
Perinatal mental illness affects one in five mothers and is 
among the most common and impactful conditions seen 
in primary care.1 The perinatal period encompasses the 

duration of a pregnancy, up until one year postpartum. These 
conditions include mood and anxiety disorders, as well as other 
psychiatric disorders. Key risk factors include a personal or family 
history of affective disorders, limited social support, relationship 
stress and childhood trauma, which can increase vulnerability 
and prolong illness. Suicide and overdose remain leading causes 
of maternal death in the first year postpartum, making early 
identification crucial.

Despite their prevalence, perinatal mental illnesses are often 
underdiagnosed and undertreated. Symptoms can persist for 
up to three years if left untreated, with onset occurring before 
conception (27%), during pregnancy (33%) or following child-
birth (40%).1 The majority of affected women receive no, or 
inadequate, treatment, leading to significant consequences, 
including impaired maternal functioning (e.g. fatigue, poor 
decision making and difficulty bonding with the baby). These 
challenges often strain familial relationships, causing conflict 
and reducing emotional support.1

Nonbirthing parents (e.g. fathers, partners, adoptive parents) 
are also at risk, with up to 10% experiencing depressive symptoms 
during the perinatal period, often linked to role changes, financial 
stress and relationship strain.1 These symptoms are frequently 
overlooked, despite their impact on parenting and infant 
co-regulation.2

This article focuses on perinatal mood and anxiety disorders, 
with a brief mention of postpartum psychosis. Other, less fre-
quently encountered perinatal mental illnesses are beyond the 
scope of this article.
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Perinatal mental illness affects not only mothers  
but the entire family system. GPs have a key role  
in early identification through screening, taking  
a history of risk factors and conducting regular 
postpartum reviews, with a focus on integrated, 
whole-family care. The potential impact of parental 
mental illness on parenting and the flow-on effect  
on the child’s development, makes proactive,  
holistic perinatal care a clinical imperative to 
improve outcomes across generations. 
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KEY POINTS
•	Perinatal mental illness is common in primary care and 

requires early recognition because illness can be 
prolonged, and suicide and overdose remain major risks  
in the first year postpartum.

•	GPs should routinely identify symptoms and risk factors  
for perinatal mental illness in pregnancy and postpartum 
using validated screening tools, direct questions and 
planned follow up.

•	Management of perinatal mental illness should be 
family-centred and collaborative, with co-ordinated care 
across relevant clinicians and explicit attention to the 
mental health of partners, as well as mothers.

•	For mild to moderate perinatal depression or anxiety, 
evidence-based psychotherapy such as cognitive 
behavioural therapy and interpersonal therapy should be 
offered, with digital programs used to improve access 
when barriers exist.

•	More severe presentations, suspected bipolar disorder  
or postpartum psychosis require urgent specialist 
involvement and may include pharmacotherapy,  
mother–baby unit pathways and targeted parent–infant 
interventions to protect attachment and infant 
development.
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Impact on infant development 
and family functioning
A secure parent–infant relationship is fun-
damental to healthy child development. 
Early attachment to a primary caregiver 
provides the foundation for emotional 
wellbeing and future relationships. It also 
underpins learning, as babies thrive when 
they feel safe, calm and nurtured. In con-
trast, insecure attachments can lead to 
difficulties with emotional regulation and 
empathy.3

When the early relationship is marked 
by anxiety, neglect or parental over-
whelm, this can set in motion a cycle of 
vulnerability, starting with preschool chal-
lenges such as behavioural issues, anxiety 
and learning difficulties, and increasing the 
risk of later mental illness.4 Disrupted inter-
actions between parent and infant from as 
early as three months of age have been 
linked to poorer cognitive, emotional and 
sensorimotor outcomes.3,4

Developmental delays in the first years 
of life often widen over time rather than 
resolve.4 Environmental factors such as 
alcohol and drug exposure, and chronic 
stress, can affect genetic functioning. 
Parental mental ill health, such as depres-
sion or anxiety, during the first 1000 days, 
can reduce responsive caregiving and 
increase stress exposure. This may not only 
affect brain development but can also 
influence gene expression through epige-
netic mechanisms.5-7 These changes can 
shape brain development, emotional reg-
ulation and overall wellbeing, with some 
effects potentially passed on to future 
generations.1

 It is important to note, however, that 
infants and toddlers have remarkable 
neuroplasticity, allowing recovery when 
conditions improve.1 Supportive interven-
tions – stable caregiving, positive social 
interactions and early mental health sup-
port – aid in fostering resilience in families 
and, in turn, can alter the trajectory of the 
lives of parents and their children. Invest-
ing in perinatal mental healthcare helps 
protect long-term functioning and lays 
the foundation for lifelong wellbeing.

