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Abstract

Objective: This study aims to systematically review all Clinical Practice

Guidelines (CPGs) with recommendations for peripartum depression in

European countries.

Methods: A systematic review according to the PRISMA statement was con-

ducted. CPGs focussing on peripartum depression or with at least one specific

recommendation for peripartum depression from European countries were

selected. Searching was conducted in electronic databases (MEDLINE and

PsycINFO), and by contacting professional societies and international experts

until November 24th, 2021. Characteristics of the included CPGs and their
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recommendations were extracted. A methodological quality assessment was

conducted using the AGREE-II tool.

Results: A total of 239 records were identified after duplicate removal. Of

these, 54 were examined for full-text inspection. The final selection yielded

14 CPGs from 11 European countries in 10 languages. Of them, 11 provided

recommendations on pharmacological treatments, 10 on psychological treat-

ment (e.g., cognitive-behavioural therapy), 10 on screening, 8 on diagnosis,

6 on other treatments (e.g., physical exercise), 5 on prevention, and 5 other rec-

ommendations (e.g., provide information). Regarding the overall methodologi-

cal quality, only five (35.7%) guidelines were rated as of adequate quality,

reaching a score ≥ 70% in the overall assessment of the AGREE-II instrument.

Of the six AGREE-II domains, applicability scored the lowest and clarity of

presentation scored the highest.

Conclusion: The absence of CPGs in most European countries, the discrep-

ancy in recommendations and the low methodological quality of the guidelines

may lead to disparities and inequalities in peripartum depression management

in Europe. The COST Action Riseup-PPD highlights key considerations for

future guideline developers.

KEYWORD S

clinical practice guidelines, depression, perinatal, peripartum, systematic review

1 | INTRODUCTION

Peripartum depression, considered as depression arising in
the period from conception to the end of the first postnatal
year, affects up to 1 in 7 women.1 A meta-analysis con-
ducted by Hahn-Holbrook et al.2 showed that the global
pooled prevalence of postpartum depression was 17.7%,
with substantial differences across countries, ranging from
3% in Singapore to 38% in Chile.2 Besides methodological
issues, wealth inequality and maternal-child-health factors
could explain the disparity in prevalence between coun-
tries, with women from low and middle-income countries
having the highest rates of peripartum depression.3

Depression is one of the most common complications
during the peripartum period and appears to impose a
high burden on women and children.4 However, women
are usually neither identified nor treated for peripartum
depression.5 Even when peripartum depression is
detected by health professionals, women rarely obtain
assistance, despite research suggesting that evidence-
based treatment is available.6,7 As a potential solution,
several countries have developed Clinical Practice
Guidelines (CPGs) that review the available evidence on
peripartum depression to guide the treatment decision-
making process. These report an explicit set of recommen-
dations and include a formal assessment of the benefits and

drawbacks of available patient care options.8 The use of rig-
orously developed, evidence-based CPGs can improve

Summations

• Clinical practice guidelines with specific rec-
ommendations for peripartum depression are
available in 11 out of 30 European countries
and in 10 languages.

• There are fundamental differences in the rec-
ommendations provided between guidelines.

• Regarding the methodological quality, only five
guidelines have been rated as being of ade-
quate quality according to AGREE-II.

Limitations

• We only collected guidelines published in
countries through the Riseup-PPD European
network (30 European countries).

• There are no validated AGREE-II cut-off points
published, but based on previous reviews, we
have considered a score ≥ 70% for the AGREE-
II instrument as adequate quality.
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women's care, impact on policy-making, and ensure consis-
tency of care across different health providers and countries.
However, the methodology used for the development of
CPGs is not always clearly defined and the quality of CPGs
must be examined.9

Currently, three systematic reviews of CPGs on peri-
natal depression have been published.10–12 These system-
atic reviews focused on guidelines about the treatment of
peripartum depression with antidepressant medication
and did not summarize other clinical recommendations,
such as recommendations about prevention, diagnosis,
and psychological treatment. Additionally, new CPGs
with recommendations for peripartum depression have
been recently published or updated, for example, the
NICE guideline.13

Therefore, it is of great importance to have a rigorous
review of the CPGs and inherent recommendations that
are currently used for peripartum depression in Europe.
Fonseca et al.,14 in a consensus report from the COST
Action Riseup-PPD, recommend providing an updated
and comprehensive synthesis of existing knowledge of
clinical recommendations and guidelines for perinatal
depression to facilitate perinatal diagnosis and therapeu-
tic decisions in clinical practice.

