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Literature Review
History of Postpartum Depression
	One of the first known documentations about postpartum depression was observed by Hippocrates. He was an ancient Greek physician that was considered the “father of medicine.” Hippocrates’ concept of medicine and helping his patients is what created the Hippocratic oath in our modern-day healthcare (Kostukopoulos et al., 2024). Hippocrates was one of the first to establish care towards his patients. Around approximately 700 BC., he recognized that many of his female patients struggled to adjust to their identity as mothers. He documented that many women struggled to work through their emotions after birth. Hippocrates believed that what these women were experiencing were the suppression of the lochia. The lochia is a vaginal discharge that consists of blood, mucus, and uterine tissue. Hippocrates believed that during childbirth the lochia would become suppressed and the fluids would travel to the brain, which would cause a heightened state of agitation, sadness and mania in many women (Uwumiro et al., 2021). 
	During the 19th and 20th centuries, we would see a major shift around the postpartum depression conversation. Jean-Etienne Esquirol would become one of the first physician documents cases surrounding postpartum issues. Jean-Etienne Esquirol recorded an estimated 92 cases among women who were admitted to the Salpêtrière Hospital located in Paris (Sharma, 2021). Another shift in history for postpartum depression occurred when Sigmund Freud discussed his psychoanalytical theories of women experiencing postpartum. Sigmund Freud believed that women experiencing symptoms felt internal guilt. Through Freud’s eyes, women who struggled with postpartum depression symptoms typically have unmet needs (Leistikow et al., 2022). 
	In 1980, The Diagnostic Statistics Manual (DSM) would acknowledge postpartum depression for the first time. By 1994, postpartum depression would be placed as a specifier for major depressive disorder (MDD.) Currently, we are still learning more about postpartum depression and how to help individuals who are experiencing symptoms. As of today, there are more conversations being held that help decrease the stigma associated with postpartum depression. 
Postpartum Depression & Women
[bookmark: _Int_nuLKfHAC]	Postpartum depression is a widely recognized but often misunderstood condition that impacts millions of mothers annually. While motherhood is often portrayed as wonderful experience, there are many women who will experience overwhelming amounts of sadness and distress. It is estimated that one in ten women will experience symptoms from postpartum depression (Carberg, 2025). Researchers believe that the rate of women experiencing postpartum depression is significantly higher than documented. Due to the impact postpartum depression has on women, it can have serious and long-term consequences. 
	One of the significant ways postpartum depression impacts women is through their overall psychological health. These symptoms are often debilitating and persistent for new mothers. One of the new feelings that many mothers experience is sadness. This sadness can involve intense cycles of crying and frequent periods of irritability. Due to these intense symptoms, perinatal depression (PPD) is significantly linked as one of the major risks for parental suicide (Carlson et al., 2025). Women with postpartum depression may often experience cycles of numbness or disconnection, which can exacerbate their suicidal ideation or prevent many new mothers from feeling the joys of motherhood. 
[bookmark: _Int_gnMUIAST][bookmark: _Int_3KiYhY6A]	Another common issue that many women experience is the deep feelings of guilt or shame. These thoughts often develop from self-criticism and negative self-talk. It may develop as irrational beliefs. Irrational beliefs are thoughts that prevent women from seeing things in a realistic manner (Star, 2025). Irrational thoughts can be exacerbated by anxiety or other underlining issues due to postpartum depression. These thoughts tend to show up in patterns and are often layered in societal pressures of what “motherhood” should look like. 
Postpartum Depression & Family
	The effects of postpartum depression can impact multiple aspects of a woman’s life. It can create long-lasting implications for the entire family and put a strain on her relationships, especially how her romantic partner may feel. Most partners may struggle to acknowledge or understand how their partner is being impacted by postpartum depression. This can often lead to a breakdown of communication between partners and a significant increase in frustration, especially when it comes to co-parenting. Many women who experience symptoms of PPD may experience difficulties with intimacy, which can lead to an increase in how partners negatively view themselves. 
