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HISTORY OF SCREENING POLICY  
IN AUSTRALIA

Maternal mental health has increasingly gained pub-
lic and scientific focus in Australia. A major catalyst was 
the foundation of beyondblue, an independent, not-for-
profit national depression initiative funded by the Com-
monwealth and Victorian State governments, in 2000. 
Beyondblue brought together perinatal mental health 
experts in each State and established the National Post-
natal Depression Program (NPDP: 2001-2005). This 
feasibility study, which aimed at implementing screen-
ing and early intervention programs for antenatal and 
postnatal depression, involved 40,000 women during 
pregnancy and 120,000 women postnatally as well as 
training of health professionals across 8 states over 5 
years [1].

The demonstration of effective screening practices 
culminated in a National Action Plan recognising the 
perinatal mental health needs in Australia at that time 
[2]. Grounded on the principles of health promotion, 

prevention and early intervention, the new Plan formu-
lated recommendations around the resources and struc-
tures (both at policy and operational level) essential for 
implementation of depression screening, psychosocial 
assessment, training and workforce development for 
healthcare professionals, and the provision of quality 
pathways to care. The release of the National Action 
Plan led to a commitment of $85 million by the Austra-
lian government for the establishment of the National 
Perinatal Depression Initiative (NPDI; 2008-2015). 
Extensive work, including public health initiatives, re-
search, strategic planning, advocacy and government 
investment, has been undertaken under the umbrella of 
this Initiative.

Importantly, the NPDI supported the development 
of the first Australian Clinical Practice Guidelines for 
Depression and Related Disorders in the Perinatal 
Period [3]. Backed by a comprehensive systematic lit-
erature review and expert consensus, these Guidelines 
played a key role in guiding best practice for identifying 
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Abstract
Australia is at the forefront of developing screening practices, interventions and national 
public health policy for perinatal women with depression and anxiety. For the last two 
decades Australian mental health experts and public health administrators have conduct-
ed population-wide feasibility studies on screening and incorporated these in national 
guidelines. This chapter outlines the wider evidence base supporting current Australian 
practice. Key recommendations include use of the Edinburgh Postnatal Depression Scale 
or the Patient Health Questionnaire-9 early in pregnancy and at 6-12 weeks postpartum, 
followed by psychosocial assessment. Positive depression screens need to be followed by 
diagnostic assessment, and clear treatment pathways must be available. Milgrom and 
colleagues’ cognitive behavioural treatment is the only Australian program with a solid 
evidence base demonstrating its effectiveness for depression and associated anxiety. The 
face-to-face treatment has been further developed into an online program, MumMood-
Booster, funded by the Federal government and available to Australian women. 
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perinatal depression, with recommendations for univer-
sal screening and pathways to care to reduce maternal 
mental health morbidity. In 2017, these guidelines were 
updated to reflect the advances in research and innova-
tion and to broaden the scope to include assessment 
of risk factors and additional perinatal mental health 
conditions [4].

Treatment of a range of perinatal mental health con-
ditions has been facilitated by Australia’s universal 
health insurance scheme, Medicare, which provides ac-
cess to universal medical care and subsidized sessions 
for psychological and psychiatric services for all perina-
tal women with a depression diagnosis.

SCREENING FOR DEPRESSION AND 
ANXIETY - GENERAL CONSIDERATIONS
Universal screening tools

Routinely asking women about their mental health, 
often with the use of a screening tool, can help identify 
women who would not ask for help spontaneously due 
to various reasons, including stigma, denial and lack of 
knowledge [5]. Opportunistic screening for postnatal 
depression based on clinical judgment alone has been 
demonstrated to miss many depression cases [6]. Rou-
tine, universal postnatal depression screening using val-
idated tools, on the other hand, has been shown to in-
crease rates of diagnosis and therapy initiation [7]. This 
may be attributed, at least partially, to routine screening 
being highly accepted by women [8] and refused only by 
few women [7]. This evidence supports the importance 
of routine, universal screening for perinatal depression 
which has become policy in Australia [4]. Furthermore, 
evidence from Australian screening research suggests 
that even when positive screening results do not lead to 
a diagnosis of depression, they often indicate the pres-
ence of other mental health conditions [9].