1.1 | Aim of the study

We aimed to systematically review all CPGs with specific
recommendations for perinatal depression from a European
perspective. This study was framed within the COST Action
“Research Innovation and Sustainable Pan-European
Network in Peripartum Depression Disorder” (Riseup-PPD,
CA18138, website: https://www.riseupppd18138.com/).

2 | MATERIAL AND METHODS

We performed a systematic review of CPGs in accordance
with Preferred Reporting Items for Systematic reviews
and Meta-Analysis (PRISMA) statement15 and the meth-
odological guide of systematic reviews of CPGs.9 The pro-
tocol of the study was previously registered with the
International Prospective Register of Systematic Reviews
(PROSPERO) on 13th August 2020 (registration number
CRD42020014402).

2.1 | Search strategy

First, an exhaustive search was performed in MEDLINE
(via PubMed) and PsycINFO. The electronic searches
were completed from inception to November 24th, 2021.

This search was performed using Medical Subject
Headings and keywords related to peripartum depres-
sion, puerperium, postpartum limited by the filter to
retrieve guidelines. The search was developed first in
PubMed and then adapted to PsycINFO. Appendix file I
shows the search in PubMed.

Second, as many CPGs are not published in journals,
an extensive search was performed in national Clinical
Guidelines databases, organizations and professional
societies were contacted through the Riseup-PPD COST
Action representatives of participating countries to iden-
tify additional guidelines missing in our research
(Appendix file II shows the list of all organizations and
professional societies contacted). The network currently
includes researchers and clinicians from 30 COST
European countries (including Israel) with various back-
grounds and expertise (e.g., Psychology, Psychiatry,
Midwifery, Obstetrics/Gynaecology, Infant Mental Health,
Social Work, Pharmacoepidemiology, Anthropology, Health
Economics, Statistics, Ethics), as well as representatives of
end-users' associations.

Also, an email was sent to our European contacts
from Riseup-PPD COST action asking for information on
missing guidelines, independent of country of origin.
Finally, previous systematic reviews of guidelines in the
field were hand-searched, and their reference lists
reviewed, as well as the reference lists of identified
guidelines.

2.2 | Eligibility criteria

The inclusion and exclusion criteria of the studies were
defined based on the PICAR schema9: population, clini-
cal indication or condition; interventions; comparator,
comparison, and key content; attributes of eligible CPGs;
and recommendations characteristics. See Table 1.

Eligible CPGs should focus on peripartum depression
and include at least one specific recommendation for
peripartum depression. We defined a recommendation as
“all the statements in favour or against screening/diagno-
sis/intervention based on systematic reviews of the evi-
dence or expert consensus”.9 The recommendations must
be clearly defined in the CPGs. Ambiguous sentences,
general recommendations to improve mental health or to
treat mental health problems were excluded. Recommen-
dations were classified in the following categories:
Screening; Diagnosis; Prevention; Pharmacological treat-
ment; Psychological treatment; Other treatments; Other
recommendations.

To be considered eligible, CPGs were selected on an
explicitly evidence-based process or expert process basis.
Also, guidelines had to report a system for rating the level
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of evidence behind recommendations. Documents with-
out recommendations, secondary publications, systematic
reviews, and documents that were not available as a full
text were excluded. When several versions of the same
guideline were available, only the latest or most complete
version was selected.