	Postpartum depression often disrupts crucial attachment periods between a mother and her child. Early bonding provides vital development for infants. During periods of PPD, a mother may struggle to feel connected to her children, which may impact her maternal care. If infants are exposed to a lack of connectedness, it may increase the possibility of delays in their milestones, create behavioral issues and increase the significance of attachment issues with their parental figures (Saharoy et al., 2023). Another critical component of how PPD impacts children is through the touch. Many women struggle to remain affectionate with their young children. Loving touch is essential for developing an understanding of emotional connection and promoting a deep bond between mother and child (Saharoy et al., 2023). Postpartum depression can cause mothers to experience deep feelings of unworthiness and shame, which can lead to a decline in their parenting responsibilities. Another profound impact that postpartum depression has on children is cognitive development. Due to the lack of response from mothers, children may struggle to manage their emotions. These children struggle with higher levels of fussiness and self-soothing. 
	Postpartum depression has a significant impact on the balance of responsibilities in a partnership. Mothers experiencing the symptoms of postpartum depression often face distress and due to this, the partner’s role becomes central caretaking (Battle et al., 2021). With the extra workload, this increased the stress that a partner may feel. Due to the increase in workload for the other partner, this can increase the conflict between partners. 
	Lastly, many fathers experience postpartum depression as well. It is estimated that one in ten men experience symptoms of postpartum depression. These men often experience the peak of these symptoms between 3-6 months. Many of these present symptoms differently than women who have postpartum depression. Men who have postpartum depression present with irritability, severe depression, issues with weight loss and struggles with insomnia or hypersomnia (Scarff, 2019). These men may be at higher risk if their partner has already been diagnosed with postpartum depression or they’ve been diagnosed with a previous mental health condition. Most men go undiagnosed or underdiagnosed when it comes to postpartum depression, which presents its own issues towards care and treatment for men. 
Clinical Vignette
Emily Carter is a 32-year-old married mother of three who was referred to outpatient counseling four months after the birth of her youngest child due to worsening depressive symptoms. Prior to this pregnancy, Emily identified strongly with her role as a competent caregiver and high achiever, having previously worked as a nurse before transitioning to full-time parenting. Following a recent relocation to Chicago for her husband Daniel’s career, Emily became geographically separated from extended family and social supports. Daniel, although largely supportive, works long hours, leaving Emily as the primary caregiver for their children ages five, three, and four months. During her pregnancy, Emily experienced increasing anxiety and insomnia, which intensified significantly after delivery.
In the postpartum period, Emily has developed persistent symptoms consistent with postpartum depression, including profound fatigue, frequent crying, social withdrawal, loss of pleasure, and intense feelings of inadequacy. She reports difficulty bonding with her infant and overwhelming guilt for not feeling the happiness she expected motherhood to bring. Severe sleep disruption and constant worry about her children’s wellbeing have contributed to her escalating distress. Emily recently began experiencing intrusive, unwanted thoughts of suicide and reports that she sometimes wishes she had never started a family. Although these thoughts are ego-dystonic and deeply distressing, she has interpreted them as evidence that she is a dangerous or failing mother and has concealed them from her spouse out of fear of judgment or child protective involvement.
Emily’s family-of-origin history revealed intergenerational patterns of emotional suppression and maternal self-sacrifice; her mother reportedly experienced untreated postpartum depression, reinforcing beliefs that mothers should endure distress privately. As Emily’s symptoms worsened, she experienced increasing hopelessness, self-critical thinking, emotional numbness alternating with anxiety, and growing isolation from others. Despite expressing deep love for her children and no desire to harm them, she became frightened by her perceived loss of control. The combined impact of sleep deprivation, social isolation, perfectionistic expectations, and untreated postpartum depression has led to referral for a mental health evaluation and family-based intervention.
Families of Origin
[bookmark: _Int_bK50MHvR][bookmark: _Int_Olg6qDdW]Emily grew up in an emotionally disconnected household alongside her older sister, Amanda Miller-Rodriguez. Due to emotional distance from both parents, the sisters developed an exceptionally close bond that continues into adulthood. Amanda has served as Emily’s primary emotional support, particularly during the births of Emily’s first two children. However, Emily’s recent relocation has reduced access to this support system at a time when she is increasingly vulnerable. Amanda, who is married to her wife Ariel and neither intend on having children, has historically taken on a caregiving and stabilizing role within Emily’s life.