There are multiple universal tools available for screen-
ing for perinatal depression, including generic and 
perinatal-specific tools (see a review [10] and a com-
prehensive text by Milgrom and Gemmill [11]), and 
several considerations should be made when selecting 
the appropriate tool. A brief, self-administered tool is 
often favourable in perinatal settings where limited time 
is available for screening by health professionals. Of ut-
most consideration is the tool’s sensitivity and specific-
ity which indicate the tool’s ability to identify all true 
cases and non-cases. Sensitivities of postnatal depres-
sion screening instruments vary largely and are highly 
dependent on the cutoff values by which an “elevated” 
or “positive” score is determined. Specificities of the var-
ious screening tools also range widely, with lower cutoff 
scores associated with lower specificities. Whether a tool 
is available in other languages and has been validated 
across several ethnic populations could also be of im-
portance if to be used in women with linguistically and 
culturally diverse backgrounds (for example [12]).

Two widely used validated screening tools are the Ed-
inburgh Postnatal Depression Scale (EPDS; [13]) and 
the Patient Health Questionnaire-9 (PHQ-9; [14]). The 
EPDS is a brief, self-administered tool. An EPDS cutoff 
value of 13 is commonly applied and has sensitivities of 
~80% and specificities of ~87% for depression, although 

values vary depending on characteristics of the sample. 
Lower cutoffs have been used at times for population 
screening with sensitivities close to 100% but resulting 
in more false positives [15]. The PHQ-9 also has the ad-
vantage of being a brief, self-administered instrument. 
Studies validating the tool with a cutoff value of 10 have 
reported sensitivity and specificity of 75% and 91% for 
postnatal depression [16] and 85% and 84% for antena-
tal depression [17]. The PHQ-9 has been used as both 
a primary screening tool and as a confirmatory test for 
women identified as possibly depressed by the EPDS 
(>10) [18]. Being sensitive to changes in depression se-
verity (including for postnatal depression), the PHQ-9 
is also suitable for assessing response to therapy [18]. In 
addition, PHQ-9 baseline depression severity can assist 
clinicians in selecting the appropriate treatment [19] 
and in facilitating follow-up management, particularly 
in primary care setting [18].

As maternal suicide and infanticide are two of the 
most severe adverse consequences of postnatal depres-
sion [20], it is of utmost importance to recognise and 
evaluate thoughts of self-harm and infant harm during 
depression screening. Both the EPDS and the PHQ-9 
can be used to identify maternal suicide as they have 
embedded questions related to self-harm or suicidal 
ideation [13, 14], however, neither asks directly about 
risk of harm to the infant.

An alternative method for the multi-item self-report 
screening tools, is the use of ultra-brief case-finding 
questions as a first-step approach. The PHQ-2 [21], 
a shortened two-item version of the PHQ-9, can be 
administered initially and if scored high should always 
be followed by administration of the PHQ-9 [16]. The 
PHQ-2 has a sensitivity of 84% and a specificity of 79% 
for the detection of postnatal depression [16]. The 
“Whooley questions” comprise a 2-item tool derived 
from the PHQ-2 with a timeframe of 4 rather than 2 
weeks and scored only as yes/no responses [22, 23]. The 
Whooley questions have been reported to have a sensi-
tivity of 100% and a specificity of 65-68% in identify-
ing depression in antenatal and postnatal women [23]. 
Among screen positive women, a third question is used 
in some settings, asking women if they desire help for 
their symptoms and has been reported to reduce sen-
sitivity to 39-58% and increase specificity to 91-100% 
[23]. The National Institute for Health and Care Ex-
cellence (NICE) guidelines recommend to initially 
administer the Whooley questions, and if one of these 
questions is answered positively it should be followed 
by either the EPDS or the PHQ-9 [24]. A recent study 
by Howard and colleagues [25] has shown that when 
routinely asked in early pregnancy, the Whooley ques-
tions had sensitivity of 41% and specificity of 95% and 
was useful as a case-finding tool as part of a general dis-
cussion about health. Further assessment was needed 
as positive responses suggested that women may have 
a mental health disorder (not necessarily depression).

Anxiety is often co-morbid with depression and can 
often have a major impact on functioning. Screening 
tools for perinatal anxiety have a more limited evidence 
base and therefore the Australian guidelines recom-
mend to screen for anxiety based on clinical judgment 
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[4]. In the United States, the Women’s Preventive Ser-
vices Initiative has recently released a recommendation 
to screen all women above 13 years of age for anxiety, 
including perinatal women [26]. The Generalized Anxi-
ety Disorder-7 (GAD-7; [27]) screening tool was found 
to be useful for identifying GAD during and after preg-
nancy [28]. An abbreviated version of the GAD-7, the 
GAD-2, is also available [29] and is recommended by 
the NICE guidelines to be administered initially and 
followed by GAD-7 if necessary [24]. A subset of the 
EPDS, items 3-5, have also been used for initial anxiety 
screening and require further assessment [30]. Perina-
tal specific anxiety tools have also generated interest 
due to the specific stressors associated with pregnancy 
and the postpartum [11].

