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Abstract
Perinatal mental disorders are among the common conditions during pregnancy
and may lead to adverse outcomes for pregnant and postpartum women and
their offspring. Currently, an increasing number of women may experience emo-
tional problems such as anxiety and depression during the perinatal period, and
women with a history of mental illness also face the risk of recurrence during
pregnancy. Meanwhile, the lack of corresponding clinical guidelines for the diag-
nosis and treatment of perinatal mental disorders poses more severe challenges
for clinicians in their practice. The consensus writing group has integrated
cutting-edge evidence-based medical evidence and clinical practice from related
fields both domestically and internationally; the consensus content covers the
epidemiology and pathogenesis, clinical manifestations, clinical assessment, di-
agnosis, treatment, and management of perinatal mental disorders, which can
provide reference and guidance for clinical practice. This consensus advocates
comprehensive, whole-course, tiered, and multidisciplinary collaborative diagno-
sis and treatment, aiming to help frontline clinicians screen perinatal women as
early as possible, conduct reasonable assessments, make clinical diagnoses, and
provide them with necessary psychological interventions and clinical medication.
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Abstract: Perinatal mental disorders are among the most common condi-
tions during pregnancy and may lead to adverse outcomes for both mothers
and offspring. An increasing number of women currently experience emotional
problems such as anxiety and depression during pregnancy and childbirth, and
women with previous mental disorders also face relapse risks during pregnancy.
Simultaneously, the lack of clinical guidelines for diagnosing and treating peri-
natal mental disorders has made clinicians’work even more challenging. The
expert writing group integrated the latest evidence-based medical evidence and
clinical practice from related fields domestically and internationally. The con-
sensus covers the epidemiology and pathogenesis, clinical manifestations, clinical
evaluation, diagnosis, treatment, and management of perinatal mental disorders,
providing reference and guidance for practical clinical work. This consensus ad-
vocates comprehensive, whole-process, hierarchical, multidisciplinary collabora-
tive diagnosis and treatment, aiming to help frontline clinicians screen perinatal
women early, conduct rational assessments, make clinical diagnoses, and provide
necessary psychological interventions and clinical medication.
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1 Epidemiology and Pathogenesis
A foreign meta-analysis showed that the incidence of depression during preg-
nancy ranges from 7.4% to 12.8% in the first trimester. Domestic epidemi-
ological studies indicate that the incidence of perinatal depression is 3.8%–
16.7%, perinatal anxiety is 6.1%–7.7%, obsessive-compulsive disorder is 1.2%–
5.2%, perinatal phobia is 1.4%–9.1%, social anxiety disorder is 2.0%–6.4%, and
postpartum psychosis is 0.1%–0.2%. The pathogenesis of perinatal mental dis-
orders is associated with biological, psychological, and social factors. Hormonal
influences, particularly estrogen, progesterone, and thyroid hormones, play im-
portant roles in mood regulation, while differences in serotonin sensitivity are
also significant. Sleep deprivation and circadian rhythm disruption during late
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pregnancy, childbirth, and newborn feeding, along with negative life events, con-
tribute to emotional instability. Women with chronic diseases, smoking habits,
substance abuse, poverty, or experiences of domestic violence face substantially
increased risks of developing mental illness during the perinatal period.

2 Clinical Manifestations
2.1 Perinatal Depression

Perinatal depression includes prenatal depression and postpartum depression
(PPD), representing common complications during pregnancy and the puer-
perium. Affected women exhibit loss of interest, low mood, poor concentration,
sleep disturbances, and suicidal ideation, along with symptoms overlapping with
pregnancy reactions such as somatic symptoms, fatigue, decreased energy, and
changes in sleep and appetite. Depression is more common during the first and
last three months of pregnancy. While most women’s postpartum depressive
symptoms improve within 3–6 months after delivery, approximately 30% con-
tinue to experience symptoms for up to one year postpartum, and some may
persist for several years. Predictive factors for persistent depressive symptoms
include poor marital relationships, inadequate maternal care, sexual abuse, fi-
nancial difficulties, and personality traits such as anxiety and low self-esteem.

2.2 Perinatal Anxiety

Perinatal anxiety primarily manifests as fear of the delivery process and con-
cerns about the newborn, typically characterized by fears of causing harm to the
patient, infant, or partner, with or without depressive symptoms. Clinical pre-
sentations include restlessness and excessive worry, inability to calm thoughts,
fatigue, frequent headaches and gastrointestinal discomfort, and in more severe
cases, panic attacks and poor nighttime sleep. Symptom duration ranges from
several weeks to months or even longer.