Emily’s family of origin reveals significant patterns of emotional neglect and mental health stigma. Her mother, Evelyn Davis, was emotionally distant and likely experienced undiagnosed postpartum depression herself, though family norms discouraged acknowledgment of psychological distress. Evelyn endured emotional and verbal abuse from her husband, Edward Miller, who was similarly emotionally distant from Emily and Amanda. Mental illness has historically been minimized or denied within this family system, most notably surrounding the death of Evelyn’s brother, Henry Davis, whose likely suicide was reframed by family members as an accident. Evelyn and her father, John Davis, perpetuated strong stigma towards mental illness, whereas Evelyn’s sister, Jocelyn, adopted a more accepting perspective and maintained a close relationship with their mother, Margaret Davis. Intergenerational trauma is further evident in Edward Miller’s upbringing; raised by a single mother who was frequently absent due to economic hardship, Edward experienced neglect that may have contributed to his later emotional unavailability and abusive behaviors.
[bookmark: _Int_vx3qTtsF]Emily’s marital relationship reflects complementary interactional roles that mirror these earlier family dynamics. Her husband, Daniel Carter, frequently works long hours and is largely unaware of the severity of Emily’s symptoms. Although he expresses care, he often responds to emotional conversations with logic or exhaustion, unintentionally minimizing Emily’s distress. Emily increasingly experiences herself as overlooked yet continues to express commitment and affection towards him. Emily occupies a placating role, prioritizing relational harmony and the needs of her family, while Daniel assumes a super-reasonable stance characterized by intellectualization and emotional distancing.
In contrast to Emily’s family of origin, Daniel’s extended family demonstrates comparatively healthier emotional functioning and openness towards mental health. Daniel maintains close relationships with his siblings, Michael and Claire Carter. Michael, now sober after struggling with alcoholism earlier in life, models recovery and accountability within the family system. Daniel’s parents, Josie Nguyen and David Carter, promote emotionally supportive and progressive family values shaped partly by Josie’s history of witnessing intergenerational trauma. Josie and her brother Jude changed their surname in solidarity with their mother, Linh Nguyen, after learning about the prolonged sexual abuse she experienced at the hands of her husband, William Hill. Linh, after gaining enough financial stability to do so, divorced William and fostered strong, affectionate bonds with her children despite significant adversity. This branch of the family emphasizes emotional openness, resilience, and active rejection of harmful relational patterns. Additional substance uses struggles appear within David’s family through his estranged brother James, whose opioid addiction resulted in relational cutoff after refusing treatment.
Case Conceptualization
[bookmark: _Int_ChmwtH1E]From the perspective of Humanistic Family Therapy (HFT), Emily’s PPD and the relational distress within her marriage can be understood as disruptions in emotional congruence occurring within a broader relational system shaped by intergenerational patterns of emotional distance, stigma, and rigid family roles. Rather than viewing Emily’s symptoms as individual pathology, HFT conceptualizes her distress as a systemic signal that the couple system has stabilized around incongruent communication and unmet emotional needs. Because humanistic family therapy emphasizes self-esteem, authentic connection, and experiential emotional healing, it provides an especially fitting framework for addressing both Emily’s internal shame and the relational dynamics between Emily and Daniel that maintain her isolation.
Humanistic Family Therapy
HFT, originally developed by Virginia Satir, is an experiential, systemic, and growth-oriented therapeutic approach grounded in the belief that individuals and families possess inherent capacities for healing, growth, and transformation. Rather than focusing primarily on symptom reduction, HFT seeks to cultivate healthier ways of relating by strengthening self-worth, improving communication, and fostering authentic emotional connection among family members.
At its core, HFT assumes that families function as interconnected emotional systems striving for balance. Dysfunction emerges not because individuals are inherently flawed, but because families often maintain stability through restrictive rules, rigid relational roles, or fear-based communication patterns. Within such an environment, individuals develop defensive survival strategies that protect them emotionally but ultimately limit intimacy and authenticity. In turn, low self-esteem and incongruent communication can be understood as dysfunctional adaptations learned within the family of origin.