To summarize, it is currently recommended that 
screening for depression in the perinatal period will be 
conducted by administering either the EPDS using a 
cutoff score of 13 or the PHQ-9 using a cutoff score of 
10. Both are brief, self-administered instruments that 
also assess for suicidal ideation and are readily available 
in the public domain. In addition, both tools have been 
validated in several languages. The PHQ-9 is also use-
ful when monitoring response to postnatal depression 
therapy is of interest. Two- or three-question screeners, 
such as the PHQ-2 or the Whooley questions, can be 
administered even more rapidly and with high sensitiv-
ity, but may not be as specific for identification of de-
pression per se and may yield higher numbers of false 
positive. When a positive response to these screeners is 
obtained, it is recommended that these brief tools are 
accompanied by a more comprehensive tool such as the 
EPDS, PHQ-9 or a diagnostic assessment. Screening 
tools for perinatal anxiety require further investigation 
prior to recommendations for widespread use.

Settings required for screening
Screening necessitates specific settings to ensure it 

is conducted in an effective and a respectful manner 
to support high-risk women through their journey to-
wards treatment and remission. Several considerations 
need to be made in regard to who should screen, and 
where and when screening should occur. Screening 
should be undertaken only by health professionals who 
have appropriate training and skills. In Australia, de-
spite recommendations for universal screening having 
been in place for over a decade, only 69% of midwives 
report ever screening for postnatal depression [31]. In 
addition to time constraints, one of the causes of this 
relatively low screening rate could be due to health pro-
fessionals feeling uncomfortable asking women about 
depression and may be concerned that some women 
will even react negatively [32]. Increasing health pro-
fessionals’ willingness to screen and their comfort with 
the screening tool are therefore essential components 
of screening training programs. Although training for 
screening is well integrated into routine practice and is 
accessible, particularly at the level of “basic knowledge”, 
there are still areas where training has not been compre-
hensive. Whilst increasing identification rates is the key 
goal, focus should be given also to minimizing potential 
harms connected with screening, such as misdiagno-

sis, labelling and stigma. Therefore, training programs 
should be designed not only to educate health profes-
sionals on how to use the appropriate screening tools 
but also to support them in developing communication 
skills that will allow them to administer these tests in a 
women-centred and culturally safe manner [33].

An appropriate screening site would be one that 
women are likely to attend as part of their scheduled 
antenatal, postnatal or home visits. In addition, screen-
ing site should also offer services beyond screening, 
i.e. evaluation, treatment, follow-up and monitor-
ing [7, 18]. Studies have shown that less than 50% of 
women with elevated screening scores who are referred 
for further evaluation or treatment actually follow that 
referral through (for example [34, 35]). Offering on-
site follow-up services for diagnosis or treatment may 
increase the site’s ability to improve outcomes [7, 18]. 
However, barriers to full implementation still exist even 
for sites that offer continuity of care. These barriers in-
clude time pressures, inadequate funding, absence of 
referral resources for complex cases and lack of training 
[36]. One way to overcome some of these barriers is by 
electronic screening (e-screening) such as the Austra-
lian e-screening platform iCOPE, which allows women 
to complete the self-report tools on a mobile device or 
tablet [37]. Innovations such as coupling e-screening 
with clinician decision support systems and production 
of electronic management reports are currently being 
trialled in Australia with a system called the Perinatal 
Identification, Referral and Integrated Management 
for Improving Depression (PIRIMID system). Postna-
tal depression screening in sites outside of health care 
facilities, perhaps even self-screening, may be neces-
sary for 3%-15% of women in industrialized countries 
(higher rates in developing countries) who do not at-
tend postpartum visits [6].

