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Recognizing Post-partum Depression in 
Pediatric Practice 
Adapted from an article in Pediatrics Vol. 126 No. 5 November 1, 2010, 
pp.1032-1039 
Every year, more than 400,000 infants are born to 
mothers who are or who become depressed—this makes 
perinatal depression the most underdiagnosed obstetric 
complication in America.  Postpartum depression leads 
to increased costs of medical care, premature 
discontinuation of breastfeeding, patterns of 
inappropriate medical care, child abuse and neglect, and 
increased family dysfunction, all of which may adversely 
affect early brain development.  Pediatric practices, as 
medical homes, can establish a system to implement 
postpartum screening to identify mothers at risk who can 
then be referred for support and treatment using 
community resources.  
 
The estimated rates for depression among pregnant and 
postpartum women have ranged from 5% to 25%.  
Studies of low-income mothers and pregnant and 
parenting teenagers have reported rates of depressive 
symptoms as high as 40% to 60%.  The timing shows a 
peak of 6 weeks post-partum for major depression and 2 
to 3 months for minor depression.  There is another peak 
of depression 6 months after birth of a child.  Pediatric 
well child checks are an obvious opportunity for 
meaningful screening and referral for care. 
 
The spectrum of depressive symptoms can range from 
“maternity blues” on to postpartum depression and 
postpartum psychosis.  Maternity blues affects 50% to 
80% of new mothers and occurs during the first few days 
after delivery.  Symptoms are usually gone after 1-2 days, 
or within 1-2 weeks and typically do not compromise 
maternal functioning-- reassurance and efforts to engage 
natural family and relevant community resources for the 
mother are recommended.   
 
Post-partum depressions occur in 13% to 20% of women, 
typically becoming evident in the first two months 
following delivery, with signs and symptoms such as 
lowered mood state, fatigue, irritability, lowered self-
esteem, and sadness.  Prompt supportive interventions 
should be made, both in the pediatric office and through 
referral to relevant community resources, including more 
general parent support programs, such as La Leche 
League and other social agencies.  Untreated, a small 
number of women will progress to experience 
postpartum psychosis with paranoia, serious mood 

instability, hallucinations, delusions, and suicidal and 
homicidal thoughts.  This is obviously a serious condition 
that requires immediate psychiatric attention.  
Preexisting depression and/or bipolar disorder are risk 
factors for developing postpartum psychosis.  
Screening:   While the majority of pediatricians agree 
that screening for perinatal depression is within their 
scope of practice, quite appropriately, few feel that they 
should be responsible for formal diagnosis and 
management. 
 
Pediatricians can screen effectively using a simple 2 
question screen.   
 
The 2 question screen for depression is: 
1. Have you ever felt down, depressed or hopeless? 
2. Have you felt little interest or pleasure in doing things?     
 
One “Yes” answer is a positive screening result and 
should lead to an organized effort to provide 
reassurance, activate family and community resources 
and make an appropriate referral for more formal 
diagnosis and treatment.  Liaison with the mother’s 
obstetrician and referral to a mental health specialist 
would typically be called for, though if suicidality or 
psychosis is a concern, immediate access to crisis 
intervention services for the mother is indicated.  Having 
an organized practice protocol that includes maintaining 
a list of reliable referral resources is advised as depressed 
individuals may have difficulty accepting and negotiating 
a referral on to fruition.  Follow up contact with the 
mother should be part of the intervention plan as well – 
this may be accomplished telephonically and by having 
an early reappointment with the mother-infant dyad to 
include specific focus on the mother’s status.       
 
Beyond the postpartum period, incorporating 
surveillance for parental mental health concerns is also 
warranted and can be facilitated using this same 2 
question screen and by demonstrating ongoing interest 
and concern regarding the mother’s (and the family’s) 
social and emotional well-being.   
 
The primary care pediatrician has a unique opportunity 
to identify maternal depression and help prevent 
problematic developmental and mental health outcomes 
for the infant, the mother and the family.            
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Call BHCS at : 858 880-6405 to reach the triage clinician 
or: 858-956-5900 to reach the office for a behavioral 
health consultation.   
 
Screening for postpartum depression does not require 
that the PCP treat the mother.   
The PCP can offer guidance, support, referrals to the 
mother. 
 
BHCS could be consulted for assistance with resources in 
the community, although the service is designed 
primarily for children up to the age of 18. 
 
Call BHCS at : 858 880-6405 to 
reach the triage clinician or:  
858-956-5900 to reach the office 
for a behavioral health consultation.           
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