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PREGNANCY RELATED DEPRESSION (PRD) AND ANXIETY/MOOD 
DISORDERS COALITION 

The Pregnancy Related Depression & Anxiety and Mood Disorders Coalition (PRD/AMD) was 
initiated in 2014 by the Larimer County Department of Health and Environment, through the 
Maternal Child Health (MCH) block grant priority area of Women's Mental Health: Pregnancy 
Related Depression. Our goal is to reduce stigma associated with maternal mental health and to 
increase the number of women identified with PRD who seek treatment.   

The PRD/AMD Coalition is made up of health and human service-related representatives who 
seek to support women, families, and health care providers in achieving healthy pregnancies 
and improved birth outcomes in Larimer County. As a coalition, we strive to ensure that optimal 
care and services are provided to women in the prenatal and postpartum period as well as their 
infants, children, and families. We accomplish this through identifying gaps, barriers, strengths, 
and weaknesses of those living with pregnancy-related depression and/or mood disorder(s). 

If you are interested in more information about the PRD/AMD Coalition of Larimer County or 
would like to participate, please contact: Andrea Clement-Johnson, MS, Health Promotion and 
Community Intervention Manager at: aclement-johnson@larimer.org 

WHAT IS PREGNANCY RELATED DEPRESSION AND ANXIETY & MOOD 
DISORDERS? 

Pregnancy-related mood and anxiety disorders occur during pregnancy, after giving birth, 
following adoption, and after a pregnancy loss. In Colorado, nearly 1 in 9 women who give birth 
will experience signs and symptoms of depression and/or anxiety. This makes pregnancy-
related mood disorders the most common complication of pregnancy (PSI, 2018). 

According to Postpartum Support International (PSI), 10% of women experience depression in 
pregnancy and approximately 15% of women experience significant depression following 
childbirth; the percentages are higher for women living in poverty and can be twice as high for 
teen parents. Symptoms of pregnancy-related depression can start anytime during pregnancy 
or the first year postpartum. They may include the following: feelings of anger or irritability, 
lack of interest in the baby, appetite and sleep disturbance, crying and sadness, feelings of guilt, 
shame or hopelessness, loss of interest, joy, or pleasure in things previously enjoyed, and 
possible thoughts of harming the baby or oneself (PSI, 2018). Women with pregnancy-related 
depression are less likely to report feelings of sadness than other persons with depression; 
rather, they commonly have prominent feelings of guilt or worthlessness, and experience a loss 
of enjoyment of usually pleasurable activities (Hirst & Moutier, 2010). 

mailto:aclement-johnson@larimer.org
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Perinatal Generalized Anxiety Disorder (GAD) has a high 
prevalence of 8.5%–10.5% during pregnancy and 4.4%–
10.8% postpartum. GAD is characterized by excessive, 
uncontrollable worry that can cause functional 
impairment. These worries become disabling if they are 
recurrent, time-consuming, intrusive, and acquire a 
quality of irrationality. If these worrisome symptoms 
persist for an extended period, they can cause functional 
impairment in every area of the mother's life (Misri et al., 

2015). Additional symptoms of perinatal anxiety include constant worry, feeling that something 
bad is going to happen, racing thoughts, disturbances of sleep and appetite, inability to sit still, 
physical symptoms like dizziness, hot flashes, and nausea (PSI, 2018).  

 

IDENTIFYING RISK FACTORS FOR PRD/AMD  

The single greatest risk factor for pregnancy-related depression is a prior history of depression 
(Langan & Goodbred, 2016). Women with a history of anxiety or mood disorder symptoms 
during the pregnancy or those who have an episode of the "baby blues" following delivery are 
at increased risk of a major depressive episode in the pregnancy-related period (APA, 2013). 
Other risk factors include, but are not limited to, the following list (ACOG, 2015; ACOG, 2016; 
Langan & Goodbred, 2016; Norhayati, et al., 2015, PSI, 2017):  
 

• A history of trauma and/or abuse 

• Personal or family history of anxiety or previous perinatal depression or anxiety  

• Lack of social support and single parent status 

• Low socio-economic status or educational level 

• Unintended pregnancy or a negative attitude toward the pregnancy 

• Traumatic childbirth experience, neonatal intensive care unit admission or infant 
medical illness 

• Stress related to child care issues and intention to return to work 

• Perceived stress, difficulties with breastfeeding, or a temperamentally difficult infant 

• Surrogate pregnancy/adoption or teen pregnancy 

• Sleep deprivation 

• Miscarriage or infant loss 

 

*It is important to note, however, that a woman without any known risk factors may also 
develop pregnancy-related depression. 