The optimal timing for screening during pregnancy 
and postnatally is yet to be determined. The times avail-
able for screening during pregnancy depend largely on 
the woman’s timing of seeking antenatal care and the 
timing of the delivery. Whilst screening at any stage 
throughout pregnancy may detect prevalent depres-
sion and anxiety, screening at 34 to 36 weeks could also 
point to a risk of developing postnatal depression [38]. 
However, postpartum screening before women are dis-
charged from the hospital post-delivery for depression 
as early as 24 to 48 hours postpartum has a limited 
ability to predict continued depressive symptoms due 
to high rates of false positive screens caused by ‘baby 
blues’ and the physical and emotional upheaval associ-
ated with a complex delivery or unexpected outcome. 
Early post hospital screening, at 5 days postpartum, 
had lower specificity and sensitivity in comparison with 
screening at 6 weeks after delivery [39]. When evalu-
ated at 6, 8 and 12 weeks postpartum, the effectiveness 
of screening in identifying women at increased risk for 
prolonged postnatal depression was comparable [40]. 
Therefore, screening at these times which are part of 
the health care visits schedule (e.g. routine 6-8-week 
postpartum visit) may be done effectively by taking 
advantage of current health care delivery patterns. In 
terms of re-screening, a study by Yawn and colleagues 
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has demonstrated that screening at 6 and 12 months 
postpartum may identify additional women at risk that 
were screened negative at 4 to 12 weeks postpartum 
[41]. With respect to the optimal timing of anxiety 
screening in the perinatal period, due to lack of stud-
ies no evidence-based recommendations can be made. 
However, from a pragmatic point of view, it seems most 
efficient for anxiety screening and depression screening 
to coincide.

To summarize, it is currently recommended that 
screening will be conducted by health professionals 
who have received training in woman-centred commu-
nication skills and culturally safe care and are comfort-
able with screening. Screening should be completed 
at a place that is convenient for women and that of-
fers follow-up services, especially provision or referral 
to evidence-based treatments. In terms of timing, it is 
currently recommended that the first antenatal screen-
ing will be completed as early as practical in pregnancy 
and will be repeated at least once later in pregnancy. 
Evidence supports first postnatal screening at 6 to 12 
weeks postpartum and re-screening at 6 to 12 months 
postpartum. No evidence currently exists in regard to 
the optimal timing of anxiety screening, but if such 
screening becomes policy, concurrent screening for 
depression and anxiety seems most practical until evi-
dence emerges.

Interpretation of screening results and referral  
for further assessment

When an EPDS score between 10 and 12 is obtained, 
recommendations often suggest that the EPDS should 
be repeated within 2-4 weeks [4]. A similar re-screening 
is suggested for PHQ-9 scores between 5 and 9 [42]. 
Elevated screening scores (EPDS ≥13; PHQ-9>10) 
should be followed by a diagnostic assessment and a 
suitable follow-up. A positive score on the suicidal ide-
ation item (EPDS question 10; PHQ-9 question 9) or a 
very high total score may indicate the woman is at risk 
of harming herself and/or her child, and therefore must 
be immediately followed by risk assessment. If suicidal 
ideation is indicated in the risk assessment, an urgent 
action should be taken in accordance with local proto-
col/policy [4].

In a small percentage of women, high depression and 
anxiety screening scores could be a manifestation of a 
general medical condition, such as hypothyroidism, hy-
perthyroidism [43] and anaemia [44] or other psycho-
social conditions, including baby blues, problems with 
managing marital relationship and poor social support 
amongst others [45]. Thus, in some women with posi-
tive depression or anxiety screening diagnostic assess-
ment should be accompanied by a thorough medical 
and psychosocial evaluation.

There is an ongoing debate in regard to what is con-
sidered an adequate diagnostic assessment for a posi-
tive screening score. Whilst some health professionals 
argue that positive screening results require a standard-
ized diagnostic interview by a trained mental health 
professional [46], this can prove impractical given the 
need to evaluate 15-25% of pregnant women and short-
age of mental health professionals [47]. Limited but 

growing evidence supports an alternative approach by 
which a diagnostic assessment can be carried out in 
primary settings by a clinician trained in the diagnosis 
and management of depression [7, 48, 49]. The assess-
ment must include an evaluation of symptoms sever-
ity and duration and whether the symptoms impact the 
woman’s ability to function in her usual roles. Evalua-
tion of other signs of mental health disorders such as 
bipolar disorders, psychotic disorders (including post-
partum psychosis), anxiety disorders and substance use 
disorders must also be considered [20]. Women with 
unusual presentations, history of serious mental health 
problems and depression resistant to therapies avail-
able in the primary setting deserve a referral to a mental 
health professional [7, 18].