Since this study was within the framework of Riseup-
PPD COST Action, only guidelines from the 30 European
countries involved in the project were searched: Albania,
Austria, Belgium, Bosnia and Herzegovina, Bulgaria,
Croatia, Cyprus, Denmark, Estonia, Finland, France,
Germany, Greece, Ireland, Israel, Italy, Latvia, Malta, The
Netherlands, North Macedonia, Norway, Poland, Portugal,
Serbia, Slovenia, Spain, Sweden, Switzerland, Turkey, and
the United Kingdom. Restrictions regarding interventions,
language or setting were not imposed. When necessary,
additional information was sought from the corresponding
author to resolve any question about eligibility.

2.3 | Identification and selection of
guidelines

After duplicate records were eliminated, two reviewers
(EM and PM-P) separately completed the whole study

selection process in database search. The titles and abstracts
of all retrieved records were reviewed. Studies were
excluded when they did not meet the inclusion criteria. Full
text of the remaining records was reviewed. Disagreements
were resolved by consensus or by the intervention of
another reviewer (SCC), when appropriate.

In parallel, two reviewers per country reviewed
national databases, contacted professional societies and
experts in the field. Some documents did not provide a
structured abstract, so all of them were reviewed in full
text by at least two independent reviewers per country.
Disagreements were resolved through consensus or
involvement of a third reviewer (EM).

2.4 | Data extraction

The following characteristics were extracted from the
CPGs: Country; Guideline organization/society/authors;
Guideline's name/initials; Year of publication; Target
users; Guideline's writers; Guideline's review process;
and search strategy for evidence. Furthermore, the num-
ber of recommendations for perinatal depression reported
by included CPGs were extracted. The extraction process
was carried out by at least two reviewers per country.

TABLE 1 Inclusion and exclusion criteria

Inclusion criteria Exclusion criteria

PICAR P: Population, clinical indication or condition Peripartum depression Other conditions

I: Interventions All interventions None

C: Comparator, comparison and key content Any comparator or comparison None

A: Attributes of eligible CPG Language: all languages
Version: Latest version only
Development process: Must be explicitly
evidence-based or expert process.

System rating the evidence: Must use a system to
rate the level of evidence behind
recommendations.

Recommendations: At least one eligible
recommendation is reported

Setting: All settings
Countries: Albania, Austria, Belgium, Bosnia and
Herzegovina, Bulgaria, Croatia, Cyprus,
Denmark, Estonia, Finland, France, Germany,
Greece, Ireland, Israel, Italy, Latvia, Malta, The
Netherlands, North Macedonia, Norway,
Poland, Portugal, Serbia, Slovenia, Spain,
Sweden, Switzerland, Turkey, and the United
Kingdom.

Other

R: Recommendations' characteristics At least one eligible recommendation reported
about peripartum depression: Diagnosis;
diagnostics instruments; screening process;
screening instruments; prevention/treatment;
pharmacological.

None
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Discrepancies were resolved by consensus between the
two reviewers or by a third independent reviewer (EM).

2.5 | Quality assessment

To assess the quality of CPGs included, the Appraisal of
Guidelines Research and Evaluation II (AGREE-II)16 was
used, which has 23 key items distributed in six domains:
(1) scope and purpose; (2) stakeholder involvement;
(3) rigour of development; (4) clarity and presentation;
(5) applicability; and (6) editorial independence. Further-
more, AGREE-II includes an overall assessment that cap-
tures the overall quality of the GPS and whether the
guideline would be recommended for use in practice.
Each guideline was rated by at least two reviewers per
country. Discrepancies between the reviewers were dis-
cussed to reach a consensus on items.

Lastly, the scores for each domain were calculated.16

Therefore, the overall quality domain score was calcu-
lated as a percentage of the maximum possible score
based on each reviewer's individual scores. Conform pre-
vious systematic reviews that evaluated CPGs on
depression,16,17 when a CPG had a total score ≥ 70% it
was considered as having adequate quality. The same
cut-off for each of the domains of the AGREE-II Instru-
ment was also used.