5 
 

CONCERNS OF UNTREATED PRD/AMD 

Untreated PRD interferes with a mother’s ability to 
engage in positive interactions with her child.  The 
lack of positive interactions with the mother 
increases the child’s risk of developing insecure 
attachments, problematic behavior, and 
psychopathology while also decreasing the child’s 
cognitive and social competency.  

 

Studies have found that recurrent negative thinking 
in mothers with GAD resulted in mothers being less 
responsive and engaged in interactions with their 
infants. In addition, these infants appeared to be 
withdrawn and were more likely to display lowered 
emotional tone. 75% of postpartum women with GAD also met criteria for depression (Misri et 
al., 2015).  Given the risks associated with PRD/AMD on the parent-child relationship, it is 
important to refer families to infant mental health professionals who can address disruptions to 
the relationship.   
 

Infant Mental Health Resources: 

http://coaimh.org/resources/  

 

SCREENING FOR PRD/AMD 

PRD is a common, potentially serious, and sometimes life-threatening condition. All mothers 
should undergo screening for depression at the pregnancy-related visit.  It is important to note 
that because common symptoms of depression overlap considerably with those of normal 
pregnancy and pregnancy-related periods (e.g., changes in appetite, sleep patterns, and libido), 
perinatal depression often goes unrecognized.  For those who initially screen negative for PRD, 
repeat screening should be considered at a later visit or when the mother takes her baby in for 
a checkup.   

  

A standardized self-administered screening tool, followed by a review of the patient's 
responses and follow-up questions in a face-to-face interview with the provider, will ensure 
consistency and efficiency in the screening process (ACOG, 2015; Myers, et al., 2013; Langan & 
Goodbred, 2016; Norhayati, et al., 2015; O’Connor, et al., 2016; O'Hara & Scott). Care teams 
should include collaboration between the obstetrician, family practice physician, and 
pediatrician as well as any outside referral such as mental health provider(s). 

  

http://coaimh.org/resources/
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The primary care pediatrician plays a key role in identifying maternal depression through the 
supportive long-term family relationship that can benefit the development and mental health 
outcomes for the infant and family (Earls, M. F., 2010). Baby checkup visits also offer a good 
opportunity to screen mothers who missed their pregnancy-related visit, those who might 
benefit from repeat screening, and those who failed to undergo earlier screening for any reason 
(Earls & American Academy of Pediatrics [APA] Committee on Psychosocial Aspects of Child and 
Family Health, 2010). 

 

The PRD/AMD Coalition recommends the following screening schedule: 

• 1st prenatal visit and at least once in 2nd and 3rd trimester, and 

• 6-week postpartum obstetrical visit (or at first postpartum visit), and 

• Repeated screening at 6 and/or 12 months in OB and primary care settings, and 

• 2, 4, 6, and 12-month pediatric visits 

 

http://www.postpartum.net/learn-more/screening/ 

 

SCREENING METHODS  

To help mothers receive screening without undue interruption of a clinic workflow, the 
following methods could be used as a convenient approach to screening: 

 

• Give each pregnancy-related woman a screening tool to complete, in the form of a 
printed sheet with a clipboard, while she waits for her visit with the clinician.   

• Score the completed tool according to the standards provided for each tool and 
assess whether the screen is positive or negative (O'Hara & Scott). 

• Tools can be scored by a nonclinical staff person. 
• A clinician with appropriate training should review the screen, discuss it with the 

woman, and ask follow-up questions to evaluate her risk of having pregnancy-
related depression. 