2.3 Postpartum Obsessive-Compulsive Disorder

Postpartum obsessive-compulsive disorder refers to the first onset of obsessive
thoughts or compulsive behaviors during pregnancy or within four weeks post-
partum, which may be accompanied by depressive symptoms. Postpartum
symptoms primarily involve compulsive checking behaviors (often excessive con-
cern about infant health), particularly monitoring whether the infant is still
breathing at night and obsessive worries about the baby ingesting dirt or bacte-
rial contamination. Women with OCD experience distress from these thoughts
and generally do not disclose them to others. Many may severely avoid their
infants due to fear of causing actual harm.
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2.4 Postpartum Post-Traumatic Stress Disorder (PPTSD)

PPTSD is a delayed psychopathological reaction following childbirth trauma.
Core symptoms include intrusive symptoms (such as intrusive images of severe
blood loss or emergency hospitalization), avoidance symptoms (avoiding hospi-
tal visits if delivery occurred in a hospital), negative alterations in cognition
and mood (such as believing oneself responsible for the unplanned birth), and
altered arousal and reactivity (such as hypervigilance to the infant’s every move-
ment). PPTSD patients may also exhibit various emotions including fear, anger,
shame, or guilt. Influencing factors include prenatal susceptibility factors (such
as history of depression and traumatic events), delivery risk factors (such as
pregnancy complications and neonatal complications), and postpartum mainte-
nance factors (such as inadequate postpartum social support and insomnia).

2.5 Postpartum Psychosis

Postpartum psychosis typically onset 1–4 weeks after delivery, accompanied
by mental symptoms such as agitation, irritability, emotional instability, delu-
sions, and behavioral disturbances. Patients usually lack insight into their ill-
ness/symptoms, and in severe cases may exhibit dangerous behaviors including
homicide (particularly of infants) and/or suicide, requiring immediate medical
intervention. Important risk factors include history of mental illness (such as
schizophrenia, bipolar disorder) and sleep deprivation.

2.6 Alcohol and Other Substance Addiction

WHO has issued evidence-based guidelines on identifying and managing sub-
stance use during pregnancy, identifying substance use as an important factor
contributing to increased mortality in the first year after childbirth. Alcohol
consumption during pregnancy is associated with miscarriage, preterm birth,
low birth weight, and developmental delays collectively known as fetal alcohol
spectrum disorders (FASD). Studies show that perinatal use of psychoactive sub-
stances (PS) including alcohol, cannabis, cocaine, amphetamines, and opioids
leads to multiple adverse outcomes for both mothers and offspring, such as ma-
ternal lethargy and apathy, weight gain, neurocognitive impairment, menstrual
cycle disorders, Korsakoff syndrome, and dependence; and offspring outcomes in-
cluding lower weight, malformations, and in severe cases, miscarriage/stillbirth
and hemorrhage.

2.7 Perinatal Sleep Disorders

Perinatal sleep disorders are mostly accompanying symptoms of perinatal de-
pression or anxiety, primarily manifested as late sleep timing, insufficient sleep
duration, reduced sleep efficiency, and sleep disruption, which affect patients’
quality of life and may be related to providing round-the-clock infant care. Most
perinatal sleep disorders occur during the postpartum period, with sleep prob-
lems typically persisting and peaking in the first postpartum month, especially
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among first-time mothers. Maternal sleep patterns during pregnancy may also
affect infant sleep patterns, as maternal sleep disruption during pregnancy is
associated with poor infant sleep quality, which in turn leads to postpartum
maternal sleep disruption.

3 Clinical Assessment
3.1 High-Risk Populations Requiring Perinatal Mental Health Risk
Assessment

High-risk populations include: (1) patients with traumatic experiences during
pregnancy and childbirth; (2) patients with previous mental illness history or
new-onset mental disorders; (3) patients experiencing psychological distress due
to social factors such as marital disharmony, domestic violence, or spousal sub-
stance abuse during pregnancy; (4) childbirth-related events such as stillbirth or
psychological distress related to infant gender; (5) patients with infants’medical
conditions and those experiencing psychological distress due to mother-infant
separation from neonatal intensive care unit (NICU) admission; and (6) pa-
tients who may experience mother-infant bonding disorders, postpartum blues,
or PPD after delivery.

3.2 Perinatal Mental Disorder Assessment Process

Assessment of perinatal mental disorders currently relies primarily on detailed
history collection, mental examination, and scale evaluation, supplemented by
imaging and biochemical examinations to exclude organic diseases. For high-risk
populations, screening is recommended once during early pregnancy and once
during late pregnancy. While there is currently no unified standard for screen-
ing timing points, multiple screenings are recommended for pregnant women
with high-risk factors under the collaboration of experienced psychiatrists and
obstetricians. Early and effective mental disorder screening helps reduce the
incidence of adverse perinatal events (such as maternal suicide and child harm)
and improves maternal quality of life.