Identification
Perinatal mental health screening has been 
part of obstetric care for over 10 years but 
continues to face implementation issues: 
in some studies, up to one in five women 
were not screened at all.8 Of those who 
were screened, up to 75% did not receive 
any or adequate treatment.9,10 

GPs play a pivotal role in identifying 
perinatal mental health concerns. This can 
be achieved by routinely using a validated 
screening tool, such as the Edinburgh 
Postnatal Depression Scale, and by asking 
all pregnant and postpartum women about 
symptoms of depression and anxiety 
(Box 1). Simple, direct questions such as 
‘Have you been feeling down, depressed 
or hopeless?’ and ‘Have you been feeling 
anxious or excessively worried?’ can open 
the door to important conversations. It is 
also helpful to ask whether these feelings 
are interfering with their ability to care for 
themselves or their baby.

A history of bipolar disorder or psycho-
sis in the patient or a first-degree relative 
warrants urgent referral to a perinatal 
mental health service, ideally early in preg-
nancy or during preconception. Women 
who present with unusual behaviour or 
marked anxiety (often a preoccupation 
with their own or their infant’s health) in 
the first postpartum month require a 
careful history to exclude postpartum 
psychosis. This condition occurs in about 
one in 600 births, carries a high risk of 
suicide and infanticide, and requires 
urgent referral to perinatal mental health 
services for inpatient psychiatric assess-
ment and treatment.11 Prompt recognition 
and action are crucial. 

Public mother–baby inpatient services 
have expanded in some Australian juris-
dictions in recent years. Access remains 
limited and referral pathways vary. GPs 
should contact the local perinatal mental 
health intake service or mental health 
triage service to discuss urgency and facil-
itate timely assessment. Crisis teams may 
visit daily until a bed is available if the 
family can provide 24-hour support; 
however, caution is advised, as women 

may mask psychotic symptoms.
A case study of a new mother with 

anxiety and trouble sleeping after a recent 
emergency caesarean section is presented 
in Box 2.

Treatment approaches for  
mothers and fathers
Integrated, family-based care
The Mental Health Care in the Perinatal 
Period – Australian Clinical Practice Guide-
lines and the Canadian Network for Mood 
and Anxiety Treatments 2024 Clinical Prac-
tice Guideline  emphasise a family-centred 
approach in the treatment of perinatal 
mood and anxiety disorders, integrating 

1. SCREENING FOR PERINATAL 
DEPRESSION: TOOLS AND TIMING

Edinburgh Postnatal Depression Scale
•	 Purpose: specifically designed to screen

for perinatal depression and anxiety

•	 Structure: 10-item self-report 
questionnaire

•	 Strengths:
	– includes items relating to anxiety 
and suicidal ideation

	– validated for use during antenatal 
and postpartum periods

	– widely used internationally

•	 Cut-off scores: 
	– 10–12 indicates the presence of 
symptoms of distress, repeat in 
2 weeks’ time and monitor progress 

	– ≥13 indicates a high likelihood of 
depression, requires further 
assessment and appropriate 
management 

	– Any scoring above 0 for thoughts of
self-harm: the safety of the woman 
and her child should be assessed, 
and specialist advice or further 
mental health assessment should
be arranged if appropriate

Recommended screening times* 
•	 First prenatal visit

•	 Once in the second trimester and once 
in the third trimester

•	 6-week postpartum visit

•	 Paediatric visits at 1, 2, 4 and 6 months 
postpartum

* As recommended by Postpartum Support 
International and the American College of Obstetricians
and Gynecologists.
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care across disciplines and targeting both 
parents.1,12,13 This includes screening 
both mothers and their partners during 
routine perinatal visits, offering psycho-
education using information based on 
practice guidelines and facilitating access 
to mental health services.13 Collaborative 
care models involving GPs, midwives, 
psychiatrists and psychologists are ideal 
for managing complex cases. 

