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Introduction. Perinatal depression is one of the most common
complications of pregnancy and childbirth affecting as many as one out of five
women in high-income countries. The prevalence is even higher in low- and
middle-income countries [1]. Modern publications convincingly prove that
peripartum depression negatively impacts parent-infant interactions and infants'
cognitive, social, and emotional development [2]. These findings emphasis the
need for early intervention and support for mothers to reduce the risk of these
disorders in their children [3].

The purpose of this review is to analyze current research highlighting
modern strategies in perinatal depression treatment.

Material and methods. The search query was carried out among
the publications of 2025 in the database PubMed and included the phrase
"perinatal depression treatment”. Several dozen scientific articles were
processed. A final number of 8 sources were included in this narrative review.

Results and discussion. A recent systematic review of clinical guidelines
relating to peripartum depression has revealed a significant inconsistency
in recommendations [4].
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Moreover, some scientists believe that, historically, perinatal depression
has lacked effective evidenced-based treatment guidelines [1].

Therefore, modern studies aimed to collect up-to-date evidence on the
effectiveness of interventions and provide recommendations for prevention,
screening and treating [4].

At the same time, the very first thing to start with is the earliest possible
educational programs. The fact is that up to 50% of perinatal depression cases
remain undiagnosed due to patient reluctance to disclose symptoms, partly
because of the stigma around perinatal depression, which includes fears
of abandonment and lack of support upon disclosure [5]. Raising awareness
about perinatal depression, reducing stigma, and ensuring access to mental
health resources are essential steps in supporting pregnant people and new
parents to promote healthy family dynamics [5].

Current first-line treatment options include psychotherapy, psycho-
pharmacology, or both, but lack specificity regarding good clinical practice
guidelines [1].

New approaches consist of a combination of early screening, preventative
psychoeducation, optimizing timely diagnosis, and novel synergistic
psychotherapy and psychopharmacology approaches to provide a compre-
hensive therapeutic approach [1].

Evidence-based interventions, such as psychopharmacologic treatment,
including selective serotonin reuptake inhibitors, serotonin-norepinephrine
reuptake inhibitors, and neuroactive steroids (e.g., brexanolone and zuranalone),
as well as non-pharmacologic therapies, like bright light therapy, and evidence-
based psychotherapies, such as cognitive behavioral therapy, interpersonal
psychotherapy, mindfulness-based interventions, have demonstrated efficacy
in reducing maternal depressive symptoms [6].

In 2025 the Canadian Network for Mood and Anxiety Treatments
(CANMAT) published clinical practice guidelines for perinatal mood and
anxiety disorders [7]. The guideline covers 10 clinical sections in a question-and-
answer format that maps onto the patient care journey: case identification;
organization and delivery of care; non-pharmacological (lifestyle, psychosocial,
psychological), pharmacological, neuromodulation and complementary and
alternative medicine interventions; high-risk clinical situations; and mental
health of the father or co-parent [7].

The international guidelines were developed according to the GRADE
framework and AGREE Il Checklist recommendations in 2025. Psychological
and psychosocial interventions are strongly recommended for preventing PPD in
women with no symptoms and women at risk [4]. Screening programmes for
depression are strongly recommended during pregnancy and postpartum.
Cognitive-behavioural therapy is strongly recommended for PPD treatment for
mild to severe depression [4]. Antidepressant medication is strongly
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recommended for treating severe depression in pregnancy [4]. Electroconvulsive
therapy is strongly recommended for therapy-resistant and life-threatening
severe depression during pregnancy [4].

It has also been established that infant sleep duration buffered risk of chronic
depressive symptoms and amplified the protective effects of patterns of
symptom reduction, underscoring infant sleep duration as a key intervention
target [8].

Future initiatives and research should evaluate improving screening tools,
enhancing patient engagement, and exploring the efficacy of therapy utilizing
multiple treatment modalities, to refine good clinical practice guidelines [1].

Conclusions. Modern guidelines combine early educational interventions,
psychotherapy, pharmacological support, programs to strengthen sensitive
parental interaction, and social assistance. Promising areas are increasing the
evidence of interventions and standardizing integrated models for global
application.
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OLIHKA 3ACTOCYBAHHS PI3BHUX IIIAXO/JAIB
Y JIKYBAHHS TA TIPODIJTAKTUKHA EHJAOMETPIO3Y
P EHAOCKOIIIYHUX ONNEPAIISX

T'opocee B. M.
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Hayxkosuii kepisnux: Xooopuyx K. B.
KaHOuoam mMeOuyHUX Hayk,
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Ha cporomHimmHiil 1eHb €HIOMETPIO3 € TOCHTH IOIIMPEHOI MPOOIEMOI0
cepeq JKIHOK PerpoayKTUBHOTO BiKy. 3TiIHO 3 JaHUMH BcecBiTHBROT opranizarii
oxopor# 310poB’st (BOO3), eHA0OMETPi03 MiarHOCTY€EThCS y On3bK0 17% KiHOK
PENpPOYKTUBHOTO BiKy. OHAK TOYKA MOIIMPEHICT MOXKE OYTH 3HAYHO OiIbIIa
4yepe3 TpyaHOII y miarHocThil. EHIOMETpio3 — e po3poCTaHHs, MOMiOHI 10
OymoBHU 31 CIM30BOI0 OOOJIOHKOK MATKH, 33 MEXaMH 3BUYAMHOI JIOKaTi3arlii
SHIIOMETpito. BiamoBiHO 0 Cy4acHMX YSBJICHb MPO MPHPOLY CHIOMETPIO3y,
1€ 3aXBOPIOBAHHS CIIiJI PO3MIISATH SIK MATOJOTIYHUN IIPOLEC 13 XPOHIYHMM,
PECIUITUBYIOUNM TTepeOiroM.

Ennomerpio3 ¢opMyeTbesi Ta pO3BHBAETHCS HA TIII MOPYIICHUX IMYyHHHX,
MOJICKYJISIPHO-TCHETHYHHX Ta TOPMOHAIBHUX B3a€EMHH y JKIHOYOMY OpPTaHi3Mi.
Enxnomerpioinamii cyOcTpar Mae O3HaKM aBTOHOMHOTO POCTY Ta TOPYIICHbB
nporidepaTnBHOI aKTHUBHOCTI KIMTWH. EHIOMETpio3 MoOXKe JIOKami3yBaTHCS
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