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This CE program presents practical strategies to meet the
needs of NPs, nurse-midwives, and other advanced practice
clinicians who provide primary care for women. The program
will help clinicians identify women who have risks for depres-
sion and describe various approaches to treatment. 

Depression, which can occur at any time throughout the life -
span, poses a major public health problem in the United States
because of its high overall prevalence and associated disability.
Prevalence of depression is higher in women than in men
(21% vs. 13%). In addition, the prevalence of depression and
treatment-seeking behaviors may differ among ethnic groups.
The financial burden of depression was about $83.1 billion in
2000. Of the 2000 total, $26.1 billion were direct medical costs,
$5.4 billion were suicide-related mortality costs, and $51.6 bil-
lion were workplace costs. 

Educational objectives  
• Identify DSM-5 diagnostic criteria for the various forms of de-
pression and be able to distinguish among them.

• Describe recommended screening tools and management
approaches, including pharmacotherapeutic options, for de-
pression in women.

• Define special management considerations for the different
forms of depression that affect women throughout the life -
span: premenstrual dysphoric disorder, perinatal depression,
postpartum depressive disorders, and depression during
peri menopause.
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Depression, which can occur at
any time throughout the life -
span, poses a major public
health problem in the United
States because of its high overall
prevalence and associated dis-
ability.1,2 The prevalence of de-
pression is higher in women
than in men (21% vs. 13%).3 In
addition, the prevalence of de-
pression and treatment-seeking
behaviors may differ among eth-
nic groups.4 The financial burden
of depression was about $83.1
billion in 2000.5 Of the 2000 to-
tal, $26.1 billion (31%) were di-
rect medical costs, $5.4 billion
(7%) were suicide-related mor-
tality costs, and $51.6 billion
(62%) were workplace costs.

Risk factors
Common risk factors for depres-
sion include a family history of
depression or personality disor-
der, living in a dysfunctional
family environment, having a
history of physical or sexual
abuse as a child, and loss of a
parent at an early age.3,4,6 Ac-
cording to cognitive theory, a
lack of effective coping skills or
an inability to problem-solve 

can be a risk for depression.1,7

Women are at greater risk for de-
pression if they experience an
unexpected job loss, have family
members with health problems,
are separated/divorced, or are
current victims of domestic vio-
lence.3,4 Another risk factor for
depression in women was identi-
fied in a large European study:
feeling unsafe in one’s neighbor-
hood or residence.8

Diagnosis
Diagnosis of depression is based
on an assessment of a patient’s
symptoms and an evaluation of
her level of functioning and safe-
ty risks. According to the Diag-
nostic and Statistical Manual of
Mental Disorders, Fifth Edition
(DSM-5),9 a global resource pub-
lished by the American Psychi-
atric Association (APA), a diagno-
sis of major depressive disorder
(MDD) is considered if a patient
presents with five or more symp-
toms during a 2-week period
that represent a change from
previous functioning and at least
one of these symptoms is (1) de-
pressed mood or (2) loss of inter-
est or pleasure. Other symptoms

of MDD include weight change,
either gain or loss; agitation or
lethargy; feelings of guilt or
worthlessness; recurrent
thoughts of death; and dimin-
ished ability to concentrate.9

Dysthymic disorder, according
to the DSM-5, is diagnosed when
a depressed mood is present for
most of the day, for more days
than not, as indicated either by
subjective account or observa-
tion by others, for at least 2 years.
In addition to feeling low, dys-
thymic individuals have two or
more of these symptoms: change
in appetite, either under-eating
or overeating; insomnia or hyper-
somnia; decreased energy or fa-
tigue; low self-esteem; poor con-
centration or difficulty making
decisions; and feelings of hope-
lessness. New to the section of
depressive disorders in the DSM-
5 are premenstrual dysphoric dis-
order (PMDD), whose symptoms
begin at some point following
ovulation and end within a few
days of menses and have a major
impact on functional status; sub-
stance/medication-induced de-
pressive disorders; and depres-
sive disorders due to another
medical condition.9