When a diagnosis such as postnatal depression is 
made, a crucial step in seeking help would be engag-
ing the woman and, if possible, members of her support 
network in a discussion concerning her depression and 
help seeking [50]. Patient engagement is also important 
for initiation and adherence to therapy and participa-
tion in follow-up and monitoring visits or phone calls 
[7, 51].

In summary, it is currently recommended that for a 
woman with an EPDS score between 10 to 12 or with 
a PHQ-9 score between 5 to 9, screening should be re-
peated, for instance within 2-4 weeks. Women with an 
EPDS score of 13 or more or with a PHQ-9 score of 
10 or more should be referred to a diagnostic assess-
ment for depression. Women who are scored positive on 
EPDS Question 10 or on the PHQ-9 Question 9 should 
undergo immediate risk assessment, and if there is any 
disclosure of suicidal ideation, an urgent action should 
be taken in accordance with local protocol/policy.

ASSESSING BEYOND DEPRESSION - 
PSYCHOSOCIAL ASSESSMENT
Identifying psychosocial risk factors

It is now recognised that perinatal mental health is 
multifaceted and is much broader than the simple diag-
nosis of postnatal or antenatal depression. Whilst major 
depression is the most common perinatal mental health 
condition, for some women increased psychological vul-
nerability during the perinatal period may give rise to 
new onset psychiatric episodes or relapse of pre-exist-
ing psychiatric episodes (often due to discontinuation 
of medication in pregnancy) other than major depres-
sion, for example, puerperal psychoses [52] and bipolar 
disorder [53, 54]. Furthermore, in women presenting 
depressive symptoms, symptoms can be an indicator of 
distress triggered by complex and serious psychosocial 
co-morbidities and adverse circumstances, such as in-
terpersonal violence, substance use and a history of ad-
verse childhood experiences. When major depression is 
diagnosed, addressing these co-morbidities is essential 
for the depression to respond well to the usual treat-
ment modalities [55]. The implications of such complex 
cases going undetected and untreated can be devastat-
ing. Psychosocial illness (including substance use and 
interpersonal violence) has been found to be one of 
the leading causes of maternal deaths in higher income 
countries [56, 57]. Furthermore, admission for a severe 
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psychiatric episode in the first postnatal year leads to 
70-fold increase in the risk of suicide compared to at 
other times in her life [58]. These complex cases may 
also have deleterious impact on the infant [59]. Hence, 
identifying the presence of psychosocial factors which 
may increase a woman’s vulnerability to experience 
perinatal mental health morbidity and thereby provid-
ing them with the most suitable care, is crucial.

Several key risk factors for poor perinatal mental 
health have been identified with the most consistently 
reported being a past history of a mental health condi-
tion, including major depression and anxiety disorder 
[33, 60-61]. Other major, consistently reported risk 
factors for postnatal depression include antenatal de-
pression symptoms, antenatal anxiety, major stressful 
life events, lack of practical/emotional support and poor 
partner support [61]. Considerable evidence supports 
the association with additional characteristics such as 
poor marital relationship including interpersonal vio-
lence, a history of childhood trauma, isolation (physi-
cal, mental, cultural), substance use and long-standing 
personality vulnerabilities [33, 62-65].

Evaluation of current and longstanding psychologi-
cal, social, and cultural risk factors is the essence of psy-
chosocial assessment programs [66]. Research shows 
that enquiring about women’s emotional health is an es-
sential step towards seeking formal mental health care 
in the perinatal period [67]. The Australian guidelines 
note the use of universal psychosocial assessment as a 
good practice point and recommends assessing for psy-
chosocial factors as early as practical in pregnancy and 
at 6-12 weeks after birth. In addition, the Australian 
guidelines note enquiring about the woman’s emotional 
wellbeing at every antenatal or postnatal visit as a good 
practice point [4]. Similarly, the NICE guidelines ad-
vocate a broad psychosocial assessment approach [24]. 
The value of psychosocial assessment lies in the oppor-
tunity it provides for raising awareness and educating 
women and families as well as ‘starting the conversa-
tion’ around psychosocial risk factors. In addition, this 
provides an opportunity to locate supports as protec-
tive factors to assist in the prevention of mental health 
problems. Research has shown that asking about the 
women’s past and/or current mental health led to higher 
rates of referrals [68].