3.3 Selection of Perinatal Mental Disorder Screening Scales

Commonly used clinical screening scales for perinatal mental disorders are pre-
sented in Table 1 .

4 Special Assessment of Suicide and Harmful Behaviors in
Perinatal Women
Perinatal mental disorder patients often present risks of self-harm and harm
to others, necessitating risk assessment including suicide risk, infanticide risk,
and risk of harming others. Detailed history inquiry should be conducted for
any pregnant or postpartum women with suicidal thoughts, plans, or intentions,
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and the Suicide Risk Assessment Scale (NGASR) can be used to evaluate sui-
cide risk. Patients with postpartum psychosis (such as manic episodes) may
have infanticidal ideation and risk of harming infants, even committing infan-
ticide. The Edinburgh Postnatal Depression Scale (EPDS) or Patient Health
Questionnaire-9 (PHQ-9) are recommended to assess perinatal depression, with
the Mood Disorder Questionnaire (MDQ) added to screen for bipolar disorder.

5 Diagnosis of Perinatal Mental Disorders
Due to the lack of characteristic physical manifestations, laboratory, and imag-
ing findings, diagnosis of perinatal mental disorders relies primarily on detailed
history collection, mental examination, psychological assessment, and other lab-
oratory examinations. Diagnosis is established based on symptomatology, sever-
ity, disease course, and exclusion of other diseases, combined with domestic and
international diagnostic standards. This consensus adopts relevant disease diag-
nostic criteria from the International Classification of Diseases, 11th Revision
(ICD-11). The detailed screening process is shown in Figure 1 [Figure 1: see
original paper].

6 Treatment
6.1 General Principles

Treatment of mental disorders in perinatal women should consider both disease
severity and impact on maternal and fetal health. The current treatment prin-
ciple advocates “comprehensive, whole-process, hierarchical, multidisciplinary
collaborative diagnosis and treatment to ensure maternal and fetal safety.”

6.2 General Guidelines

(1) For mild to moderate episodes of perinatal depression, anxiety, postpar-
tum OCD, and PPTSD, the principle is to treat with non-pharmacological
means only. If anxiety or depressive symptoms persist, recur, or worsen
in severity, or if response to psychotherapy alone is poor, medication may
be used. (2) Severe perinatal mental illness, typically with sudden onset,
severe psychotic symptoms, and risks of suicide and harm to others, rec-
ommends second-generation antipsychotics (SGA). (3) Due to significant
emotional fluctuations, perinatal women are prone to dependence on to-
bacco, alcohol, and cannabis, and abuse and addiction to these substances
should be prevented.

6.3 Non-Pharmacological Treatments

Non-pharmacological treatments include social intervention, social support, psy-
chotherapy, and physical therapy.
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6.3.1 Social Intervention Social intervention includes prenatal/postnatal
health education. Standardized pregnancy health education can enhance preg-
nant women’s self-care awareness and self-monitoring capabilities, develop sci-
entific parenting concepts and skills, and thereby ensure the health and safety
of pregnant women, fetuses, and newborns.

6.3.2 Social Support Good interpersonal relationships provide positive emo-
tional support, information sharing, material assistance, and value transmission.
Appropriate social support is a key factor in individuals’adaptation to stressful
events and is closely related to mental health, mitigating the negative impact of
stressful events on mental health. Pregnant women should be encouraged and
taught to develop positive social networks to improve social support.

6.3.3 Psychotherapy Selection of psychotherapy for perinatal patients
should evaluate and weigh the influence of specific symptoms and interpersonal
factors, recognizing that not all psychotherapies are effective for all patients.
(1) Cognitive Behavioral Therapy (CBT): Focuses on identifying and modifying
negative or dysfunctional thinking patterns and should be the initial treatment
for mild to moderate depression during pregnancy. Exposure-Response
Prevention (ERP), a form of CBT, has clinical efficacy rates of 70%–80%
for non-postpartum OCD adult patients, reducing symptoms in 50%–60% of
patients, though research on its effectiveness for postpartum OCD is limited.
(2) Computerized CBT (CCBT): An emerging psychotherapy model using
human-computer interaction. (3) Interpersonal Psychotherapy (IPT): Proven
effective for treating postpartum depression and equally effective for perinatal
PTSD. (4) Group Therapy: Helps postpartum women overcome common
difficulties including infant sleep and feeding problems, marital and family
relationships. Cognitive-behavioral group therapy effectively improves anxiety
and related symptoms in women with perinatal anxiety disorders. (5) Family
Therapy: Improves patients’family and interpersonal relationships, eliminates
barriers among family members, and enhances mutual understanding to help
patients improve depressive mood.