 

SCREENING AND DIAGNOSTIC TOOLS  

The following pregnancy-related depression screening tools have been validated for use in 
pregnancy-related patients: 

EDINBURGH POSTNATAL DEPRESSION SCALE (EPDS; COX, ET AL., 1987) 

Edinburgh Postnatal Depression Scale (EPDS; Cox, et al., 1987) 

http://www.postpartum.net/learn-more/screening/
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The EPDS can be used during pregnancy and in the postpartum period, specifically within the 
first year.  The Edinburgh Postnatal Depression Scale (EPDS) is the most well-known, validated 
instrument for screening pregnancy-related depression. It has 10 questions, is free, is relatively 
easy to score, and can be completed in less than 5 minutes by the mother. Tool guidelines 
indicate that a score of greater than 10 is a positive screen and that a mother needs additional 
behavioral health follow-up care. In addition, the EPDS scale was found useful in identifying 
symptoms of anxiety (Brouwers, E.P., Van Baar, A.L., and Pop, V.J., 2001). The EPDS is a reliable 
and valid measure found in fathers as well as mothers and should be considered for both 
parents (Loscalzo, Y., Giannini, M., Contena, B., et. al., 2015). The EPDS has been studied in 
various cultural groups and translated into multiple languages, making it applicable for a wide 
range of populations. 

 

• Edinburgh Postnatal Depression Scale (EPDS) in English  
o http://cchap.org/wp-content/uploads/2015/02/Edinburgh-English.pdf 

• Edinburgh Postnatal Depression Scale (EPDS) in Spanish 
o http://cchap.org/wp-content/uploads/2015/02/Edinburgh-Spanish.pdf 

• Instructions for using the EPDS 
o http://cchap.org/wp-content/uploads/2015/02/Instructions_for_using_EPDS.pdf 

 

PATIENT HEALTH QUESTIONNAIRE-9 (PHQ-9; YAWN, ET AL., 2009) 

The PHQ-9 is a nine-item depression scale. It is one of the most validated tools in mental health 
and can be a powerful tool to assist clinicians with diagnosing depression and monitoring 
treatment response. The nine items of the PHQ-9 are based directly on the nine diagnostic 
criteria for major depressive disorder in the DSM-IV. The PHQ-9 is rather unique in that it 
functions as a screening tool, an aid in diagnosis, and as a symptom tracking tool that can help 
track a patient's overall depression severity as well as the improvement of specific symptoms 
following treatment. 

PHQ-9 in English  

http://www.coloradohealthpartnerships.com/provider/integrated/PHQ9-English.pdf 

PHQ-9 in Spanish  

http://www.coloradohealthpartnerships.com/provider/integrated/PHQ-9-Spanish.pdf 

The EPDS or PHQ-9 recommended cut-off score for a positive screening is 10. The EPDS is a 
reliable and valid measure of mood in fathers.  

Pregnancy-Related Depression and Anxiety Symptoms Guidance Algorithm  

https://www.colorado.gov/pacific/sites/default/files/HTW_PRD_Pregnancy-Related-
Depression-Guideline_March-2017.pdf 

 

http://cchap.org/wp-content/uploads/2015/02/Edinburgh-English.pdf
http://cchap.org/wp-content/uploads/2015/02/Edinburgh-Spanish.pdf
http://cchap.org/wp-content/uploads/2015/02/Instructions_for_using_EPDS.pdf
http://cchap.org/wp-content/uploads/2015/02/Instructions_for_using_EPDS.pdf
http://www.coloradohealthpartnerships.com/provider/integrated/PHQ9-English.pdf
http://www.coloradohealthpartnerships.com/provider/integrated/PHQ-9-Spanish.pdf
https://www.colorado.gov/pacific/sites/default/files/HTW_PRD_Pregnancy-Related-Depression-Guideline_March-2017.pdf
https://www.colorado.gov/pacific/sites/default/files/HTW_PRD_Pregnancy-Related-Depression-Guideline_March-2017.pdf
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MOOD DISORDER QUESTIONNAIRE 

It is helpful to provide a Mood Disorder Questionnaire (MDQ) with the EPDS when determining 
unipolar vs. bipolar disorders. Providers should inquire about any history of bipolar disorder or 
manic symptoms, as women with bipolar disorder are at increased risk of pregnancy-related 
depression.  For any woman with suspected manic symptoms or bipolar disorder, or any history 
of a psychotic disorder, referral to a mental health professional for evaluation and treatment 
should be considered, since the management of these conditions may be complex (Hirst & 
Moutier, 2010; Langan & Goodbred, 2016).   