Gender differences—Women
are more likely than men to pre -
sent with atypical symptoms of
depression, including mood re-
activity (mood brightens in re-
sponse to actual or potential
positive events), sizable weight
gain or increase in appetite, hy-
persomnia, leaden paralysis (a
heavy feeling in the arms and
legs), and increased sensitivity 
to rejection. In addition, women
more commonly have somatic
complaints such as headaches,
chronic fatigue, decreased con-
centration, poor memory for re-
cent events, slowed thinking,

www.NPWOMENSHEALTHCARE.com                                                            November 2014    Women’s Healthcare         7

T o provide a quick and useful review of depression in

women, the authors provide up-to-date information about

risk factors, diagnosis, screening techniques, and

management, and they discuss special considerations and the

relationship between depression and various life stages. In

addition, the authors include their own helpful tips for the

management of depression in women. 

KEY WORDS: depression, major depressive disorder, premenstrual
dysphoric disorder, antidepressants, depression and female life
stages

Before reading the article, click hereA to take the pretest. 

https://npwhcourses.globalclassroom.us/stratus/course/view.php?id=62


pain, and gastrointestinal up-
set.3,6 Women are less likely than
men to display melancholy or
catatonic features of depression.
Co-morbidities—Many

women with depression have co-
morbidities that complicate as-
sessment, treatment, and out-
comes. Women with MDD may
present with a co-morbid anxi-
ety disorder such as a phobic
disorder, panic disorder, or post-
traumatic stress disorder
(PTSD).6,10 Depression often ac-
companies illnesses such as dia-
betes mellitus, ischemic heart
disease, cancer, arthritis, Parkin-
son’s disease, and Alzheimer’s
disease. These co-morbidities
can make depression more diffi-
cult to treat.6

Suicide—Although women
who are depressed are more
likely than depressed men to at-
tempt suicide, they are less likely
to succeed in the attempt.11

When they try to kill themselves,
women more often use drugs or
poisons, whereas men are more
likely to choose firearms or
hanging.11

Targeted screening
Screening for depression in
women, particularly when ac-
companied by accurate diagno-
sis and appropriate treatment
and follow-up, may represent
the key to improving out-
comes.12,13 Patient-administered
questionnaires are widely used
and have varying degrees of ef-
fectiveness. Older questionnaires
include the Beck Depression In-
ventory,14 the Zung Self-Rating
Depression Scale,15 and the
Hamilton Rating Scale for De-
pression.16 Additional screening
tools include the World Mental
Health Composite International
Diagnostic Interview and the

Psychological General Well-
Being Schedule: Depressed
Mood Subscale.17,18 These five
tools are used less often than
newer ones because of the time
required to administer them in
the ambulatory setting.
The Patient Health Question-

naire (PHQ)-2 and the PHQ-9 are
more commonly used to screen
for MDD and to evaluate the effi-
cacy of treatment over time.19

The PHQ-2 tests for the presence
of anhedonia and dysphoria. Pa-
tients are asked, “Over the past 2

weeks, how often have you been
bothered by any of the following
problems: little interest or pleas-
ure in doing things; and feeling
down, depressed, or hopeless?”
Patients answer “not at all,” “sev-
eral days,” “more than half the
days,” or “nearly every day” to
each question. If anhedonia
and/or dysphoria is present, the
lengthier PHQ-9 is given to
check for seven additional DSM-
5 depression criteria: insomnia
or hypersomnia, fatigue or low

energy, poor appetite or
overeating, poor self-image, dif-
ficulty concentrating, moving or
speaking slowly or too fast, and
suicidality. The PHQ-9 can be
used to monitor depressive
symptom severity and treatment
response.19 

