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In this issue of JAMA, the US Preventive Services Task Force
(USPSTF) recommends “that clinicians provide or refer preg-
nant and postpartum persons who are at increased risk of peri-
natal depression to counseling interventions” (B recommen-
dation; net benefit is moderate).1 This recommendation is
supported by the accompanying evidence review that evalu-
ated the benefits and harms of primary care–relevant inter-
ventions to prevent perinatal depression.2

Perinatal depression, defined as a major or minor depres-
sive episode that occurs during pregnancy or within the
postpartum year, affects approximately 11.5% of new
mothers annually in the United States,3 representing a sub-

stantial burden for women
and families. In addition to
risks to the mother, there are
important risks for the infant
associated with antenatal
depression, including pre-
term birth, low birth weight,
and longer-term temperament
and behavioral problems.4,5

Postpartum depression also is associated with short- and
longer-term risk factors for the infant, including effects on
bonding and attachment, success of breastfeeding, cognitive and
social development, and the risk of future psychopathology.6

Therefore, the targeted prevention of perinatal depression
is important, and if done successfully will improve a broad range
of outcomes for women and their children.

The USPSTF previously recommended broad screening
for acute depression among adults, including pregnant and
postpartum women.7 The current recommendation advances
the previous more broad recommendation by focusing on
prevention rather than screening for acute illness, and the
recommendation calls for a specific treatment intervention.1

The recommendation to refer women at risk for perinatal
depression to counseling is based on evidence from clinical
trials. The task force completed a rigorous review of clini-
cal studies to prevent perinatal depression, including psy-
chotherapies, antidepressants, and complementary and
alternative medicines. Fifty studies (49 randomized clinical
trials, 1 nonrandomized controlled intervention study) met
inclusion criteria. Counseling or psychotherapeutic interven-
tions were the most widely studied and were demonstrated
to be associated with a lower likelihood of onset of perinatal
depression. Other treatment modalities were not supported

by robust effects or lacked sufficient data to lead to meaning-
ful conclusions.

There are important challenges to overcome if these rec-
ommendations are to be implemented. Feasibility will re-
quire a commitment of resources and continued research into
how to (1) identify at-risk women, (2) connect identified women
to evidence-based treatments, and (3) assess outcomes.

The goal of universal screening for depression in adults,
including pregnant and postpartum adults, previously recom-
mended by the USPSTF was straightforward. Screening pro-
grams have been widely implemented, and forms of screen-
ing are mandated in a number of states. The majority of women
with perinatal depression can be identified with the use of brief,
self-rated scales that can be used in primary care settings with
minimal time and burden on clinical staff. Despite the screen-
ing recommendations, there has been variable success in
screening leading to appropriate treatment referrals, treat-
ment engagement, and improved clinical outcomes, with some
studies suggesting extremely low rates of treatment engage-
ment and remission of depression after screening.8

It is a greater challenge to identify women at risk com-
pared with those experiencing perinatal depression. As the task
force indicates, “there is no accurate screening tool for iden-
tifying women at risk of perinatal depression and who might
benefit from preventive interventions.”1 Unlike self-rated tools,
it is more complex to perform a risk assessment based on a
range of historical and demographic risk factors, and it is un-
clear to what degree these predict perinatal depression. Based
on the summarized studies, women at risk may be identified
by targeting those with histories of depression, subthreshold
depressive symptoms, and certain sociodemographic factors
(ie, economically disadvantaged, single/young, unplanned
pregnancy). The task force notes that a pragmatic approach
would be to systematically identify women with 1 or more risk
factors, which would yield a substantial proportion of preg-
nant and postpartum women who would then need to be re-
ferred to counseling. The development and validation of easy-
to-use screening tools would make it easier to discern who
should be referred to treatment. In addition, future research
might elucidate biomarkers to aid in the identification of
women at particularly high risk of perinatal depression and may
include biomarkers of stress or inflammation or genetic vari-
ables that indicate vulnerability.