MDQ: http://www.sadag.org/images/pdf/mdq.pdf  

  

 
***Any patient with a positive response to questions related to suicide risk on 
the screening tool, and any patient who expresses or is suspected of having 
suicidal thoughts or ideas, should immediately undergo a thorough suicide risk 
assessment and possible hospitalization. (Zero Suicide Advisory Group, 2015). If 
you are needing assistance with a patient in CRISIS, call SummitStone 24-hour 
Crisis Line (970) 494-4200 x1.  
 

 

POSTPARTUM PSYCHOSIS  

Although pregnancy-related psychosis is 
uncommon, approximately one-half of such 
episodes represent the initial manifestation of a 
severe psychiatric disorder. Any woman with 
psychotic symptoms at the time of evaluation or in 
the recent past (either self-reported or observed 
by another person) should be referred for 
emergent psychiatric evaluation and consideration 
of hospitalization, as her condition may 
deteriorate very rapidly (Langan & Goodbred, 
2016; Meltzer-Brody & Jones, 2015). 

 

Postpartum psychosis is a rare illness compared to the rates of postpartum depression or 
anxiety. The onset is usually sudden, most often within the first 2 weeks postpartum. Of the 
women who develop a postpartum psychosis, research has suggested that there is 
approximately a 5% suicide rate and a 4% infanticide rate associated with the illness. 
Immediate treatment for a woman going through psychosis is imperative. 
 

http://www.sadag.org/images/pdf/mdq.pdf
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It is also important to know that many survivors of postpartum psychosis never had delusions 
containing violent commands. Delusions take many forms, and not all of them are destructive. 
Most women who experience postpartum psychosis do not harm themselves or anyone else. 
However, there is always the risk of danger because psychosis includes delusional thinking and 
irrational judgment, and therefore women with this illness must be quickly assessed, treated, 
and carefully monitored by a trained perinatal mental health professional.  

 

SYMPTOMS OF POSTPARTUM PSYCHOSIS: 

• Delusions or strange beliefs 

• Hallucinations (seeing or hearing things that aren’t there) 

• Feeling very irritated 

• Hyperactivity 

• Decreased need for or inability to sleep 

• Paranoia and suspiciousness 

• Rapid mood swings 

• Difficulty communicating at times 

SCREENING FOR POSTPARTUM PSYCHOSIS 

A woman with known bipolar disorder and a personal or family history of postpartum psychosis 
is at substantial risk. She and her family should be informed of the symptoms to recognize 
including: mood swings, confusion, strange beliefs, and hallucinations. Contacting her physician 
if these symptoms arise is essential. Even before delivery, the at-risk patient is encouraged to 
consult with a psychiatrist to help her consider treatment options or treatment prophylaxis at 
delivery to avoid illness.  

Physicians are strongly urged to ask about symptoms of postpartum psychosis in the high-risk 
patient at her 6-week obstetrical follow-up visit. The Edinburgh Postnatal Depression Scale 
(EPDS) and the Mood Disorder Questionnaire (MDQ) are useful tools to screen for depression 
and mania/hypomania. When the patient reports confusion, threats to harm herself or others, 
is having difficulty caring for her children, or is exhibiting poor self-care, a psychiatric referral 
must be arranged immediately.  

 

Postpartum Psychosis Resources 

http://www.postpartum.net/learn-more/postpartum-psychosis/ 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3109493/pdf/nihms294422.pdf 

 

http://www.postpartum.net/learn-more/postpartum-psychosis/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3109493/pdf/nihms294422.pdf
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TREATMENT OF PREGNANCY RELATED DEPRESSION AND ANXIETY: 
INTEGRATED MODEL OF SUPPORT 

Ideally, a team approach should be taken when treating women with PRD, which includes: 
healthcare and mental health providers, pharmacists, psychological services, and social support 
networks.  

 

NONPHARMACOLOGIC TREATMENT 

Cognitive-behavioral therapies are the first-line choice for the treatment of mild to moderate 
pregnancy-related depression and perinatal GAD. However, in moderate to severe cases, 
pharmacological treatment should be considered (Misri et al, 2015). 

 

Treatment of mild-to-moderate pregnancy related depression and anxiety may include 
psychological and behavioral therapies, such as individual or group counseling, interpersonal 
psychotherapy (IPT), and partner-assisted IPT (Hirst & Moutier, 2010; Langan & Goodbred, 
2016; Meltzer-Brody & Jones, 2015). 

