such as dopamine, norepinephrine, and serotonin, was also found to play a role
in PPD development (Table 2) [50–52]. Polymorphisms in the MAOA gene have been found
to have an association with PPD, and variants of MAOA have been positively correlated
with the severity of PPD scores [50–52].
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Table 2. Pathophysiological mechanisms and risk factors of postpartum depression [35,37–41,44,45,51–
63].

Factor/Mechanism Specific Elements Clinical Impact Study/Source

Genetic Factors Estrogen receptor α gene, serotonin transporter
gene, MAOA gene polymorphisms

Increased vulnerability to PPD, particularly
after childbirth [44,45,51,52]

Neuroendocrine Factors

1. HPA axis dysfunction, neuroinflammatory
changes, oxidative stress

2. Estrogen and progesterone fluctuations,
oxytocin, prolactin, thyroid hormones,
cortisol, ACTH, CRH

Dysregulation of stress response, impact on
mood, emotion regulation contribute to PPD
symptoms

[35,53–61]

Neuroinflammatory Changes Hormonal withdrawal
(ovarian-steroid-withdrawal hypothesis)

Association with mood disorders and
increased PPD risk [62,63]

Psychological and Social
Factors

Previous negative life events, stress, anxiety,
depression history, marital/financial challenges

Increased risk of PPD, impaired
mother–child bonding [37–41]

ACTH—adrenocorticotropic hormone; CRH—corticotropin-releasing hormone; HPA—hypothalamic-pituitary-
adrenal; MAOA—monoamine oxidase A; PPD—postpartum depression.

Certain neuroendocrine mechanisms play a role in the development of PPD. The
peripartum period is a time of sudden and dramatic changes in hormone production. This
period is also a time of specific susceptibility to the development of psychological/mood
disorders. It is believed that these two processes are associated with fluctuations in repro-
ductive hormones that may play a role in the underlying neurobiology of postpartum mood
disorders. The concept has led to the “ovarian-steroid-withdrawal hypothesis” [62,63].
Further, neuroendocrine abnormalities, such as elevated levels of stress hormones dur-
ing the peripartum period, have also been implicated in the underlying neurobiology of
postpartum mood disorders.

There are a number of findings that imply the hypothalamic-pituitary-adrenal (HPA)
axis’s involvement in postpartum depression [54]. This is based on the fact that stress is
a prominent risk factor for postpartum depression, and neuroendocrine disruptions are
one of the most consistent findings in major depressive disorder [53,54]. Consistent with
the role of HPA axis dysfunction in PPD, there is evidence of altered levels of cortisol,
ACTH, and CRH in patients suffering from postpartum depression [44]. Elevated levels
of corticotrophin-releasing hormone (CRH) have even been suggested to be a diagnostic
criterion for postpartum depression [54].

Estrogen levels rise dramatically before parturition, reaching levels over 1000 times
their baseline values, and then precipitously drop after delivery. Changes in absolute
estradiol levels have not been consistently reported in patients with PPD [45]. However, it
has been suggested that women with PPD may exhibit increased sensitivity to estrogen
signaling based on changes in estrogen-sensitive transcript expression [45]. Furthermore,
estrogen signaling is known to impact other pathways involved in mood, such as the
HPA axis. Several studies suggest that estrogen treatment reduces the risk of developing
PPD [55,56,64]. In contrast to the antidepressant effects of estrogen, progesterone treatment
has been shown to increase the risk and worsen depression in postpartum women [55,57,58].