Another useful validated rat-
ing scale for depression is the
16-item Quick Inventory of De-
pressive Symptomatology
(QIDS).20 This tool is used to as-
sess the severity of depressive
symptoms and symptomatic
changes associated with treat-
ment. The QIDS was developed
from a 30-item Inventory of De-
pressive Symptomatology and
assesses the nine DSM-5 diag-
nostic symptom domains of
MDD.20

Management
Primary goals of depression
management are to achieve a
full remission of symptoms; to
incorporate a plan for preven-
tion of relapse and recurrence of
symptoms; and to re-establish a
patient’s psychological, social,
and vocational balance. The
treatment setting and establish-
ment of a therapeutic relation-
ship are important considera-
tions. Nurse practitioners (NPs)
must evaluate each patient’s
mental status and safety during
the treatment process and pro-
vide education about depression
to both the patient and her fami-
ly members. NPs need to moni-
tor patients closely to ensure ad-
herence to the treatment plan
and identify symptoms of re-
lapse. Table 1 lists APA treatment
guidelines for MDD.9,10 

Either antidepressant medica-
tion or psychotherapy is usually
considered for patients with mild
depression. In terms of antide-
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pressants, the mechanism of ac-
tion entails their effect on neuro-
transmitters such as serotonin,
norepinephrine, and/or
dopamine. Psychotherapy, in-
cluding cognitive behavioral
therapy, interpersonal therapy,
group therapy, and couples ther-
apy, is most effective with pa-
tients with minor depression,
dysthymia, or PTSD, or as an ad-
junct to other modalities, includ-
ing pharmacotherapy.3,10

Antidepressants—These
agents are the treatment of
choice for patients with moder-
ate to severe depression (Table
2).21 Antidepressant efficacy is
similar among classes, so the
choice of agent is based on an-
ticipated side effects (for exam-
ple, a medication that has seda-
tive effects may be desirable),

patient preference, cost, and the
likelihood of patient compliance.
According to the results of the
STAR*D study, no particular drug
choice or combination seemed
to have better results in manag-
ing recurrent or persistent de-
pression.2 Once medication is
started, patients are closely
monitored to assess for efficacy
and toxicity. If a moderate im-
provement in mood is not noted
in 6-8 weeks, efficacy of the
medication is reassessed.10

Research continues with re-
gard to pharmacogenetics—that
is, the manner in which genetic
makeup can influence response
to a medication. Extensive stud-
ies with regard to drug metabo-
lism involving cytochrome P450
and the multidrug resistance
gene families have shown that

women, relative to men, have
different adverse-response pro-
files with respect to antidepres-
sants.22 Research continues with
regard to genetic testing, with
the goal of developing the opti-
mal antidepressant based on in-
dividual genetic makeup.22 In
addition, the dietary supple-
ments creatine and s-adenosyl
methionine (SAMe) are showing
promise as adjunctive therapy to
standard treatment with selec-
tive serotonin reuptake in-
hibitors (SSRIs).23,24

Electroconvulsive therapy—
ECT can be useful for patients
whose severe MDD symptoms
limit their ability to function in
daily life. The main side effect is
a transient confusional state
with memory impairment. Com-
pared with other forms of treat-
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Table 1. Modified APA treatment outline for major depressive disorder9,10

Initiation phase (4-8 weeks)

Begin treatment plan

• Use SSRI as initial choice
• Match antidepressant side effects to patient expectations
• Counsel patient on expected side effects and importance of alerting the provider if side effects are intolerable

Reassess in 4-8 weeks 

Monitor for adequacy of response
• Danger to self or others • Symptoms • Functional status
• Response to treatment • Side effects • Compliance
• Sign of mania • Concomitant mental disorders

No response Partial response Full response
• Change antidepressant • Change dose • Go to continuation 
• Add or change to psychotherapy • Augment antidepressant phase treatment                

Continuation phase (16-20 weeks following remission)
Monitor for adequacy of response (as above)
Reassess every 8-12 weeks 