Psychosocial assessment methods 
Different approaches can be adopted to effectively 

undertake psychosocial assessment in primary settings. 
These approaches range from the use of psychosocial 
assessment tools, either self-report or clinician admin-
istered, to a general unstructured enquiry as part of 
holistic care. Structured questionnaires have the ad-
vantage of providing a comprehensive, brief overview 
of the woman’s circumstances by covering key risk do-
mains, thereby allowing to start the conversation to fur-
ther explore particular domains as needed. Such tools 
could be especially useful for health professionals who 
are not experienced in undertaking a detailed psycho-
social assessment as part of the broader interview. The 
Australian guidelines note ensuring health professionals 
receiving training in the importance of psychosocial as-

sessment and use of a psychosocial assessment tool as a 
good practice point [4]. Several structured psychosocial 
assessment tools are available and include the Antena-
tal Psychosocial Health Assessment (ALPHA), Ante-
natal Risk Questionnaire (ANRQ), Predictive Index of 
PND, and the Antenatal Psychosocial Questionnaire 
[67]. A validated, user-friendly and acceptable psycho-
social assessment tool or structured interview that is 
suited to the local primary care setting can facilitate a 
comprehensive assessment.

Interpretation of psychosocial assessment results and 
referral

Psychosocial risk factors identified through a struc-
tured tool or as part of a broader clinical interview need 
to be further explored and documented. It is recom-
mended to undertake psychosocial assessment in conju-
gation with depression screening [4] and integrate them 
in care programs which also entail further mental health 
evaluation and management [69]. Interpretation of the 
results of the psychosocial assessment is determined 
by local decision-making rules in the context of the de-
pression screening results [70]. Decision-making rules 
could be applied in the form of an algorithm which as-
sists clinicians to determine through a multidisciplinary 
approach whether women have a mental health condi-
tion, including current possible depression. Alternative-
ly, the use of a clinician decision support system such as 
the one currently being trialled in Australia (PIRIMID) 
allows health professionals to use clinical judgement in 
interpreting which risk factors should be addressed in 
a management plan and integrate this with other clini-
cal information. This allows identifying women at high 
psychosocial risk and devising an appropriate care plan 
for them [71].

TREATMENT
Perinatal mental health care is a 3-stage process en-

tailing screening and psychosocial assessment, referral, 
and treatment. An integrated approach that seamlessly 
links screening and psychosocial assessment results to 
a defined referral process and treatment can optimize 
treatment accessibility, completion, and response. This 
in turn will result in a more clinically and cost-effective 
means for managing perinatal depression and anxiety 
[72].

The next step following diagnosis of antenatal or 
postnatal depression would be selecting the appropriate 
treatment approach that is likely to result in remission 
of depressive symptoms and is available in the immedi-
ate region. Systematic reviews have confirmed the ef-
fectiveness of a range of treatment approaches for peri-
natal depression, including pharmacotherapy, cognitive 
behavioural therapy (CBT), counselling and interper-
sonal therapy (IPT) [73-76]. In comparison, treatment 
studies for perinatal anxiety have received relatively less 
attention. It is expected that treatments that are effec-
tive for anxiety at other life stages would also be effec-
tive for anxiety during the perinatal period, and there 
is evidence for CBT for perinatal anxiety [77], which 
is the best practice treatment for anxiety disorders in 
the general population. There is also evidence emerging 
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for e-Health interventions [78], and mindfulness-based 
interventions [79].

Pharmacotherapy
Some trials for postnatal depression have reported 

positive results whereas others have been more am-
biguous [80, 81]. Nevertheless, it seems likely that the 
efficacy of antidepressant medications in depressed 
postnatal women would be similar to the efficacy of 
antidepressant medications observed in the general 
population, including non-postnatal women [82]. In 
addition, when comparing antidepressants with psy-
chological treatment, there may be different relative 
benefits; for example, a more rapid effect of medica-
tion versus better relapse prevention for psychological 
treatment [83]. A meta-analysis of the overall evidence 
emerging from randomized controlled trials (RCTs) 
in postnatally depressed women suggests that it is not 
clear whether antidepressants are superior to psycho-
therapy, or whether some antidepressants are more ef-
fective or better tolerated than others [76].

During pregnancy and breastfeeding, before starting 
antidepressant treatment, the potential harmful effects 
on the developing fetus and on the infant need to be 
considered alongside the potential harm if the woman 
remains untreated or ceased medication [84]. The Aus-
tralian guidelines outline specific considerations in the 
use and monitoring of the effects of pharmacological 
treatments drawing upon the NICE clinical guide-
lines. This includes consideration of the woman’s past 
response to antidepressant treatment, obstetric history 
(e.g. other risk factors for miscarriage or preterm birth 
if pregnant) and any factors that may increase risk of 
adverse effects (e.g. when breastfeeding, considering 
the infant’s health and gestational age at birth) before 
choosing a particular antidepressant [4].