Oxytocin also plays an important role in postpartum depression as it is a well-known
factor for the regulation of emotions, social interaction, stress, and mother–infant rela-
tionships, including delivery, lactation, and attachment [59,60]. However, the oxytocin–
breastfeeding–depression relationship is not fully clarified yet, with some conflicting results
in recent studies [58]. Some studies have shown oxytocin levels during breastfeeding to
be inversely correlated with depression symptoms [65]. However, in one study, intranasal
oxytocin treatments failed to improve maternal sensitivity measures [66]. More recently,
researchers have reported that maternal venous oxytocin levels during breastfeeding, mea-
sured 2 and 6 months into the postpartum period, showed no significant variation based
on depression symptom status [58,67].
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Evidence of a relationship between breastfeeding and PPD is well established [58].
Prolactin has a well-known role in lactation and maternal behaviors. Researchers report
that hyperprolactinemia may induce PPD, although the exact mechanism of this process is
not well understood [68,69]. Other studies have reported lower PPD risk associated with a
longer reported breastfeeding duration [58]. Both meta-analyses suggest that the relation-
ship between breastfeeding and PPD is varied by the type of breastfeeding (exclusive vs.
partial breastfeeding) [58].

It should also be noted that thyroid hormones have also been implicated in PPD [35,61].
Thyroid hormones have been suggested as a marker of PPD due to the proven role of thyroid
dysfunction in major depression [64]. Moreover, it is well known that thyroid function
flaws are associated with pregnancy and, thus, could potentially contribute to PPD.

The potential mechanisms discussed above do not function separately but are ex-
tremely interrelated. It is likely that numerous factors may collectively contribute to PPD
development. One of the predominant risk factors for the development of postpartum
depression is stress and previous adverse life events, which are linked to neuroendocrine
dysfunction associated with PPD. Understanding the underlying pathophysiology of PPD
may help in understanding the condition and finding appropriate management options.

5. Symptoms and Diagnosis of Postpartum Depression
Timely diagnosis and management of PPD are critical for ensuring maternal health

and supporting the developmental well-being of the newborn/child. The diagnostic criteria
for PPD include a “combination of depressed mood, loss of interest, anhedonia, sleep and
appetite disturbance, impaired concentration, psychomotor disturbance, fatigue, feelings of
guilt or worthlessness, and suicidal thoughts, which are present during the same two-week
period and are a change from previous functioning” [4]. The transition to motherhood
can result in some mothers feeling insecure and showing symptoms of stress and anxiety.
PPD has several temporary symptoms such as brief crying spells, tearfulness, irritability
or emotional lability, sorrow/weeping, unstable mood, insomnia, anxiety, loss of appetite,
and poor concentration [3,4,41]. These symptoms must cause clinically significant distress
and have an impact on functioning that is “not attributable to a substance or to another
medical condition” [4].

Overall, PPD reduces maternal mental health and quality of life. Women experiencing
PPD appear to be anxious and grumpy and struggle with routine household tasks. They
have negative feelings about themselves and their children, appear tearful, and may experi-
ence marital problems [3,4]. In addition, women with PPD could have physical symptoms,
such as sleep and appetite disturbances, and display obsessional behavior [3,4,70]. The
quality of life for such women and their families is severely compromised, which can result
in marital breakdown [71–73]. In the most severe cases, women report fear of hurting them-
selves or their newborns [74–76]. According to studies, 5–14% of perinatal and postnatal
women have thoughts of self-harm, and suicides account for up to 20% of postpartum
deaths [8,76,77]. Thus, proper screening for PPD may help to improve not only mental but
physical well-being as well.

The identification of these symptoms and confirmation of PPD is a sensitive clinical
inquiry for obstetricians and primary care providers during the postpartum period [4].
A screening instrument that identifies the risk of depression during pregnancy and the
postpartum period would help to prevent aggravation of PPD even when it occurs. Many
mental health screening tools have been validated to measure perinatal mental health
issues [78]. Currently, 12 available instruments have been designed to assess the risk factors
of PPD [70]. These instruments are based on measuring different factors combined with
prenatal, perinatal, and postnatal risk factors for PPD.
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Since 1978, when the first checklist to identify the risk factors for PPD in pregnancy
became available [79], several similar instruments have been developed. The Postpartum
Depression Predictors Inventory-Revised (PDPI-R) [80] is the antenatal screening scale
whose design has been based on the findings of meta-analyses [81]. This was the first
instrument to assess risk factors that occur during both pregnancy and the postpartum
period. The PDPI-R was originally designed to be administered via an interview conducted
by a clinician.

