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Nonpharmacological treatments
during pregnancy and the
postpartum period
Bright light therapy and various forms of psychotherapy have
proven useful in treating pregnant and postpartum women with
psychiatric disorders.

ABSTRACT: The choice of treatment
for psychiatric disorders in pregnancy and the postpartum period
will vary depending upon the type
of disorder and the severity of the
symptoms. Nonpharmacological
treatments—including bright light
therapy, cognitive behavioral therapy, interpersonal therapy, group
therapy, and supportive therapy—
have an important role to play as
both first-line therapies for mild-tomoderate symptoms of anxiety disorders and depression, and as adjuvant therapies for severe symptoms.

hen managing pregnant and postpartum
women with mild or
moderate symptoms
of psychiatric disorders, clinicians
should consider using nonpharmacological treatments first. When managing women with severe symptoms,
clinicians should consider some of
these same nonpharmacological treatments in addition to the psychotropic
medications (see articles elsewhere in
this issue) that are usually needed.

W

Bright light therapy
The use of bright light therapy as a
treatment for psychiatric illnesses has
been increasing steadily in the past
few years. Bright light therapy is
being used to treat a number of disorders where dysfunction of serotonin
and/or melatonin regulation mechanisms is thought to be operative, such
as in seasonal affective disorder
(SAD), nonseasonal depression, circadian rhythm disturbances, and premenstrual disorder. The response rate
to bright light treatment in these disorders can be as high as 80%.1 These
disorders all have similar symptoms:
fatigue, low mood, increased appetite,
social withdrawal, decreased interest
in usual activities, and sleepiness.

Several recent reports2,3 suggest that
pregnant and postpartum women with
mood and anxiety disorders may benefit from bright light therapy as their
symptoms are similar to those that are
effectively treated by bright light.
Bright light therapy is administered by having the patient sit in front
of a specially designed 10 000-lux
light box for 30 minutes, preferably as
soon as possible after awakening. This
intensity of light is equivalent to the
intensity of sunlight on a sunny spring
morning. The bright light impulse is
transmitted from the eye, via the
retino-hypothalamic tract and a number of other predetermined pathways,
to the pineal gland, which in turn synthesizes melatonin, the hormone that
regulates the body’s circadian rhythms.
Although various theories exist regarding how bright light therapy might
work, the exact mechanism remains
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unknown. Two prominent theories are
favored to explain the mechanism of
action of bright light therapy: the phaseshift hypothesis and the serotonin
hypothesis. The phase-shift hypothesis is based on the observation that
patients with SAD sleep longer in the
morning, and are therefore phasedelayed. Treatment with morning
light therapy is believed to restore the
normal rhythms of patients with SAD

light therapy for the treatment of postpartum depression has been reported
infrequently in the literature. One case
study reported significant improvements in the depression ratings of two
women treated with morning light
therapy for 4 weeks.3 In a follow-up
study (M. Corral, unpublished data,
2004), 18 women were randomly assigned to one of two groups, those
receiving morning bright light treat-

The results of this pilot study indicate
that light therapy deserves further study to
more clearly ascertain whether it can be
an effective alternative to antidepressant
medications for the treatment of
postpartum depression.

feelings, behavior, physical reactions,
and the environment. Treatment is generally administered over 12 to 15 sessions, either individually or in a group
format, and is quite structured, thereby requiring motivated individuals.
CBT has been found to be highly
effective in the treatment of depression, anxiety and panic, obsessivecompulsive disorder, and eating disorders.7-9 Preliminary studies of CBT
for women with postpartum depression have indicated that CBT is effective in improving functioning compared with antidepressant and placebo
medications.10 In the BCRMH program, this therapy has been specifically adapted for use in women with
postpartum depression and anxiety.
Cognitive approaches can be particularly helpful in providing useful strategies for depressed postpartum women
to deal effectively with feelings of
helplessness and loss of control.