• 16-20 weeks following remission, maintain therapy to prevent relapse
• Use same dose in continuation phase as during initiation phase          

Maintenance phase
• On average, 50%-80% of patients will have another episode of MDD 
• Consider maintenance phase treatment for patients to prevent recurrence of MDD 
• In general, use the same full antidepressant dose that was used during prior phase of treatment
• Consider risk of recurrence, severity of episodes, side effects of continuous treatment, and patient preferences

APA, American Psychiatric Association; MDD, major depressive disorder; SSRI, selective serotonin reuptake inhibitor.
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Table 2. Common antidepressants used to treat depression in women21

Generic name Starting Usual Common side effects Key drug interactions 
dosage dosage 

(mg/day)a (mg/day)

Tricyclics and tetracyclics

Tertiary amine tricyclics

Amitriptyline 25-50 100-300
Clomipramine 25 100-250
Doxepin 25-50 100-300
Imipramine 25-50 100-300
Trimipramine 25-50 100-300

Secondary amine tricyclics

Desipramineb 25-50 100-300
Nortriptylineb 25 50-200
Protriptyline 10 15-60

Tetracyclics

Amoxapine 50 100-400
Maprotiline 50 100-225

Selective serotonin reuptake inhibitorsb

Citalopram 20 20-60
Fluoxetine 20 20-60
Fluvoxamine 50 50-300
Paroxetine 20 20-60
Sertraline 50 50-200
Escitalopram 10 5-20

Dopamine-norepinephrine reuptake inhibitors
Bupropionb 150 300
Bupropion, sustained 150 300
releaseb

Serotonin-norepinephrine reuptake inhibitors
Venlafaxineb 37.5 75-225
Venlafaxine, extended 37.5 75-225
releaseb
Desvenlafaxine 50 50
Duloxetine 20 20-60

Serotonin modulators
Nefazodone 50 150-300
Trazodone 50 75-300

Dry mouth, sedation or
drowsiness, blurred vision, rapid
heart rate, constipation, difficulty
urinating, confusion, nausea,
increased appetite, weight gain,
tremor, dizziness

May increase the effects of
epinephrine, norepinephrine,
and dopamine, resulting in
cardiac side effects

Cardiotoxicity may occur with
concomitant use of
antiarrhythmics or certain
macrolide antibiotics.

Nausea, decreased appetite,
weight loss or gain, excessive
sweating, insomnia, jitteriness,
dizziness, increased appetite,
dry mouth, changes in sex drive
or ability

Concurrent use with
medications that increase
serotonin levels (e.g., MAOIs,
triptans, St. John’s wort) can
cause serotonin syndrome.
Concurrent use with drugs
metabolized by the CYP450-
2D6 pathway can result in
increased serum concentrations
of these agents.

Agitation, insomnia, weight loss,
constipation, tremors, seizures

Increased risk for seizures with
use of OTC stimulants and
anorectics

Abdominal pain and cramping,
anorexia, anxiety, blurred vision,
chills, constipation or diarrhea,
drowsiness, headaches, insomnia

Duloxetine can cause nausea,
dry mouth, constipation, loss of
appetite, fatigue, drowsiness,
dizziness, increased sweating,
blurred vision, and rash.

Avoid with use of MAOIs.
Concomitant use of potent
CYP1A2 inhibitors (e.g.,
fluvoxamine, cimetidine,
quinolone antimicrobials such
as ciprofloxacin) should be
avoided.