Whilst the use of selective serotonin reuptake inhibi-
tors (SSRIs) is often used in primary care as a first-line 
treatment for moderate to severe depression, this needs 
to be balanced with women’s preferences and the known 
efficacy of psychological treatments for this group. For 
example, we know that the majority preference among 
perinatal women is to avoid such pharmacological treat-
ments where possible [5].

Psychological approaches to treatment
Psychological treatment is a viable first-line of treat-

ment for mild to moderately severe depression and an 
alternative for women who are pregnant or breastfeed-
ing and therefore prefer not to take antidepressants. 
Previous evidence supports the efficacy of various psy-
chological treatment approaches for maternal perinatal 
depression [73-75]. Although CBT and IPT are the 
most beneficial, IPT has a somewhat narrower evidence 
base in perinatal populations than CBT. The Australian 
guidelines note treatment with CBT and IPT for wom-
en with mild to moderate depression in the perinatal 
period as an evidence-based recommendation [4].
CBT – In Australia, Milgrom and colleagues have de-
veloped well-evaluated face-to-face and online CBT 
programs for perinatal depression. We have developed 
a 12-week group CBT program, Getting Ahead of Post-

natal Depression, for postnatal depression [85] draw-
ing upon the CBT content embodied in Lewinsohn’s 
well-validated ‘coping with depression course’ [86] to 
accommodate unique needs of depressed mothers with 
new infants. Evaluated in two RCTs, the program was 
found to significantly ameliorate depressed mood and 
was superior to routine care [87] and effective to the 
same extent as pharmacotherapy with sertraline [88]. 
A modification of the Getting Ahead of Postnatal 
Depression program developed for antenatal women, 
Beating the Blues Before Birth, was also evaluated in a 
feasibility trial and an RCT and proved highly effective 
in reducing both depression and associated anxiety in 
pregnant women diagnosed with depression (80% with 
major depressive disorder) [89]. An antenatal self-help 
program also developed by us, Towards Parenthood, 
aimed at preventing early parenting and coping difficul-
ties, and was found to be effective in an RCT [90]. An-
other postnatal depression treatment program (Over-
coming Depression Program) developed for delivery by 
nurses working with general practitioners was trialled 
and showed promising results in reducing depressive 
symptoms [49].

 Internet-based interventions have been increasingly 
used to address maternal depression and a range of psy-
chological problems experienced by perinatal women 
[91]. The value of internet-based delivery of treatment 
programs lies in its potential to overcome major barriers 
to treatment uptake in perinatal populations, such as 
stigma and lack of reach of traditional services [5]. Be-
ing anonymous, accessible, affordable and convenient, 
internet-based depression programs have the potential 
to reach many women who otherwise would not access 
treatment.

Milgrom and colleagues have rigorously developed 
and evaluated an online CBT intervention for treating 
postnatal depression (MumMoodBooster;[92]). This 
innovative program was adapted from the face-to-face 
Getting Ahead of Postnatal Depression treatment pro-
gram and the subject of extensive useability and fea-
sibility trials. It was developed to mimic face-to-face 
treatment and has features which allow individual tai-
loring of the targets of intervention, using a range of 
features including host videos and feedback of progress. 
The effectiveness of this intervention was evaluated in 
an RCT comparing the online CBT treatment (n=21) 
to treatment as usual (n=22). At 3 months post-enrol-
ment, a four-fold increase in remission was observed, 
as 79% of women in the intervention group no longer 
met the diagnostic criteria for depression compared 
to 18% of women in the treatment as usual group. 
Improvement in measures of depression, anxiety and 
stress was also more evident in the intervention group 
[93]. In another RCT the intervention was found to be 
at least as effective as face-to-face CBT at 6 months 
post-treatment (in preparation). In light of previous 
evidence indicating that guided support increases the 
effect size of self-guided internet interventions in the 
general population with depression [94], coaching sup-
port was offered to women in conjunction with Mum-
MoodBooster to increase severely depressed women’s 
adherence to treatment. An antenatal version of this 
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program, Mum2BMoodBooster, has also been devel-
oped and evaluated in a feasibility trial yielding prom-
ising results in regard to its effectiveness in reducing 
depression and anxiety symptoms in pregnant women 
(in preparation). MumMoodBooster, both the postna-
tal and the antenatal versions, are funded by the Fed-
eral government and available to all Australians through 
MumSpace. MumSpace is a digital platform developed 
by the Perinatal Depression e-Consortium with the aim 
to provide a stepped-care approach for prevention and 
early, self-help intervention to ameliorate perinatal de-
pression and thereby reduce the burden on more tradi-
tional acute downstream services.
IPT – An Australian RCT evaluating the effectiveness 
of group IPT for postnatal depression has shown that 
group IPT yielded a greater improvement in depressive 
symptoms compared to treatment as usual at 3 months 
post-therapy [95]. In another study following these 
women up to 12 months post-therapy it has been shown 
that women in the IPT group were less likely to develop 
persistent depressive symptoms [96].