[bookmark: _Int_daOQq3w8]Change in HFT occurs through several mechanisms, but Satir posited that enhancement of self-esteem serves as a primary driver of family health (Esposito & Hattem, 2015). As individuals develop greater self-acceptance, they become more capable of expressing needs openly and engaging in their relationships without defensiveness. This, in turn, promotes congruent communication, wherein members of the family system are able to align their internal experiences, emotional expression, verbal behavior, and nonverbal behavior. Through congruent communication, relationships within the system become more authentic and responsive. 
[bookmark: _Int_8CC8a1Bi][bookmark: _Int_s7wadbSj]HFT also prioritizes emotional experiencing in the present moment. Satir suggests that when previously suppressed feelings are able to be safely accessed, expressed, and validated, rather than simply analyzed at a cognitive level, healing occurs. When combined with congruent communication and collaboration between clinicians and clients to identify and revise restrictive, implicit rules that constrain relational functioning (Johnson & Boisvert, 2002). Family of origin reconstruction, then, additionally aids clients in recognizing how multigenerational experiences have shaped their beliefs about themselves, caregiving, relational rules, and emotional expression, which provides insight into how new relational choices might help replace automatic reenactments of past patterns. The final, and perhaps most central, vehicle of change outlined by HFT is the therapist’s use of self. By modeling authenticity, emotional regulation, warmth, and direct, non-judgmental communication, the therapist creates a sense of psychological safety that enables family members to risk vulnerability and safely experiment with new relational behaviors. 
Emily & Daniel in Context
Within an HFT framework, Emily’s PPD can be understood as a loss of congruence between her internal emotional reality and the family rules she internalized while growing up. Emily’s experiences of profound distress, intrusive thoughts, and feelings of overwhelm following childbirth conflict with the existing rules of her family of origin surrounding emotional restraint, heavy stigma towards mental illness, and avoidance of vulnerability. These evident multigenerational patterns that discourage emotional disclosure and help-seeking largely inform her current experience of her symptoms. Emily has learned that, to maintain relational harmony, she must “placate” her communication by suppressing her own needs, prioritizing others’ well-being, and interpreting her distress as personal failure. Her intrusive thoughts therefore only serve to intensify her intense feelings of change because they conflict with her pre-existing and internalized expectations of what it means to be a good mother. Although they may be dysfunctional, from an HFT perspective, Emily’s symptoms are conceptualized as an adaptive response to an environment in which authentic emotional expression historically felt unsafe. 
When viewed systematically, Emily’s distress cannot be separated from the interactional patterns within her marriage to Daniel, as their relationship demonstrates a recurring cycle of incongruent communication. Emily, when making bids for connection, minimizes her own distress to avoid judgement from Daniel. When she then seeks emotional validation, her incongruent communication prompts Daniel’s super-reasonable responses: he attempts to quickly problem-solve, intellectualize her problems, and distances himself through the excuse of fatigue related to work demands. Although Daniel’s intent is not to dismiss Emily, his responses inadvertently minimize her emotional experience, which not only compounds her own tendency to minimize her own needs, but leaves her feeling increasingly unseen and isolated. 
[bookmark: _Int_puv899yR]The couple system stabilizes itself around these complementary roles: Emily embodies an overwhelmed caregiver, and Daniel assumes the role of an absent provider. Though these roles allow the couple to avoid explosive and immediate conflict, they prevent emotional attunement. 
Satir’s Three Stages of Change in Context
Within humanistic family therapy, therapeutic change is understood as a dynamic, experiential process that unfolds across three overlapping stages. Satir proposed that, as families shift from rigid, survival-based interaction patterns towards greater emotional authenticity and relational flexibility, they move through predictable phases that reflect the gradual transformation of both individuals and larger family systems. Change occurs not simply through insight, but through lived emotional experiences within the therapeutic relationship that allow family members to experiment with new ways of being with one another.
Stage One: Establishing Safety
[bookmark: _Int_R6zPXPC3][bookmark: _Int_kzKRu9N3]The initial phase focuses on building trust, psychological safety, and the therapeutic alliance. The therapist is tasked with modeling warmth, acceptance, and congruence, aiding Emily in reducing shame surrounding PPD while validating both partners’ intentions within the relationship. Early sessions with Emily and Daniel would involve identifying communication patterns without blame and reframing symptoms as understandable responses rather than personal failures, informed by their respective families of origin. Ideally, these initial sessions encourage Emily to feel permission to express distress openly, and for Daniel to understand the therapeutic space as nonjudgmental rather than corrective.