3 | RESULTS

3.1 | Study selection

A total of 282 records were identified (239 after duplicate
removal). Of these, 54 were examined for full-text inspec-
tion. As a result, 14 CPGs met the inclusion criteria and
were reviewed (see Figure 1). Appendix file III shows the
reference of all CPGs included.

3.2 | Study characteristics

The characteristics of the 14 CPGs included are described
in Table 2. The CPGs were conducted in 11 different
countries: the United Kingdom (n = 3), Spain (n = 2),
Belgium (n = 1), Denmark (n = 1), Finland (n = 1),
Germany (n = 1), Italy (n = 1), Malta (n = 1), The
Netherlands (n = 1), Norway (n = 1) and Serbia (n = 1).
All were published between 2011 and 2021. Guidelines
were published in 10 languages, predominantly in the
English language (four guidelines; 28%).

Regarding the scope, four CPGs were aimed at
depression or mental health in general (KHS, DGPPN,

TD-SNG & PHC) and nine guidelines were perinatal
mental health specific (SDPMS, UPDPL, PDTPP,
WMHP, GSPL, MHS, SIGN, NICE & BAP). Target
users were clearly defined as medical care providers or
other mental health professionals. In one guideline
(i.e. SIGN) an adapted version of the guideline was
published for the families.16 CPGs were developed by a
multidisciplinary team of professionals, experts, and
researchers. Three guidelines (MHS, NICE, GuiaSalud)
included patients in the process of development of
the CPGs.

Regarding the review process, one CPG did not
clearly state how recommendations were reached
(WMHP), five used expert consensus (SDPMS, DGPPN,
SIGN, NICE & BAP) and eight working groups (KHS,
TD-SNG, PHC, UPDPL, PDTPP, GSPL, MHS & GuiaSa-
lud). The search strategy for evidence was not specified
in four CPGs (DGPPN, SDPMS, WMHP & UPDPL),
one guideline based the evidence on expert consensus
(BAP), two CPGs were adapted from other guidelines
(PDTPP & PHC) and seven were based on literature
review (KHS, TD-SNG, SIGN, NICE, SPL, MHS &
GuiaSalud).

3.3 | Recommendations for peripartum
depression

The number of recommendations stated by each CPGs
varied between 2 and 33 recommendations. CPGs with
more recommendations proposed are NICE (33 recom-
mendations), followed by UPDL (24), BAP (20), PHC
(18) and DGPPN (17). CPGs with less recommendations
are MHS (2), GSPL (5) and GuiaSalud (6). See Table 3.

One CPG focused on screening (SDPMS), one on
diagnosis (SIGN), one on psychological treatment (PHC)
and five CPGs (BAP, NICE, UPDPL, WMHP & TD-SNG)
focused on pharmacological treatment. Other CPGs did
not focus on any special recommendations.

More specifically, 10 CPGs provided recommenda-
tions on screening of peripartum depression (SDPMS,
UPDPL, KHS, DGPPN, PDTPP, WMHP, GuiaSalud,
PHC, SIGN & NICE). Screening was recommended in
eight CPGs for women during the perinatal period
(SDPMS, UPDPL, PDTPP, WMHP, GuiaSalud, PHC,
SIGN & NICE), in two guidelines only for high-risk
groups of depression (KHS, SIGN) and it was not recom-
mended because of lack of evidence in one guideline
(DGPPN). From all, seven guidelines recommended to
include the assessment of psychosocial risk factors in the
screening for peripartum depression (SDPMS, UPDPL,
PDTPP, WMHP, PHC, SIGN, & NICE). The “Whooley
questions”17 and the Edinburgh Postnatal Depression
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Scale (EPDS)18 were endorsed in four (WMHP, Guiasalud,
PHC, NICE) and one (SDPMS) CPG respectively as screen-
ing measures.