Combination therapy
Studies exploring the efficacy of combined psycho-

logical and pharmacological therapies for postnatal de-
pression have reported little or no benefit. For example, 
in a study by Misri and colleagues [97] the effects of 
paroxetine both alone and combined with CBT were 
found to be comparable. Likewise, combination of ser-
traline with psychological therapy did not attract addi-
tional benefits in our Australian study or that of Bloch 
and colleagues [88, 98]. However, some women report 
that the adjunctive use of psychological treatments and 
pharmacotherapy can be helpful; for example, rapid 
relief of symptoms followed by greater availability to 
psychological treatment, usually once medications have 
become effective [4].

Mother-infant interventions
Symptoms of postnatal depression, including sadness, 

flatness and loss of interest, as well as symptoms of co-
morbid anxiety, can make it difficult for some depressed 
women to engage behaviourally and emotionally with 
their infants [99, 100]. Mother-infant interactions are 
complex and involve reciprocal micro behavioural ex-
changes between a sensitive and attuned mother and a 
developing infant that are vital for optimal infant devel-
opment [101]. Depressed mothers are less likely to be 
responsive and sensitive to infant’s cues, less engaged 
in affectionate physical contact, make less eye contact 
with their infants, and may be intrusive in their inter-
actions [99]. Such dysfunctional mother-infant interac-
tions have been shown to mediate the impact of postna-
tal depression on child development [99].

A number of studies have shown that effectively 

treating postnatal depression does not necessarily result 
in improved mother-infant relationships (for example 
[87]) and there is therefore a need for complemented 
interventions designed to target the mother-baby rela-
tionship (see a review [102]). In Australia, Milgrom and 
colleagues developed a brief, targeted mother-infant 
interaction intervention called ‘Happiness Understand-
ing Giving and Sharing’ (HUGS [85, 103, 104]), which 
complements CBT treatment for maternal postnatal 
depression. A pilot study of HUGS showed rapid re-
ductions in stress in the mother-infant dyad, which was 
a weekly rate of reduction that was three times larger 
than during earlier treatment for postnatal depression 
[103]. This was followed by an RCT comparing HUGS 
to a control playgroup following postnatal depression 
treatment, which showed significant improvements in 
both observed and parent-reported mother-infant inter-
actions.

FUTURE DIRECTIONS
Over 300,000 women give birth in Australia each 

year and up to 20% experience clinical depression, of-
ten with severe anxiety, either in pregnancy or in the 
first postnatal year. Despite the substantial progress 
in screening and treatment implementation, low treat-
ment uptake rates remain concerning. Future efforts 
require strategies to bridge the gap between cases 
identified by screening and the number of women re-
ceiving treatment resulting in remission from their de-
pressive episode [11]. Furthermore, the harm through 
the continued non-identification and non-treatment of 
the majority of cases of perinatal depression underlines 
the continuing importance of increasing identification 
rates and providing adequate treatment for women 
experiencing perinatal depression and anxiety. From 
a societal and economic perspective, perinatal depres-
sion and anxiety in Australia incur an enormous burden 
mostly borne by children, which is estimated at $7.3 
billion [105]. Taken together, identifying and treating 
perinatal depression and anxiety is crucial both at the 
individual and the societal levels. However, although 
screening for perinatal depression is policy in Australia, 
further efforts need to be made to implement screen-
ing into practice with available integrated treatments. 
Moreover, further RCTs are needed to form a strong 
evidence base that will guide every aspect of detection 
and management of perinatal depression and anxiety 
each separately as well as part of an integrated process.
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