The Beck Depression Inventory (BDI) is another tool used to measure PPD [82,83].
However, the accuracy of the BDI-II in the accurate detection of PPD is controversial [84];
therefore, the BDI-II instrument should be used with caution during PPD diagnosis [83].
Researchers and clinicians who screen for PPD should “pay particular attention to cogni-
tive/affective symptoms, as they appear more robust to normative physical and emotional
changes that occur in the postpartum” [83]. For BDI, a score of 17 or more suggests the
appearance of depression symptoms. Different levels of depression, from borderline to
extreme depression, could be categorized using BDI. However, specifically for BDI-II,
researchers suggest a cut-off score of >12 as a criterion to indicate “mild depression in
the postpartum period” [83]. At present, the Edinburgh Postnatal Depression Scale is
considered the gold standard in screening for PPD [25,85–88]. The validation and analysis
of the EPDS’s items have been carried out in a large variety of studies/samples and in
different countries and cultures [78,86,89–93]. Several studies have obtained a combination
of three factors: depressive or non-specific depressive symptoms (items 7, 8, 9, and 10),
anhedonia factor (items 1 and 2), and anxiety symptoms (items 3, 4, and 5) [94]. These re-
sults imply that obtaining an anxiety dimension using items from a scale designed to assess
depressive symptoms poses construct validity problems for the EPDS. A score of more than
10 suggests minor or major depression; thus, further evaluation is recommended. The use
of the EPDS as a “gold standard” of postpartum depression may minimize the importance
of postpartum anxiety symptoms. Compared to other scales used to measure PPD, the
EPDS takes only few minutes to complete, is freely accessible, and has been validated for
use throughout the perinatal period (during pregnancy and in the postpartum period).
The English version of the EPDS has good internal consistency and reliability [85]. More-
over, it has been translated into 50 languages and passed through multiple cross-cultural
validation studies.

The Depression, Anxiety, and Stress Scale (DASS) is a 21-item self-reported instrument
for measuring the negative emotional states of depression, anxiety, and stress [95]. Some
studies use DASS-21 to measure PPD levels. These studies report that DASS-21 shows good
internal reliability for measuring PPD [78,96]. The DASS-21 questionnaire demonstrates a
“satisfactory ability to discriminate cases from non-cases” [78]. These findings suggest that
the DASS-21 instrument could be used as an alternative tool when screening PPD. It has
fewer questions, which is considered to be an advantage of the instrument [78]. However,
it should be noted that the DASS-21 scale is not diagnostic, but measures the severity
of symptoms. Compared to EPDS, DASS-21 should be used as part of a comprehensive
PPD assessment.

There are many more instruments that have been validated and utilized for PPD
diagnosis; however, when choosing between one and another, their reliability and cul-
tural validation results should be taken into consideration. Currently, the majority of
studies/researchers and clinicians prefer using EPDS [25].
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6. Association of Maternal Postpartum Depression with
Children’s Development

PPD, being a common mental health disorder, could also be associated with long-
lasting effects for the children of affected women. The developmental curves of these
children, including cognitive development, have been noted to be affected by their mother’s
mental health and well-being (Figure 2) [40,41]. Many research studies have described
the impact of PPD on the health and well-being of the mother and its effects on the
health outcomes of the infant [40,97]. PPD has a negative influence on child health and
development because it interferes with the mother’s ability to care for a baby and handle
other daily tasks, and the mother–child relationship often worsens because of PPD [40,98].
Maternal depression during the 4–6 month postpartum period has been found to be
significantly related to adequate newborn development [25,40]. Mothers with a diagnosis
of PPD have been found to have decreased sensitivity to their infant’s cues, such as crying;
thus, newborns’ well-being and needs could be neglected [25,40].
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Studies focused on the later developmental stages of children from mothers with
postpartum mental disorders have shown a direct relationship between maternal depres-
sion and negative cognitive outcomes in children at preschool and school ages [40,99–102].
Studies report a direct relationship between the amount of “cognitive stimulation provided
by the mothers towards their children at 5 and 8 years of age” and their performance on
cognitive tests [40,103]. Although PPD may have a lower impact on children’s intellectual
development in adolescent ages in comparison to other ages, maternal interest and support
were found to have a strong connection to the child’s achievements.