Psychotherapy
Psychotherapy remains a cornerstone of 
treatment for perinatal depression and 

anxiety. Cognitive behavioural therapy and 
interpersonal therapy are considered first-
line interventions for mild to moderate 
perinatal depression and anxiety.13 These 
therapies can be delivered individually, in 
groups or, increasingly, via digital formats, 
which can enhance accessibility, especially 
for those facing geographic, financial or 
systemic barriers. GPs can provide infor-
mation about these options and refer 
patients for therapy. Cost and long wait 
times can be barriers; as a result, antide-
pressant medication may be commenced 
before psychotherapy is able to start, 

although the reverse would ideally occur.
For fathers, emerging interventions are 

being tailored to address challenges such as 
masculinity norms, emotional literacy and 
co-parenting dynamics. These approaches 
aim to reduce stigma and improve engage-
ment with mental health services. As seen 
in the case study in Box 2, Bonnie’s husband 
found talking with his (male) GP helpful, 
but he resisted other input.

Digital platforms and online  
interventions
Digital platforms for perinatal mental 
health have transformed access to mental 
health care.13,14 They provide structured, 
evidence-based support that can be used 
as a method of delivery for psychotherapy, 
as mentioned above, or as a complement 
to face-to-face care. During the coronavirus 
disease 2019 pandemic, such services were 
able to offer valuable alternatives for 
individuals unable to access traditional 
care because of location, cost or long 
waitlists.

Although digital platforms offer flexi-
bility and reach, they must be implemented 
with appropriate safeguards. Risks such 
as suicide, self-harm and misinterpretation 
of advice without clinical oversight must 
be carefully managed. Providers can mit-
igate these risks by integrating screening 
tools, crisis protocols and clinical super-
vision into digital programs, alongside 
regular reviews by the person’s GP.

GPs can recommend online programs 
as an adjunct for postpartum mental 
health difficulties for both parents. Pro-
grams such as MumMoodBooster and 
DadBooster deliver online cognitive 
behavioural therapy modules tailored for 
new parents. They were adapted from the 
face-to-face program Getting Ahead of 
Postnatal Depression.15-17 They include 
interactive sessions, practical strategies 
for managing mood and anxiety, and tools 
for improving coping skills. Programs 
may also offer additional features such as 
partner support, text reminders and access 
to educational resources, improving 
flexibility and accessibility for families 

2. A NEW MOTHER WITH ANXIETY AND TROUBLE SLEEPING

Presentation
Bonnie is a 32-year-old married woman who works in advertising. At six months’ gestation 
with a wanted, planned pregnancy, her anxiety increased and she became preoccupied with 
what food she could eat safely during pregnancy. She was an anxious child and became 
stressed in her final year of school, for which she had counselling. Her mother has taken 
antidepressants in the past. Six weeks after an emergency lower uterine segment caesarean 
section (due to failure to progress and fetal distress), Bonnie is sleeping poorly, tearful, 
struggling to breastfeed and fearful her baby will die from sudden infant death syndrome. 
Her mother’s presence makes her more anxious, and her husband has his own business and 
works long hours and weekends.

Identification and initial treatment
Bonnie’s GP managed her anxiety by first acknowledging her concerns and validating her 
feelings, then helping her recognise that her worry about sudden infant death syndrome 
was excessive and could be managed. The GP provided practical reassurance through safe-
sleep education and developed an action plan to give Bonnie a sense of control. In addition, 
the GP referred her to an enhanced maternal and child health nurse for support with sleep 
and settling strategies, linked her with a psychologist to address anxiety symptoms, and 
arranged regular follow-up appointments to monitor progress and provide ongoing support. 
This collaborative approach ensured early intervention and continuity of care.

Ongoing management
Involving a lactation consultant (and, later, discussing a transition to formula feeding if 
breastfeeding attempts are unsuccessful or low milk supply is contributing to the disturbed 
sleep) may also be important. Short-term overnight support from her mother so Bonnie can 
sleep, for two to three nights, may help as a first step. Despite her mother's presence 
making her feel anxious, this may still offer Bonnie the opportunity to catch up on sleep 
when her husband is unable to provide night-time support. 

If medication is considered for acute sleep support, a short course of a benzodiazepine 
(e.g. oxazepam or lorazepam) may be used where clinically appropriate. If short-term sleep 
support with benzodiazepines does not improve symptoms, starting an antidepressant 
should be considered. Ensuring her husband is included in the action plan may also help 
both parents move forward. Bonnie’s husband also described feeling distressed and 
overwhelmed. He was willing to talk briefly with his male GP, but he declined further 
support.