Drowsiness, dizziness, fatigue,
confusion, blurred vision, nasal
congestion, dry mouth, constipation,
nausea, vomiting, anorexia,
urinary retention, priapism

Co-administration of
antihypertensives may require
decreasing the dosage of
antihypertensive. 



ment for depression, ECT has the
highest response rate.25 In addi-
tion, ECT may help patients who
are at extreme risk for suicide,
have debilitating psychomotor
agitation or retardation, or have
severe physical debilitation. ECT
may be a treatment of choice
when an emergent response to
treatment is needed (e.g., in pa-
tients who are refusing nutri-
tion).25 ECT is an option for preg-
nant women who are severely
depressed.26

Transcranial magnetic stimu-
lation—TMS therapy, a brain in-
tervention that modulates activi-
ty in discrete cortical regions
and associated neural circuits by
noninvasively inducing intra -
cerebral currents, has shown
promise in patients with MDD or
treatment-resistant MDD. Use of
TMS to the left prefrontal area of
the brain produced significant
antidepressant effects in a study

by George et al.27 Meta-analysis
has shown that TMS therapy may
be helpful for treatment-resis-
tant MDD.28

Alternative therapies—Sev-
eral alternative therapies have
shown benefit in managing de-
pressive symptoms. Hypericum
perforatum, also known as St.
John’s wort or goat weed, is de-
rived from a plant that has some
antidepressant properties.29,30

This product has been widely
used in other countries; some
studies have shown its benefit in
mild depression.30 Use of St.
John’s wort is not regulated by
the FDA, and dose comparisons
are difficult. Bright light therapy,
omega fatty acids, exercise, fo-
late, and acupuncture are other
alternative therapies used typi-
cally as adjuncts with varying ef-
fectiveness.29

Pet ownership and gentle 
yoga have both been shown to

facilitate a sense of social con-
nectedness and improve a sense
of well-being in women with de-
pression.31,32 Krause-Parello31

reported that pet ownership is
beneficial in reducing social iso-
lation and improving overall
quality of life in the geriatric
population. Kinser et al32 found
that for the many women with
MDD who suffer from isolation,
rumination, and stress, the prac-
tice of gentle yoga provides a
safe environment that supports
mental wellness.

Special management
considerations
Although most studies do not
show a significant association
between depression and race or
ethnicity, many studies reveal
that depression is linked to psy-
chosocial factors associated with
socioeconomic status. Taking
this link into consideration, His-
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Table 2. Common antidepressants used to treat depression in women21 (continued)

Generic name Starting Usual Common side effects Key drug interactions 
dosage dosage 

(mg/day)a (mg/day)

Norepinephrine-serotonin modulator

Mirtazapine 15 15-45

Monoamine oxidase inhibitors
Phenelzine 15 60-90
Isocarboxazid 20 20-60
Selegiline 6 6-12

aLower starting dosages are recommended for elderly patients and for patients with panic disorder, significant anxiety or hepatic disease, and 
general co-morbidity.
bThese medications may be optimal in terms of tolerability, safety, and quantity of clinical trial data.
CYP, cytochrome P; MAOI, monoamine oxidase inhibitor; OTC, over-the-counter.

Abnormal dreams, somnolence,
dizziness, constipation, increased
appetite, weight gain, increased
non-fasting cholesterol and
triglyceride levels

Concomitant use of an MAOI
may cause serotonin
syndrome.

Dietary interactions, headache,
insomnia or sleep problems,
blood pressure changes,
drowsiness, nausea, dry mouth,
constipation, dizziness, fluid
retention, tremors, change in
sexual ability, weakness, blurred
vision, urinary problems

Avoid intake of substances
high in tyramine (e.g., cheese,
chocolate, beer, wine).



panic and African American
women of lower socioeconomic
status may be at higher risk for
depression, and they may be less
likely to seek treatment for it.4

Data have also shown that per-
sons who are able to follow their
traditional cultural beliefs and
maintain their cultural support
systems tend to have lower rates
of depression.4,33

Lesbian participants in the
Women’s Health Initiative were
noted to have quality of life and
emotional well-being scores sim-
ilar to those of heterosexual
women, but these women had
to deal with social stressors such
as prejudice, stigmatization, and
antigay violence.34 These stres-
sors may predispose them to
mental distress, depression, sui-
cidal ideation, and self-harm be-
haviors. Lesbian women who
have a good social support,
those involved in a stable and
satisfying relationship, and those
more accepting of their sexual
orientation have a lower inci-
dence of depression.35