A decrease in maternal sensitivity towards infant cues has been associated with a
decrease in cognitive stimulation which, therefore, could impact intellectual development
in the child [40,41]. Moreover, severe depression is also reported to be associated with
child abuse [25,41]. Therefore, to protect offspring, all women during pregnancy and the
postpartum period should be quickly and appropriately screened for PPD [40]. Early and
accurate identification and intervention must occur to prevent long-term consequences for
childbearing families and to prevent PPD from being converted into a significant mental
health disorder.
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7. Management of Postpartum Depression
The management of PPD typically involves a combination of different treatment

methods: psychological, pharmacological, and lifestyle interventions, as well as family
and social support (Figure 3) [7,104–108]. The approach depends on the expressiveness of
symptoms, the severity of the condition, and individual patient needs [41].
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Psychotherapy is often the first-line treatment, especially for mild to moderate PPD.
Cognitive behavioral therapy (CBT) is a structured, time-limited psychotherapy that fo-
cuses on identifying and modifying negative mind patterns and behaviors. It is effective
in reducing depressive symptoms in postpartum women [104,105,107,109]. A study by
Li et al. (2022) found CBT to be effective for the management of maternal anxiety, stress,
and PPD [105]. A more recent meta-analysis also reports that CBT-based facilitations for
depression during the perinatal period appear to be effective [110].

Another option is interpersonal therapy (IPT), which aims to address interpersonal
issues and role transitions that may contribute to depression. Studies have demonstrated
its efficacy in treating postpartum depression by improving interpersonal relationships and
social functioning [107,109,111]. A study of HIV-positive pregnant women with mental
health issues found that IPT was effective in the management of PPD [106]. However,
limited studies on this method of management are available for review.

The use of peer support groups as a management option for PPD provides a platform
for new mothers to share experiences and coping strategies, reducing feelings of isolation
and promoting recovery. Research indicates that such groups can be beneficial in managing
postpartum depression [107,112]. The limited studies on peer support therapy indicate
that this management option provides a potential mechanism for improving mental health
outcomes [112]. The method was found to be effective as a preventative strategy for
PPD [113]. These approaches are effective mostly for mild and moderate cases of PPD.

The majority of cases of moderate or severe PPD require pharmacotherapy or a
combination of psychotherapy and pharmacotherapy. Pharmacological treatments include
selective serotonin reuptake inhibitors (SSRIs) and other neuroactive steroid drugs such as
gamma-aminobutyric acid (GABA) modulators [107–109,114].
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SSRIs, such as sertraline and fluoxetine, are commonly prescribed for moderate to
severe postpartum depression [107,108]. Most SSRIs (like fluoxetine, sertraline, and es-
citalopram) have minimal adverse effects on milk production and infant development
when used during breastfeeding; thus, they are generally considered safe for breastfeeding
mothers, with minimal infant exposure through breast milk.

In August 2023, the United States (USA) Food and Drug Administration (FDA) ap-
proved zuranolone as the first oral medication specifically for PPD. Zuranolone acts primar-
ily as a positive allosteric modulator of GABA receptors. Clinical trials have shown that
zuranolone significantly reduces depressive symptoms in postpartum women [108,115]. A
recent study also reported that zuranolone was well tolerated by patients and demonstrated
significant improvements in depressive symptoms [115]. This supports the high potential of
the medication for the management of maternal mental health issues as a new rapid-acting
pharmacotherapy for PPD.