6.3.4 Repetitive Transcranial Magnetic Stimulation (TMS) TMS can
avoid pharmacological effects on the fetus and is significantly less invasive than
other available neurostimulation methods such as electroconvulsive therapy and
vagus nerve stimulation. TMS is a viable option for pregnant or postpartum
depressed patients, with clinical efficacy comparable to medication.

6.4 Pharmacological Treatment

In drug selection, the principle of“single medication”should be followed as much
as possible, choosing drugs with evidence-based research confirming minimal risk
to mother and infant, higher efficacy, and higher protein binding efficiency. The
lowest effective dose should be given intermittently, and arbitrary drug changes

chinarxiv.org/items/chinaxiv-202307.00016 Machine Translation

https://chinarxiv.org/items/chinaxiv-202307.00016


or combinations should be avoided. Patients should be informed about poten-
tial teratogenicity, drug efficacy, and non-pharmacological options; the fetus
should be closely monitored (with appropriate fetal screening and monitoring);
maternal disease severity and its impact on personal, social, and occupational
functioning should be assessed; and drug risks, maternal disease risks, and treat-
ment guidelines should be well understood, as shown in Tables 2 and 3 .

7 Treatment of Specific Conditions
7.1 Perinatal Depression

Treatment recommendations for acute PPD involve combining antidepressant
medication with psychosocial interventions. Common antidepressants include
selective serotonin reuptake inhibitors (SSRI), serotonin-norepinephrine reup-
take inhibitors (SNRI), tricyclic antidepressants, and other antidepressants. In
2019, the U.S. Food and Drug Administration (FDA) approved brexanolone for
treating PPD, though it has not yet been introduced in China. Drugs such as
bupropion, trazodone, venlafaxine, and mirtazapine have limited reproductive
safety research and should be avoided during pregnancy. If postpartum depres-
sion is accompanied by psychotic symptoms, postpartum psychosis, or suicidal
behavior, antipsychotic medications or modified electroconvulsive therapy are
needed in addition to antidepressants and/or mood stabilizers, depending on
the exact nature of the illness. Currently, most pregnant patients tend to pre-
fer SSRIs, but first-trimester exposure to SSRIs may increase the risk of fetal
congenital malformations (especially cardiac problems with paroxetine) and re-
quires caution. Fluoxetine is relatively safe, with approximately two-thirds of
experts listing it as first-line medication, and some experts consider sertraline
as a preferred option as well.

7.2 Perinatal Anxiety

Psychotherapy that poses no harm to the fetus or infant should be the first
choice for treating anxiety disorders in perinatal women. If clinical symptoms
require urgent management or if psychotherapy does not achieve ideal results,
short-term pharmacological treatment may be considered, such as common an-
tidepressants like sertraline and fluoxetine. Benzodiazepines are generally not
recommended as monotherapy or adjunctive therapy, as their use during preg-
nancy may be associated with higher NICU admission rates and smaller neonatal
head circumference. Currently, there is insufficient data on the efficacy and risks
of buspirone use during pregnancy, so it should be avoided.

7.3 Obsessive-Compulsive Disorder Emerging in the Perinatal Period

Treatment principles are basically consistent with general OCD. In most cases,
SSRI treatment is effective, with fluvoxamine maleate as the first choice, supple-
mented with small doses of atypical antipsychotics if necessary. Breastfeeding
should be avoided during medication administration.
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7.4 PPTSD

Psychotherapy should be the first choice for PPTSD treatment. If patients
have indications for medication, such as severe PTSD and/or ineffective psy-
chotherapy, or comorbid depression/suicidality, SSRI drugs (such as fluoxetine,
sertraline, citalopram) are preferred to improve common symptoms including
anxiety, insomnia, excessive startle response, intrusive trauma-related memo-
ries, emotional numbness, and avoidance behaviors. For flashbacks and frequent
intrusive trauma, atypical antipsychotics (such as olanzapine, risperidone, arip-
iprazole) may be added. Every suspected PTSD patient should be referred to
local psychiatric services for evaluation and treatment.