Depression and life stages
Women may be at higher risk for
depression during puberty, be-
fore the onset of each menstrual
period, during the postpartum
period, and during perimeno -
pause.1 Studies have shown that
some women’s brains are unable
to quickly respond to the hor-
monal changes occurring during
these life stages and time peri-
ods, thereby predisposing them
to depression.36

Premenstrual dysphoric dis-
order—PMDD is a severe form of
premenstrual syndrome that oc-
curs in 2%-9% of premenopausal
women.1 Women report social
and work-related problems dur-
ing the luteal phase of the men-

strual cycle.1 The DSM-5 places
PMDD under the Section II of De-
pressive Disorders.9 Onset is of-
ten in the teens to late 20s, with
symptoms peaking in the 30s
and early 40s. A family history
and past episodes of depression
are common. PMDD places
women at higher risk for a major
depressive episode. Medications
with FDA approval for treatment
of PMDD include the selective
serotonin reuptake inhibitors
(SSRIs) fluoxetine, paroxetine,
and sertraline and drospirenone-
containing combination hormon-

al contraceptives. The most con-
sistent success rates with SSRIs
have been demonstrated with a
continuous dosing schedule
throughout the menstrual cycle
rather than an intermittent
schedule from ovulation to the
onset of menstruation each month.
The efficacy of drospirenone-
containing contraceptives in the
treatment of PMDD is attributed
to the combination of ovulation
suppression and the blocking of
androgenic hormone properties
linked to increased irritability.

Gonadotropin-releasing hor-
mone (GnRH) agonists may be
considered, but these agents
have major menopause-like side
effects, and long-term therapy
may predispose to bone loss.37

Therapy with a GnRH agonist
should be limited to 4-6 months
unless combined with combina-
tion hormonal therapy.37

Perinatal depression—More
common than previously
thought, perinatal depression af-
fects approximately 14% of preg-
nant women.3 Factors that can
increase depression risk during
pregnancy include a personal or
family history of depression,
younger age, and having a co -
existing health problem such as
gestational diabetes, thyroid dys-
function, or anemia. Other prob-
lems that can increase perinatal
depression risk are marital dis-
cord, limited social support, mul-
tiple children, stressful life
events, and unwanted pregnan-
cy.3 Treatment for perinatal de-
pression is chosen judiciously be-
cause certain medications can
affect the developing fetus. How-
ever, if left untreated, perinatal
depression can have deleterious
effects on both mother and child,
including maternal suicide, fetal
abuse, and infanticide.9,36,38

Use of the SSRI paroxetine
during pregnancy has been as-
sociated with a rare but serious
disorder called persistent pul-
monary hypertension of the
newborn (PPHN).39 PPHN occurs
most commonly when SSRIs are
taken during the last half of
pregnancy. Some SSRIs, when
taken in the first trimester, have
been associated with septal
heart defects in the fetus.39 Use
of the SSRIs paroxetine and ser-
traline is linked to risks for fetal
heart defects, anencephaly, cra -
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nio synostosis, and omphalocele.
Tricyclic antidepressants (TCAs)
are considered safe for use in
pregnancy. Earlier studies
showed a possible increase in
limb malformation associated
with TCA use, but later studies
failed to confirm this associa -
tion.39 Use of monoamine oxi-
dase inhibitors is best avoided
during pregnancy. Use of these
agents can significantly raise
blood pressure.39,40 Few data are
available on the use of bupropi-
on in pregnancy; this agent
should be used with caution.39