Half of the guidelines included recommendations on
diagnosis (NICE, SIGN, SDPMS, UPDPL, PDTPP, GSPL,
MHS, PHC & GuiaSalud). Three guidelines endorsed
clinical assessment for diagnosis (SDPMS, PDTPP, GSPL)
and five recommended using standardized scales
(SDPMS, WMHP, MHS, GuiaSalud, PHC & NICE), such
as EPDS or the Patient Health Questionnaire (PHQ-9),19

as part of a full assessment.
Preventive interventions were recommended in five

CPG for women with increased risk of depression (previ-
ous episodes or increased depressive symptoms in

pregnancy) (KHS, GSPL, TD-SNG, PHC, NICE). Eight
guidelines included specific recommendations for the
pharmacological treatment of PPD. The most mentioned
were: (a) the benefits and risk of medication during preg-
nancy and lactation should be discussed and weighted on
an individual level (UDPDL, KHS, DGPPPN, PHC, SIGN,
BAP, NICE); (b) if there is no improvement with non-
pharmacological treatment, pharmacological therapy
may be indicated (UPDPL, PHC, NICE); (c) if the woman
benefits from a particular antidepressant she should con-
tinue using this (UDPDL, KHS, DGPPN, GSPL, MHS,
BAP); and (d) if the women is taking medication she is
recommended to give birth in a hospital (UDP,
DGPPNDL, DGPPN).

FIGURE 1 PRISMA flow diagram
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Regarding psychological treatments, 10 guidelines
recommended psychological treatment as the first clinical
option or alternative to medication (UPDPL, KHS,
DGPPN, WMHP, TD-SNG, GuiaSalud, PHC, SIGN,
NICE & BAP). From them, six guidelines endorsed cogni-
tive and behavioural psychotherapy (CBT) and interper-
sonal psychotherapy (IPT) (UPDPL, KHS, TD-SNG, PHC,
SGIN, NICE) as specific psychological interventions
recommended. Three other guidelines also recommended
psychodynamics psychotherapy, psychoeducation, and
psychosocial interventions (KHS, TG-SND, NICE).

Other treatments were recommended in six guide-
lines (DGPPN, PDTPP, TD-SNG, PHC, SIGN & NICE),
such as the use of electroconvulsive therapy during preg-
nancy in those with severe depression (DGPPN, TD-SNG,
NICE) and physical activity during pregnancy (DGPPN,
PDTPP, PHC, SIGN). Finally, five CPGs included other
recommendations not included in the previous categories
(WMHP, GSPL, PHC, SIGN, NICE), such as providing
information to all women on peripartum depression and
on the possible negative effects of untreated depression
during pregnancy.

3.4 | Quality of the CPGs included

The methodological quality of guidelines using the
AGREE-II instrument is detailed in Table 4. The overall
assessment score ranged from 31.8% to 99.6% (mean:

64.9%), and 5/14 CPGs had an overall assessment
score ≥ 70% (KHS, GSLP, SIGN, NICE & BAP). The
fourth domain “Clarity and presentation” had the highest
scores, ranging from 63% to 100% (mean: 86.78%), and all
guidelines except SDPMS had a score ≥ 70% in that
domain. However, the fifth domain “Applicability” had
the lowest scores, ranging from 0% to 100% (mean:
48.1%), and 4/14 guidelines had a score ≥ 70% (KHS,
SIGN, NICE & BAP) in that domain. Low scores in the
applicability domain in 8/14 guidelines (SDPMS, UPDPL,
DGPPN, PDTPP, WMHP, GSPL, MHS, TD-SNG, GuiaSa-
lud, PHC) are due: (a) they do not include a clear descrip-
tion of barriers and facilitators to application of clinical
recommendations; (b) they present the recommendations
only in tables, but without tools and resources to facili-
tate the application and dissemination; (c) they do not
detail cost-related information and/or resources for
implementation; and (d) they fail in the identification of
the criteria for assessing impact of implementing the rec-
ommendations in the real world practice.