Stage Two: Chaos & Experiential Change
In the second stage, the clinician would actively intervene with their family system, often creating temporary emotional disequilibrium. In sessions, incongruent communication patterns would be gently exposed in real time, and the clinician might highlight missed emotional bids, invite increased emotional expression, and explore restrictive rules influencing each partner’s responses. Emily might begin to directly express her needs rather than placating, and Daniel might become aware of how his intellectualizing functions as emotional distancing. Increased emotional experiencing, then, allows the couple’s previously suppressed feelings of fear, exhaustion, grief, and longing for connection, to emerge and be validated in order to establish new relational roles. 
Stage Three: Integration & Growth
[bookmark: _Int_kHj7q0uj]In the final stage, consolidating new patterns of interaction are central. Emily practices communication her needs congruently, aligning her feelings with her words and behaviors, while Daniel develops stronger skills in emotional validation and presence rather than defaulting to distancing or immediate problem-solving. As individual self-esteem strengthens, the couple system becomes more flexible and emotionally responsive, and new family rules emphasizing openness, shared caregiving, and mutual support replaces earlier patterns of silence and emotional avoidance. The couple’s increased connectedness reduces isolation and supports ongoing recovery, demonstrating Satir’s belief that strengthened relationships naturally promote individual well-being.
Treatment Plan
Assessment of Emily
One of the important steps in helping Emily is establishing ego-dystonic thought versus suicidal intent. Intrusive thoughts may be rooted in shame and consist of hurting the baby or herself (Lawerence et al., 2017). These thoughts are typically harmless, and mothers have no prior history of hurting their children. Intrusive thoughts are often considered ego-dystonic. As a counselor, it’s our responsibility to determine the difference between which thoughts may be rooted in harm or harmless. To do this, we must administer an assessment. The patient health questionnaire-9 (PHQ-9) or the Columbia-Suicide Severity Rating Scale (C-SSRS) can help determine Emily’s level of risk with suicide ideation or intrusive thoughts. Depending on the results of Emily’s assessments, a safety plan should be implemented. This support plan should include coping strategies and support that Emily can contact when these feelings occur. Psychoeducation
One of the most critical pieces of the client-counselor dynamic is psychoeducation. It is vital to help Emily understand what postpartum is and how it may impact her. This information should come from a non-judgmental place and encourage Emily to seek support from her husband, Daniel. Psychoeducation is important as it normalizes the emotions and feelings Emily is struggling with. Providing Emily with information on postpartum depression will help her realize that she’s not alone on this journey. 
Another important part of psychoeducation for Emily is learning to define what postpartum depression is. Many professionals tend to use the term “baby blues” but this would be an inaccurate representation of what individuals like Emily are experiencing with postpartum. Baby blues tend to last a few days to two weeks, while postpartum depression can develop during pregnancy and continue for months after (Mayo Clinic, 2022). We want to provide Emily with the most accurate care possible. After establishing what PPD is and how it may impact Emily, it is crucial to discuss the symptoms she may experience. Some of the common symptoms of postpartum depression that Emily may experience are difficulty bonding with the baby, trouble focusing and persistent sadness and feelings of hopelessness. The next step is to discuss the causes of PPD. It’s important for Emily to understand that this is not her fault. By doing this, we can significantly reduce the amount of guilt or shame Emily may feel. 
One last crucial step in the psychoeducation process would be adding Daniel to the conversation. It is important to discuss the symptoms with Daniel. As counselors, we want to be able to teach Daniel how to recognize certain signs that his wife may be struggling and when to offer help.  A major part of the psychoeducation conversation may be breaking down how Daniel can reduce Emily’s levels of stress. This would look like establishing ways Emily needs support. What extra help does Emily feel she could use? What is one thing Daniel could take off her plate for the week? 