In this clinical context, Bonnie does not have a history of abuse, but she has an anxious-
ambivalent attachment with her mother (a type of insecure attachment), increasing the risk 
of intergenerational transmission. Women with additional challenges, such as substance  
use or lack of support, may require mother–infant therapy alongside involvement of child 
protective services to ensure child safety and sustained engagement with care.

Psychological Medicine  continued 
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facing barriers to in-person therapy.
SMS4dads is a free national service 

that sends supportive text messages to 
fathers from 12 weeks into pregnancy and 
throughout the first year postpartum.18 
Messages provide practical tips, emotion-
al support and links to resources, helping 
fathers stay engaged and informed during 
the transition to parenthood. Box 3 sum-
marises several tools and resources that 
can support the management of perinatal 
mental illness.

Mother–infant therapy
Treating maternal perinatal mental illness 
alone is often insufficient to resolve 
relationship difficulties.19 Underlying 
attachment issues from the mother’s own 
childhood can influence interactions 
through behaviours such as negative tone, 
miscuing or lack of responsiveness, with 
long-term consequences for the child’s 
social engagement, learning and mental 
health.19

GPs can observe parent–infant inter-
actions and ask open questions. Warning 
signs include limited eye contact, poor 
responsiveness, difficulty soothing, or a 
parent appearing detached or overly 
anxious. Infants may show irritability, poor 
eye contact or minimal engagement. Ques-
tions such as ‘How do you feel when spend-
ing time with your baby?’ and ‘Do you find 
it easy to comfort your baby?’ can help 
identify concerns and guide referral.

Mother–infant relationships can 
improve with direct intervention.13 Pro-
grams like Attachment and Biobehavioral 
Catch-up and Circle of Security have 
strong evidence for enhancing sensitive 
caregiving and strengthening attachment 
(Box 3).20,21 Circle of Security offers both 
educational and therapeutic options, with 
face-to-face and online formats available. 
GPs can inform families about these pro-
grams, which are often run by community 
services and accessible to both parents.

Pharmacological management
For moderate to severe perinatal depres-
sion or anxiety, antidepressant therapy 
may be required. Selective serotonin 
reuptake inhibitors such as sertraline and 
escitalopram are often used and have 
established safety profiles in pregnancy 
and lactation.13 Medication choice should 
be guided by symptom severity, previous 
response and patient preference, with close 
monitoring for side effects. 

Antidepressants are generally contin-
ued for 12 months before gradual tapering; 
longer treatment may be needed for 
women with histories of trauma. Future 
pregnancies should ideally be delayed until 

recovery is achieved. Nonbirthing part-
ners may also benefit from pharmaco
logical treatment when symptoms impair 
bonding or functioning

New directions in research 
Recent research has highlighted allo
pregnanolone, a neuroactive steroid, as a 
promising target in the treatment of 
perinatal depression.22 The medication is 
not currently available in Australia. 

Conclusion
Perinatal mental illness is not an isolated 
maternal issue; it is a family health concern 
that requires comprehensive, evidence- 
based and compassionate care. GPs play 
a pivotal role in early identification, treat-
ment initiation, ongoing management and 
co-ordination of services. By widening 
the clinical lens to include partners and 
the needs of the whole family, while 
keeping the infant at the centre of care, 
we can improve outcomes for the entire 
family unit�   MT 
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3. TOOLS AND RESOURCES FOR
PERINATAL MENTAL ILLNESS

Psychotherapy

•	 Getting Ahead of Postnatal 
Depression: 
https://www.piri.org.au/programs/
getting-ahead-of-postnatal-
depression/

Digital platforms  

•	 MumMoodBooster: 
https://mummoodbooster.com/

•	 DadBooster: 
https://www.dadbooster.com/ 

•	 SMS4dads:
https://www.sms4dads.com.au/ 

Mother–infant therapy

•	 Attachment and Biobehavioral 
Catch-up:
https://www.abcparenting.org/ 

•	 Circle of Security:
https://www.circleofsecurity 
international.com/ 

Guidelines

•	 Mental Health Care in the Perinatal
Period – Australian Clinical Practice
Guidelines:
https://www.cope.org.au/health-
professionals/national-perinatal-
mental-health-guideline/new-2023-
national-perinatal-mental-health-
guideline

•	 Canadian Network for Mood and
Anxiety Treatments 2024 Clinical
Practice Guideline: 
https://www.canmat.org/sdm_
downloads/canmat-2024-clinical-
practice-guideline-for-the-
management-of-perinatal-mood-
anxiety-and-related-disorders/ 
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