4 | DISCUSSION

4.1 | Summary of findings

This study provided a systematic review of all available
CPGs with recommendations for peripartum depression
in 30 European countries within the framework of

TABLE 4 Quality appraisal of CPGs with recommendations for perinatal depression, using the AGREE-II instrument

Country
CPGs'
abbreviation

AGREE-II domain

1 2 3 4 5 6
Overall
assessment

Belgium SDPMS 50% 38% 11% 63% 25% 4% 31.8%

Denmark UPDPL 44% 36% 42% 72% 12% 70% 46%

Finland KHS 88% 80% 82% 80% 72% 100% 83.6%

Germany DGPPN 38% 58% 45% 94% 0% 45% 46.6%

Italy PDTPP 94% 69% 57% 94% 54% 28% 66%

Malta WMHP 91% 33% 14% 72% 50% 0% 43.3%

The Netherlands GSPL 97% 100% 88% 97% 58% 95% 89.1%

Norway MHS 52% 58% 31% 86% 14% 33% 45.6%

Serbia TD-SNG 64% 20% 18% 83% 13% 0% 33%

Spain GuiaSalud 94% 64% 61% 87% 36% 56% 66.3%

Spain PHC 64% 48% 69% 87% 44% 58% 61.6%

United Kingdom SIGN 92.6% 98.1% 99.3% 100% 97.2% 100% 97.8%

United Kingdom NICE 100% 98,1% 100% 100% 100% 100% 99.6%

United Kingdom BAP 100% 94.4% 97.9% 100% 98.6% 100% 98.4%

Note: Find in boldface values above 70% which represents adequate quality.
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Riseup-PPD COST Action. Our findings reveal that clini-
cal practice recommendations were only available in
11 countries (Belgium, Denmark, Finland, Germany,
Italy, Malta, Netherlands, Norway, Serbia, Spain, and the
United Kingdom).

Results from this systematic review were derived from
14 CPGs in 10 languages, 11 provided recommendations
on pharmacological treatments, 10 on psychological
treatment (e.g., cognitive behavioural therapy), 10 on
screening, 8 on diagnosis, 6 on other treatments
(e.g., physical exercise), 5 on prevention, and 5 other rec-
ommendations (e.g., provide information). Regarding the
methodological quality, only five (35.7%) CPGs have been
rated as adequate quality, reaching a score ≥ 70% in the over-
all assessment of the AGREE-II instrument. These guidelines
are, respectively, from Finland (KSH), Netherlands (GSPL),
and United Kingdom (SIGN, NICE & BAP).

4.2 | Strengths and limitations

To the best of our knowledge, this is the first systematic
review of CPGs with recommendations for perinatal
depression from a European perspective. This review has
some important strengths. First, we included only guide-
lines with at least one specific recommendation for peri-
partum depression. Second, we used a systematic search
strategy involving electronic databases and professional
societies, with no restriction on language, intervention or
setting; and third, we applied rigorous systematic review
methodology (PRISMA) and the AGREE-II tool, which
provides a manualized methodology to critically appraise
the quality of CPGs.

There are several limitations of this review. First, we
only collected guidelines published in countries through the
Riseup-PPD European network. Nevertheless, we reviewed
30 European countries, so this study offers an excellent
overview of CPGs for peripartum depression in Europe. Sec-
ond, there are no validated AGREE-II cut-off points pub-
lished.15 However, based on previous reviews,16,17 we have
considered a score ≥ 70% for the AGREE-II instrument as
adequate quality. Still, the discrimination between CPGs
with adequate and inadequate quality could be inaccurate.
Therefore, there is a clear need for further investigations
and development of quality standards to verify the adequate
reporting and cuff-off points.