Self-Care for Emily
	For Emily, it’s important to redefine what self-care will look like to her. In session, we need to prioritize Emily’s basic needs. She must learn that self-care is essential. Learning to take small naps or allowing herself to feel certain emotions when she’s feeling overwhelmed is crucial when it comes to Emily’s self-care. As a mother, she may feel deep guilt or shame for taking time out for herself. As her counselor, it’s important to link her self-care to the care of the baby. This has the same direct sentiment of “if your cup is empty, how can you pour into the cups of others?” To link this to Emily’s child, we could say “taking care of yourself allows you to respond better to your baby’s needs.” Discussing self-care with Emily is important as it would help her understand how to manage her expectations when it comes to self-care. 
	Another important aspect of Emily’s self-care should be self-compassion. As Emily’s counselor, I should discuss how she speaks to herself. Allowing Emily to feel her emotions, while reminding her that many mothers feel the same way. Also, helping Emily reestablish the way her inner voice talks to her. 
Family System Stress
	This presents itself as a deep strain on the overall family unit. As counselors, we will be working with Daniel and Emily as an entire connected family system. This can help us understand how Emily and Daniel respond to each other through their emotions and behaviors. It is believed that when one family member struggles, it can create a significant ripple effect throughout the dynamics in the family. Due to this, it can create issues in the way the family communicates among each other. We can witness this among Daniel and Emily as they both struggle to communicate with one another. The lack of communication reinforces Emily’s negative thought patterns and impacts her declining self-worth, while it leaves Daniel feeling emotional exhausted and physically absent from the relationship. 
	Another piece of family system stress is how the roles in family dynamics shift. This is important to note as it can create a cycle that will often reinforce the new shift of dynamics. One person may feel reject by their partner, which forces them to react with isolation. This can make the other partner respond by withdrawing from the relationship. As we see in the case of Emily and Daniel, she seeks validation, while Daniel often dismisses her emotions. His action of dismissing her emotions reinforces her negative self-thoughts and continues her isolation. Currently, Emily is feeling overwhelmed and needs to feel validated in her emotions. Emily has her entire identity connected to how well she performs as a mother and a partner. This sentiment can create a deep sense of loss in her identity when roles shift. Daniel and Emily must be open to communication better. 
Increasing Awareness
	Helping Emily become more aware of what she is feeling in the moment is a crucial part of family systems. One of the ways we could explore this with Emily is through mindfulness. Emily must learn to recognize what she’s feeling as the emotions present themselves to her. This can help decrease the patterns in the family stress systems or Emily’s emotional reaction to situations. Emily must learn to ask herself: what am I feeling in this moment? She must take notice on what happened prior to trigger these feelings. Did something happen to encourage the response? What can Emily do to avoid this next time? Emily must learn to recognize how her reactions impact Daniel and her child. When she’s feeling these emotions, we want her to take a minute to recognize where she feels them in her body. Emily can learn to ask Daniel for space, especially if she feels she needs time to process her emotions. Emily can walk away and sit with her emotions. She can take a few deep breaths. While taking these breaths, where does her body feel tense? Where does her body tingle the most? 
	Another aspect of this is learning to empathy-build with Daniel. Both partners must learn to understand each other’s perspectives. Emily must learn to understand that Daniel us overworked and stress. He must recognize that Emily is overwhelmed and stressed as the main caretaker. They should both be able to discuss these issues from their perspectives without interrupting one another and come away from the conversation feeling understood and safe. Using empathy-building will help Emily and Daniel increase their communication, while it decreased conflict in their relationship.
	Lastly, Emily should complete a values worksheet. Since there are cultural and societal expectations put on Emily, it is important for her to explore her values. This will help Emily get a basic understanding of her own values in life. It may help encourage her to disconnect from the expectations of her family and society. Emily can focus on her individual values, which may help decrease her need to connect her identity to performance. Daniel may also do a values sheet. It may help to understand what values they both put first as individuals and as a couple.