  

Social and partner support during the perinatal period can buffer the effects of PRD/AMD. It 
can improve physical and psychological well-being and decrease parenting stress. Types of 
social support include emotional, practical, informational and peer.   

  

PHARMACOLOGIC TREATMENT  

For patients with more severe symptoms and those who do not respond to non-pharmacologic 
therapy, medication therapy may be appropriate.  Selective serotonin reuptake inhibitors 
(SSRIs) are one class of drugs commonly used to treat pregnancy-related depression (Hirst & 
Moutier, 2010, Langan & Goodbred, 2016).  There is no evidence that one agent is superior to 
any other.  If the patient has taken an antidepressant in the past with good result, that agent 
would be a logical choice to initiate therapy in the absence of contraindications.  

 

Pregnancy-Related Depression & Anxiety Symptoms Guidance 
https://www.colorado.gov/pacific/sites/default/files/HTW_PRD_Pregnancy-Related-
Depression-Guideline_March-2017.pdf 

 

Medication Algorithm 

https://www.colorado.gov/pacific/sites/default/files/HTW_PRD_Medication-Algorithm.pdf 

 

https://www.colorado.gov/pacific/sites/default/files/HTW_PRD_Pregnancy-Related-Depression-Guideline_March-2017.pdf
https://www.colorado.gov/pacific/sites/default/files/HTW_PRD_Pregnancy-Related-Depression-Guideline_March-2017.pdf
https://www.colorado.gov/pacific/sites/default/files/HTW_PRD_Medication-Algorithm.pdf
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Breastfeeding 

Pregnancy-related depression and treatment with antidepressant medications are not 
contraindications for breastfeeding.  Women who wish to breastfeed while taking 
antidepressants should be counseled on the benefits of breastfeeding, the value of treating 
pregnancy-related depression (including the risk of untreated depression), the potential risk of 
exposure of the infant to the medication or its metabolites, and the limitations of evidence 
related to the effects on the infant (Sachs & APA Committee on Drugs, 2013).  Those who 
choose to breastfeed should receive encouragement and support to overcome challenges and 
obstacles that may be present (Sriraman, et al., 2015), and providers should consider 
monitoring the growth and neurodevelopment of the infant (Sachs & APA Committee on Drugs, 
2013).  

 
Helpful Lactation & Medication Resources 

https://www.infantrisk.com/ 

http://www.motherisk.org/ 

 

BILLING AND REFERRAL TO TREATMENT 

A pediatric primary care provider who sees an infant for a well-baby visit may now bill for 
postpartum depression screening on the mother using the Medicaid ID of the infant (effective 
August 1, 2014). Maternal depression screenings are considered a “risk assessment” for the 
child, and screenings must be done with approved standardized screening tools. The procedure 
code for postpartum depression screening is G8431 for a positive screen, and G8510 for a 
negative screen (Medicaid claims only). It is important to use an appropriate diagnosis code. For 
CHP+ and commercial plans, bill using CPT 99420. 

Acceptable screening tools include the Edinburgh Postnatal Depression Scale and the PHQ-9. 
Postpartum depression screening counts as an annual depression screen.  

Click here for the Medicaid Depression Screening Toolkit  
http://cchap.org/wp-content/uploads/2015/03/DepressionScreeningToolkit2015.pdf 

Many of the largest commercial health plans also reimburse for this screening. 

Additional information may be found on the Medicaid website: colorado.gov/hcpf. 

If a behavioral health need is identified after screening, the pediatric provider should assist with 
referring the mother to a Behavioral Health Organization (BHO). 

 

 

 

https://www.infantrisk.com/
http://www.motherisk.org/
http://cchap.org/wp-content/uploads/2015/03/DepressionScreeningToolkit2015.pdf
http://cchap.org/wp-content/uploads/2015/03/DepressionScreeningToolkit2015.pdf
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MENTAL HEALTH REFERRAL RECOMMENDATION 

Connections:  

Offers answers, options, support and referral for mental health issues. Providers can refer 
patients to Connections, Connections will refer patients to the appropriate mental health 
provider. Connections can send updates back to the referring Provider. 
P: (970) 221-5551 
A: 525 W Oak St, Fort Collins 
CAYAC through Connections: 
CAYAC (Child, Adolescent and Young Adult Connections) Services are open to all Larimer County 
youth up to age 24, as well as their families. Others who work with youth (teachers, coaches, 
daycare providers) can call Connections for information, assistance, resources and guidance to 
support their work with youth and families. 