7.5.1 Schizophrenia

For schizophrenia treatment, single-agent antipsychotic therapy is preferred,
usually with SGA as first choice. First-generation antipsychotics (FGA) or long-
acting injectable antipsychotics (LAI) are not recommended for schizophrenia
during pregnancy due to limited evidence-based safety data. If patients respond
well to FGA and changing medication poses relapse risk, the decision to continue
should be made after informing the patient of the risks. If pregnancy occurs
during LAI treatment, considering the long metabolic cycle of LAI in the body,
discontinuation may not immediately reverse adverse drug effects. Most antipsy-
chotics are compatible with breastfeeding, but clozapine is contraindicated.

7.5.2 Bipolar Disorder

In bipolar disorder, some patients may require mood stabilizers. Valproate and
carbamazepine should be avoided during pregnancy due to risks of congenital
malformations and neurodevelopmental disorders. Clinically, mood stabilizers
for perinatal bipolar patients primarily consider lithium or lamotrigine. Low-
dose lamotrigine (<325 mg/d) carries relatively low teratogenic risk and may be
continued after excluding contraindications and obtaining informed consent. Pa-
tients requiring lithium treatment may use it after excluding contraindications
and obtaining informed consent.

7.6 Alcohol and Other Substance Use

Alcohol should be prohibited. For patients with alcohol addiction, professional
alcohol withdrawal intervention is recommended. Mothers with alcohol depen-
dence and significant withdrawal symptoms may receive short-term benzodi-
azepine treatment. For severe withdrawal symptoms, lorazepam or diazepam
may be considered. Additionally, cannabis use is associated with increased risks
of mood disorders, autism spectrum disorders, and attention deficit hyperactiv-
ity disorder in offspring. Smoking (including passive smoking) is associated with
risks of preterm birth, low birth weight, oral and lip malformations, and mater-
nal hemorrhage during delivery, so tobacco use should be reduced or prohibited
during pregnancy.
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7.7 Perinatal Sleep Disorders

Common treatment approaches for perinatal sleep disorders include psychologi-
cal intervention, educational intervention, and lifestyle intervention. Psychologi-
cal interventions are therapies based on psychological theories aimed at changing
cognition, attitudes, or emotions. Educational interventions focus on providing
participants with practical information and strategies to improve or support
mood and sleep. Lifestyle interventions include various methods such as yoga,
massage, listening to music, and drinking herbal teas. Additionally, light ther-
apy as a treatment modality can help regulate individual biological rhythms to
improve sleep.

8 Treatment During Lactation
During lactation, the lowest effective dose of medication should be used, prefer-
ably with single-agent therapy. Drugs with low relative infant dose (RID)
(preferably <10%) are compatible with breastfeeding. Since drugs reach steady-
state levels after several days of treatment, breastfeeding does not need to be
stopped for hours after each dose, and on-demand feeding is recommended. In-
fants should be monitored for signs of drug-related toxicity, such as excessive
sedation, weakness, respiratory depression, cyanosis (with sedatives), excessive
crying, irritability, diarrhea, nervousness, seizures (with antidepressants), and
rigidity, poor sucking, feeding difficulties, or irritability (with antipsychotics). If
any signs of toxicity appear, medication should be reviewed and breastfeeding
stopped immediately. For premature infants, low birth weight infants, or in-
fants with medical/surgical conditions, pediatric consultation should be sought
regarding breastfeeding safety. One concern with psychotropic medication use
is potential developmental delay in infants, but such delays are usually mild and
reversible, with infants catching up with peers after weaning and discontinuation
of psychotropic exposure.

In summary, perinatal mental disorders are common conditions during preg-
nancy that have attracted clinical attention. Psychiatrists and psychosomatic
medicine specialists in general hospitals need to collaborate with obstetricians:
on one hand, obstetricians encounter many pregnant women with previous or
current mental illnesses (as advances in mental illness treatment enable many
affected women to have normal pregnancies); on the other hand, psychiatrists
and psychosomatic medicine specialists frequently receive referrals of perinatal
women requiring evaluation and treatment. Psychotropic medication use during
pregnancy remains an ongoing challenge for clinicians and women with mental
health problems. This expert consensus aims to provide practical recommenda-
tions for obstetric, psychosomatic medicine, and psychiatric clinicians regarding
mental health screening, rational assessment, clinical observation, psychologi-
cal intervention, and medication use (general principles of perinatal medication,
benefits and risks of individual drugs, and treatment recommendations for spe-
cific conditions) for perinatal women. However, current clinical recognition and
treatment rates for perinatal mental disorders remain low, necessitating active
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feedback from clinicians in relevant departments on screening, diagnosis, and
comprehensive treatment of perinatal mental disorders to further improve and
enrich this consensus.
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