Interpersonal therapy
by causing phase-advancement. The
serotonin hypothesis is based on
growing evidence that serotonin is the
main neurotransmitter involved in SAD,
and that dysfunction in the serotonin
system is associated with SAD.4-6
A high clinical response rate (80%
or better) has been demonstrated in
depressed pregnant and postpartum
women treated with bright light therapy in the BC Reproductive Mental
Health (BCRMH) program. Improvement with this treatment for mood disorders in the reproductive phase is
supported by recent studies. One study
involved the use of morning light therapy for 16 women with antepartum
depression for 3 to 5 weeks.2 After 3
weeks of treatment, mean depression
ratings improved by 49% and there
was no evidence of adverse effects of
light therapy on pregnancy. The use of
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ment for 5 weeks, and those receiving
morning red light treatment (placebo)
for 5 weeks. The study found that all
18 patients improved with treatment
over time. Although the sample size
used in this pilot study was too small
to make any significant conclusions,
the bright light group did show a more
clearly pronounced improvement
trend. The results of this pilot study
indicate that light therapy deserves
further study to more clearly ascertain whether it can be an effective
alternative to antidepressant medications for the treatment of postpartum
depression.

Cognitive behavioral
therapy
Cognitive behavioral therapy (CBT)
is a model of treatment that focuses on
the interrelationship between thoughts,

Interpersonal therapy (IPT) is a shortterm therapy that has been used successfully to treat mild-to-moderate
depression. The treatment identifies
problem areas for treatment, such as
grief, role transition, interpersonal
role disputes, and interpersonal deficits. The therapy is especially well
suited for use in pregnant and postpartum women where change in role
is a significant issue. One study involving 13 pregnant women with
major depression reported a significant decrease in symptoms of depression, and concluded that IPT is an
effective alternative to medication for
women with moderate depression during pregnancy.11 A recent study assessing the efficacy of IPT in the treatment
of postpartum depression involved
120 women with postpartum depression randomly assigned to either an
active treatment group, involving 12
weeks of IPT, or to a wait-list control
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group.12 A significant decrease in depression scores in the women receiving IPT led the authors to conclude
that IPT is an effective alternative to
pharmacotherapy for the treatment of
moderate postpartum depression.

Group therapy
Group therapy has been found to be
highly effective in the treatment of
depression during the postpartum
period.13,14 Groups usually last between 8 and 10 weeks, and are facilitated by a psychiatrist, psychologist,
and/or a nurse-clinician. Group therapy usually involves a combination of
supportive, psychodynamic, and cognitive behavioral therapy techniques,
and may consist of some or all of the
following components: social and
emotional support from other women
who were undergoing similar experiences, education about postpartum
depression, exploration of community
resources, and improvement of communication, self-assertion, and problem-solving skills. In addition, partner involvement is encouraged, and
homework tasks are assigned in order
to reinforce techniques learned in the
group sessions. The benefits of group
therapy for pregnant and postpartum
women include cost-effectiveness,
social interaction opportunities, and
involvement of partners in the treatment plan.

Supportive therapy
Supportive therapy involves offering
support, reassurance, and psychoeducation to women and their families.
This type of therapy is used to augment other psychosocial interventions
and/or pharmacotherapy, and it may
be the only form of therapy a woman
receives if she is not functioning at a
high enough level to take part in cognitive behavioral therapy, interpersonal therapy, or group therapy sessions.
The focus of supportive therapy is on

mobilizing family members and other
social supports. Frequent visits with
the therapist may be required until
remission is achieved.

Summary
The ideal model of treatment for
depressed pregnant or postpartum
women involves a biopsychosocial
approach. If a woman is suffering
from mild or moderate symptoms,
nonpharmacological therapies can be
useful in controlling and relieving her
symptoms. If a woman is suffering
from more severe symptoms, pharmacological therapies will need to be
considered, with the possible addition
of some of the nonpharmacological
therapies outlined here.
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