References
Battle, C. L., Londono-Tobon, A. L., Howard, M., & Miller, I. W. (2021, September 28). Father’s perspectives on family relationships and mental health treatment participation in the context of maternal postpartum depression. Frontiers. https://www.frontiersin.org/journals/psychology/articles/10.3389/fpsyg.2021.705655/full
Carberg, J. (2024). Postpartum depression statistics: Research and data on PPD. PostpartumDepression.org. https://www.postpartumdepression.org/resources/statistics/ 
Carlson, K., Mughal, S., Azhar, Y., & Siddiqui, W. (2025, January 22). Perinatal depression. Stat Pearls [Internet]. https://www.ncbi.nlm.nih.gov/books/NBK519070/
Esposito, J., & Hattem, A. (2015). Introduction to Family Counseling. SAGE Publications, Inc. (US).
Johnson, S., & Boisvert, C. (2002). Treating couples and families from the humanistic perspective: More than the symptom, more than solutions. In D. J. Cain (Ed.), Humanistic psychotherapies: Handbook of research and practice. (pp. 309-337, 701 Pages). American Psychological Association. https://doi.org/10.1037/10439-010 
Kostakopoulos, N. A., Bellos, T. C., Katsimperis , S., & Tzelves, L. (2024, October 1). Hippocrates of Kos (460-377 BC): The Founder and Pioneer of Clinical Medicine. National Center for Biotechnology Information. https://pubmed.ncbi.nlm.nih.gov/39483540/
Kroh, S. J., & Lim, G. (2021). Perinatal depression. International anesthesiology clinics, 59(3), 45–51. https://doi.org/10.1097/AIA.0000000000000325 
Lawrence, P. J., Craske, M. G., Kempton, C., Stewart, A., & Stein, A. (2017). Intrusive thoughts and images of intentional harm to infants in the context of maternal postnatal depression, anxiety, and OCD. The British journal of general practice: the journal of the Royal College of General Practitioners. https://pmc.ncbi.nlm.nih.gov/articles/PMC5519121/
Leistikow, N., Baller, E. B., Bradshaw, P. J., Riddle, J. N., Ross, D. A., & Osborne, L. M. (2022, August 1). Prescribing sleep: An overlooked treatment for postpartum depression. Biological psychiatry. https://pmc.ncbi.nlm.nih.gov/articles/PMC10243364/#:~:text=In%201892%2C%20Freud%20described%20a,of%20PPD%20have%20gained%20traction.
Madva, E. N., Ross, D. A., & Cooper, J. J. (2019). What's All the Hysteria About? A Modern Perspective on Functional Neurological Disorders. Biological psychiatry, 85(2), e3–e4. https://doi.org/10.1016/j.biopsych.2018.11.003  
Mayo Foundation for Medical Education and Research. (2022). Postpartum depression. Mayo Clinic. https://www.mayoclinic.org/diseases-conditions/postpartum-depression/symptoms-causes/syc-20376617
Saharoy, R., Potdukhe, A., Wanjari, M., & Taksande, A. B. (2023). Postpartum Depression and Maternal Care: Exploring the Complex Effects on Mothers and Infants. Cureus, 15(7), e41381. https://doi.org/10.7759/cureus.41381 
Scarff, J. R. (2019, May 1). Postpartum depression in men. Innovations in clinical neuroscience. https://pmc.ncbi.nlm.nih.gov/articles/PMC6659987/#:~:text=Occurring%20in%20approximately%208%20to,rather%20than%20four%20weeks%20postpartum.&text=Additionally%2C%20irritability%2C%20indecisiveness%2C%20and,observed%20more%20frequently%20in%20men.
Star, K. (2025). How to stop irrational thoughts. Verywell mind. https://www.verywellmind.com/do-your-thoughts-cause-panic-disorder-2584063
Rhodes, A. M., & Segre, L. S. (2013). Perinatal depression: A review of US legislation and law. Archives of Women’s Mental Health, 16(4), 259–270. https://doi.org/10.1007/s00737-013-0359-6 
Rowe, J. (2020). Intrusive thoughts and perinatal OCD | cope. COPE. https://www.cope.org.au/new-parents/postnatal-mental-health-conditions/intrusive-thoughts-and-perinatal-ocd
Uwumiro, F., & Okpujie, O. V. (2021, August 11). Perinatal depression: A review of U.S. legislation and law. Research Gate. https://www.researchgate.net/publication/237060048_Perinatal_Depression_A_Review_of_US_Legislation_and_Law



	
	
	



	
	
	