The ideal setting in which to identify women at risk for peri-
natal depression is where they receive care, because women
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have multiple visits during pregnancy and in the postpartum
period and are often motivated for self-care and behavioral
change. However, clinicians who provide obstetrical care may
not have the expertise or time during clinical visits to per-
form assessments and tailor referrals to women who are iden-
tified. In addition, after provision of referrals for counseling,
further resources will be required longitudinally to ascertain
whether women engage in treatment and whether they expe-
rience perinatal depression. If perinatal depression develops
despite efforts for prevention, protocols and resources will be
needed for acute treatment.

As resources are developed for the prevention of perinatal
depression, it is crucial that priority is placed on adherence to
the previous recommendations for screening for adult depres-
sion and its treatment. These current recommendations offer
an opportunity to redouble efforts toward identifying and meet-
ing the needs of women who present during pregnancy and post-
partum with risk of acute psychiatric illness.

The delivery of effective care on a large scale will require
creative solutions. The counseling interventions with the
most robust efficacy were cognitive behavioral therapy and
interpersonal psychotherapy. These specific forms of psy-
chotherapy require education and training. The delivery to
large numbers of women presents a challenge. It is unlikely
that most women in the United States have easy access to
a specialist who can deliver these treatments. Therefore,
options such as training of lay personnel or large-scale tele-
health or internet- and smartphone-based platforms should
be considered. Also, multidisciplinary teams should be
involved in the care of women at the highest risk of severe ill-
ness and specialty consultation should be available for
women who develop acute psychiatric illness and require
more complex care.9

Further research will be needed to determine the most
effective prevention strategies for perinatal depression, how
to deliver them across various communities, and how to tai-
lor them to the needs of individuals. There was substantial
heterogeneity in counseling protocols reviewed in the evi-
dence report. It may be possible with additional research to
identify the ideal number of sessions, the aims and content
of the sessions, and when sessions should be delivered dur-
ing the perinatal period to be the most effective. The ultimate
goal is to personalize treatment based on the individual’s risk
factors, treatment preferences, culture, sociodemographic
characteristics, and access to mental health care.

Follow-up after referral to counseling will be needed to
demonstrate improved outcomes in the clinical setting. Avail-
ability and access to care present potential hurdles, and stigma

presents another potential barrier for some women to seek and
accept mental health care. Effectiveness studies in a diverse
population are needed. It is unclear whether the advantages
of counseling found among patients in clinical trials will be gen-
eralizable to women across various communities, and a focus
on disparities must also be considered.10 As with other psy-
chiatric disorders, perinatal depression encompasses substan-
tial heterogeneity, and a single approach is unlikely to serve
all women who are identified as at risk.11 Therefore, counsel-
ing may not be sufficient for many at-risk women, and next-
step treatments for those who experience depression despite
engagement in counseling will need to be available to best serve
this population. Moreover, subgroups of women may benefit
from other first-line treatments for the prevention of perina-
tal depression, and further study may differentiate who will
be best served by specific treatments.

In addition, a substantial number of reproductive-aged
women have serious psychiatric disorders and will be identi-
fied as at risk for perinatal depression, although their needs
may be more comprehensive. Women with existing major de-
pressive disorder often discontinue medication during preg-
nancy, putting them at high risk of depressive recurrence.12

Women who are identified as at risk for perinatal depression
may have psychotic disorders, bipolar spectrum disorders,
anxiety disorders, and substance use disorders, and there is
comorbidity among psychiatric disorders. Therefore, system-
atic provisions for referral and treatment for other psychiat-
ric disorders should be considered. For women with severe psy-
chiatric disorders who may be well but at risk of relapse, larger
studies to assess pharmacotherapy are warranted, because
studies conducted to date have been small and have assessed
a limited number of medications.

In conclusion, the USPSTF recommendations to screen and
refer women at risk for perinatal depression to counseling in-
terventions have the potential to improve many lives, since an
estimated 400 000 women in the United States have perina-
tal depression.13 Even though the focus of these recommen-
dations is on pregnancy and the first postpartum year, effec-
tive prevention of perinatal depression may lead to a trajectory
of better outcomes for a lifetime for both mother and child.
While there are challenges, optimism is warranted, as an in-
creasing number of studies and programs are assessing the de-
livery of therapies using technology and social media, which
hold the promise of delivering care to a diverse population of
women. If the health care delivery system can make the nec-
essary investment to implement these recommendations, they
may return great dividends in the form of enhanced well-
being of mothers and their offspring.
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