 

SummitStone: Walk-In Crisis Center, a Partnership with Colorado Crisis Services 

This center offers 24/7/365 care to people of all ages in behavioral health crisis.  
Crisis Stabilization Unit: This licensed, 24/7/365 facility combines walk-in availability and crisis 
beds for up to five days if needed (ages 18 and over). 
Mobile Crisis Response: Mobile crisis counselors are available to travel throughout Larimer 
County to community settings. 
P: (970) 494-4200 
A: 1217 Riverside Ave., Fort Collins  

http://coloradocrisisservices.org  

 

RESOURCES FOR SUCCESS 

 

FOR PROVIDERS  

Postpartum Support International:  In addition to providing information and resources for 
families and communities, PSI also offers weekly support calls staffed by behavioral health 
professionals on Wednesdays for mothers and Mondays for fathers. 

 

Postpartum Support International – Colorado Chapters: PSI has five local coordinators that can 
help practices or families locate community resources and support groups. Lia Closson 
Postpartum Support International (PSI) Colorado Co-Coordinator. (970) 581-9204 

 

Motherisk.org: Provides a wide-range of resources on various pregnancy related topics, 
including mood disorders and illicit drug use during pregnancy. Trained counselors are available 

http://coloradocrisisservices.org/
http://www.postpartum.net/Default.aspx
http://www.postpartum.net/Get-Help/Support-Resources-Map-Area-Coordinators/PSI-Locations-United-States/PSI-Colorado.aspx
http://www.motherisk.org/women/pregnancyResources.jsp
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by phone (for families and providers) Monday through Friday 9 AM to 5 PM EST for support and 
guidance. 1 (877) 439-2744 

 

Infant Risk Center (Texas Tech University): An empirical resource that provides up-to-date 
clinical information about a wide-range of topics related to pregnancy, including depression, 
substance use, and use of prescribed medications. Healthcare providers and families are 
encouraged to call Monday through Friday 8 AM to 5 PM Central time. 1 (806) 352-2519 

 
The Colorado Department of Public Health and Environment (CDPHE): provides information on 
pregnancy-related depression and resources for families and healthcare providers in Colorado. 
https://www.colorado.gov/pacific/cdphe/pregnancy-related-depression 

 

Rocky Mountain Crisis Partners (formerly Metro Crisis Services): Emergency Mental Health and 
Substance Abuse Services for Colorado. Open to families from any county, any time – hotline is 
open 24/7. 1 (888) 885-1222. Providers are welcome to call and ask questions about how to 
manage a psychiatric crisis. Cards, brochures, and promotional materials are available upon 
request. 
  

http://www.infantrisk.com/
https://www.colorado.gov/cdphe/pregnancy-related-depression
http://www.metrocrisisservices.org/
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CLIENT MATERIALS  

Samples of Pregnancy-Related Depression & Anxiety Public 
Awareness Campaign  
All Materials Available for Free Download: 

https://www.colorado.gov/pacific/cdphe/prd-public-awareness-campaign 
 

Posters – Available in English and Spanish 

• Poster- 11 x 17 Let’s Talk About the Elephant in the Room  
o 11X17 SUPPORT_PRINT_ELEPHANT.pdf 

• Poster- 11 x 17 Know a New Mom Who’s Feeling Down?  
o 11X17 SUPPORT_PRINT_BEAR.pdf 

 

Flyers- For pregnant and new mothers- Available in English and Spanish   

• 4UP Flyer You Are Not Alone  
o 4UP FLYER_MOM_PRINT_BEAR.pdf 

• 4UP Flyer Don’t keep Your Feelings Bottled Up  
o 4UP FLYER_MOM_PRINT_BOTTLE.pdf 

• 4UP Flyer Let’s Talk About the Elephant in the Room   
o 4UP FLYER_MOM_PRINT_ELEPHANT.pdf 

https://www.colorado.gov/pacific/cdphe/prd-public-awareness-campaign
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Social Media Images and Content 
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Spanish Language Materials 
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