Brexanolone is a derivative of progesterone metabolite allopregnanolone that works
by modulating the brain’s stress response through GABA receptors. It is an intravenous
medication approved for the treatment of PPD [114,116]. It has been shown to provide
rapid relief of depressive symptoms, though it requires administration in a healthcare
setting due to potential side effects. The main disadvantage of the medication is the need
for hospital admission, as it is given as a 60 h intravenous infusion in a hospital setting.

Although an amount of zuranolone or brexanolone might transfer into breast milk,
the exact concentrations of these medications in breast milk have not been extensively
studied. Given the short half-life of brexanolone (9–13 h), the amount transferred to the
infant would likely be minimal. However, zuranolone has a half-life of 24 h; thus, it should
be used with caution [114,115].

Regarding pharmacotherapy, it should be noted that any medication should be pre-
scribed after weighing risks vs. benefits, especially for breastfeeding mothers. Moreover,
it may take 2–4 weeks to notice significant improvements with antidepressants. Some
medications may require dose adjustments under medical supervision.

Lifestyle modifications may help to improve the condition of patients with PPD. These
include regular exercise, adequate sleep, and a healthy diet [7,9]. Social support is another
option to help women with PPD. It involves family and partner engagement and commu-
nity resources [7]. Educational interventions designed to inform male partners about the
symptoms and signs of PPD could improve family support and bonding. Active partici-
pation from family members and partners in childcare and household responsibilities can
alleviate stress and provide emotional support, which is vital for recovery from postpartum
depression. Community-based support services are usually based on home visits from
healthcare professionals or local parenting groups, which can offer additional assistance
and reduce feelings of isolation [7].

Unfortunately, some severe cases do not respond to pharmacotherapy or other meth-
ods of management and, thus, require medical interventions such as electroconvulsive
therapy (ECT) [107,117]. For severe cases of PPD, especially those with psychotic features
or where other treatments have failed, ECT may be considered. It has been shown to be
effective in rapidly alleviating depressive symptoms. Compared to its use in the manage-
ment of non-postpartum depression or psychosis, ECT shows a higher response rate in
PPD cases [117].

The utilization of effective preventive strategies may help to reduce the prevalence
of PPD and assist in early diagnosis. Screening is one of the most significant parts of
the prevention strategy. Routine screening for depression during pregnancy and the
postpartum period is recommended to identify at-risk individuals early. Tools like the
EPDS are commonly used for this purpose in many countries [87]. Another important
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part of the preventive measures is education and awareness [7]. This includes teaching
and informing pregnant women about PPD symptoms and signs that could facilitate early
recognition and prompt treatment. Moreover, family members should also be informed
about how to identify the condition and offer support.

A comprehensive approach that includes psychological support, appropriate pharma-
cological treatment, lifestyle adjustments, and strong social support networks is essential
for effectively managing postpartum depression. Early intervention and personalized care
plans are crucial for the well-being of both mother and child.

8. Conclusions
PPD is a prevalent and debilitating disorder. While several effective treatment options

exist, including pharmacological and psychological therapies, psychosocial interventions,
and neuromodulation techniques, many remain under-researched. Unfortunately, the
available treatments are significantly underutilized in the community. Although PPD is
increasingly recognized and discussed, stigma persists, preventing many women from
seeking care. In low-income countries, mental health is often not a priority, and women may
face barriers to accessing providers with specialized training in perinatal mental health,
even when they seek help. Given the complexity of the problem, a collaborative approach
involving multiple healthcare providers such as obstetricians, psychiatrists, pediatricians,
and nursing/midwifery professionals is essential. Expanding reproductive psychiatry
education within psychiatry residency and fellowship programs is crucial to improving
awareness and care.
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