The American Psychiatric As-
sociation and the American Col-
lege of Obstetricians and Gyne-
cologists [now the American
Congress of Obstetricians and
Gynecologists] issued joint rec-
ommendations on the treatment
of pregnant women with depres-
sion.41 Women on medication for
depression when they become
pregnant may consider continu-
ation of the same medication,
change to a different medica-
tion, or consider tapering and
discontinuing the medication 
after a discussion with their
healthcare provider of benefits
and risks. Women with a history
of recurrent depression are at
high risk for relapse if medica-
tion is discontinued. Pregnant
women with untreated depres-
sion should be evaluated and
the risks and benefits of start -
ing medication discussed. Psy-
chotherapy is an option during
pregnancy. Any antidepressant
used during pregnancy may
need to be titrated to compen-
sate for the decreased concen-
tration levels related to in-
creased maternal blood
volume.39

Postpartum depression dis-
orders—Postpartum depression

disorders include a spectrum of
illnesses ranging from postpar-
tum blues to postpartum de-
pression (PPD) to postpartum
psychosis. Postpartum blues is
quite common, occurring in
13%-17% of women.1,3 This ill-
ness is usually mild and self-lim-
ited, with a short duration of
symptoms such as mood liability,
irritability, depression, tearful-
ness, anxiety, fatigue, and sleep
disturbances. Onset of PPD,
more severe and disabling than
postpartum blues, occurs most
often 6-12 weeks post-delivery.
An estimated 9%-16% of new

mothers experience PPD.42

Among women who have al-
ready experienced PPD follow-
ing a previous pregnancy, some
prevalence estimates increase to
41%.42

The most consistent predictors
of PPD are a prior history of MDD
and lack of a social network.
Screening for PPD at specific
times after delivery—6 hours, 
6 days, 6 weeks, and 6 months 
afterward—may yield the best
outcomes for mother and baby.
Contact with the new mother at

these crucial times can allow for
recognition and assessment of
PPD and provision of treatment
and follow-up care.9

Management of PPD includes
both pharmacotherapy and psy-
chotherapy. With regard to lac-
tating women, studies have
shown that although antidepres-
sants may be excreted in breast
milk, no serious adverse effects
have been noted in the infants.3

Among the newer non-TCA anti-
depressants, the SSRIs sertraline
and paroxetine are considered
first-line agents for breastfeed-
ing mothers with depression.43

Postpartum psychosis is rare,
affecting 0.1%-0.2% of women
after childbirth. Women may dis-
play depressed or elevated
mood, disorganized behavior,
mood liability, delusions, and
hallucinations. Postpartum psy-
chosis is considered a psychiatric
emergency and often requires
hospitalization.44

Perimenopause—Most
women make the transition to
menopause without experienc-
ing depression. Women who are
more vulnerable are those with a
prior history of PPD, premenstru-
al syndrome, and/or depressive
episodes.1,4,9 Depressive symp-
toms during perimenopause
may be related to vasomotor
changes or other physical symp-
toms, rather than the meno -
pausal state itself.36 Women ex-
periencing severe hot flashes
and sleep deprivation are noted
to have higher rates of depres-
sion. For perimenopausal
women who need contracep-
tion, hormonal methods provide
significant non-contraceptive
benefits, including control of va-
somotor symptoms that may af-
fect mood and sense of well-be-
ing. Postmenopausal hormonal
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Screening for PPD

at specific times after

delivery—6 hours, 

6 days, 6 weeks, and 

6 months afterward—

may yield the best
outcomes for

mother and baby.



therapy for management of va-
somotor symptoms may also be
considered. Use of an SSRI or a
serotonin and norepinephrine
reuptake inhibitor, with or with-
out hormone therapy, is effec-
tive in treating depression dur-
ing this stage of life.3,6,36

Conclusion
Depression in women is a major

public health problem. Presence
of this disorder affects not only
the patients themselves, but also
their family members and their
colleagues at work who depend
on them. Because depression is
treatable, and because early
recognition of symptoms tends
to result in better outcomes, NPs
must be familiar with various
screening tools, be able to diag-
nose depression in its early
stages, and know how to pre-
scribe treatment and monitor its
effects (Box). =
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