4.3 | Comparison with existing literature

In our systematic review, most of the European countries
report the absence of specific clinical recommendations
or specific guidelines for managing peripartum

depression. The scarcity of comprehensive CPGs for peri-
partum depression at a national level has been reported
in previous reviews.10,11 Moreover, the existing guidelines
differ in the number and themes of clinical recommenda-
tions. The disparity of the included recommendations
between CPGs may be the result of a lack of conclusive
evidence and the absence of current consensus in some
important aspects of peripartum depression manage-
ment, that is, the discrepancy concerning whether uni-
versal screening is adequate20–22 and the identification of
diagnostic tools for peripartum depression.23

We found that the recommendations for prevention
were focused on selective or indicated prevention. The
US Preventive Services Task Force24,25 has endorsed psy-
chological interventions, specifically CBT and IPT, for
prevention of peripartum depression in women at risk of
peripartum depression. Nevertheless, the number of
guidelines that include preventive interventions was
scarce, so this evidence should be considered for future
CPGs or their updates.

Our systematic review outlined that the recommen-
dations for treatment of peripartum depression
included pharmacological and psychological interven-
tions, or the combination of two. The results showed a
critical gap in the agreement and up-to-date evidence-
based content of the European recommendations for
pharmacological treatment. This is in line with a recent
published review about the treatment of peripartum
depression with antidepressants in Europe.12 Although
antidepressant treatment in pregnancy is generally
recommended in case of non-response to first-choice
psychological interventions and/or based on maternal
depression severity, CPGs do not uniformly provide
guidance on emerging issues and common clinical
questions that are met in real-world practice. These
include, among others, recommendations about antide-
pressant monitoring or dose adjustments, switching,
treatment augmentation, or even compatibility of
breastfeeding with antidepressants.12

As in previous systematic reviews,10–12 we found gen-
eral agreement within the CPGs in recommending psy-
chological treatments as first-line intervention, as well as
pharmacological initiation or continuation based on psy-
chotherapy non-response or depression severity. The types
of psychological treatments (e.g., psychotherapies or
counselling) most recommended are CBT and IPT. Both are
widely used treatments for peripartum depression.6,26,27

If these treatments do not reduce symptoms in very
severe depression, guidelines recommended non-invasive
brain stimulation therapies (NIBS), such as electrocon-
vulsive therapy, as other options to explore. However, a
recent systematic review28 concluded that NIBS showed
promising results for the treatment of peripartum
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depression, but robust evidence is needed to include it
within care pathways.

Physical activity during pregnancy is endorsed only in
few guidelines. However, there is enough evidence by sev-
eral meta-analysis that supervised exercise during preg-
nancy is useful for reducing depressive symptoms.29–31

These findings stress the need to update guidelines on a reg-
ular basis as new evidence is accumulated.

Regarding the quality of the CPGs, our results indi-
cate that only few of the CPGs achieve an adequate meth-
odological quality. Future developments and updates of
recommendations must be strongly based on best avail-
able evidence. Despite all guidelines being published after
the release of the AGREE-II instrument, most fail to suffi-
ciently report their main characteristics or domains. In
accordance with prior reviews of guidelines,10,11 applicabil-
ity, editorial independence and rigour of development
domains scored the lowest. Given that implementation in
health practice is the key objective in CPGs, there needs to
be a substantial improvement in the applicability domain in
future revisions of guidelines. This domain deserves special
attention in clinical practice. If a CPG does not consider the
applicability of the recommendations to health practitioners,
including the identification of barriers and facilitators to
implementation, the goal itself is useless.

Also, adequate reporting of the editorial independence
and absence of conflict of interest is needed. The low score
on the rigour of development in nine guidelines is of high
concern. Explicit descriptions of how the available evidence
has been identified and selected are critical for the process
of formulating evidence-based recommendations.

4.4 | Practical implications

The main practical implication of this review highlights
the urgent need to develop and harmonize specific clini-
cal recommendations for peripartum depression in
Europe. The lack of agreement is especially apparent
when clinical recommendations for screening and diag-
nosis are considered. There was also inconsistency across
guidelines regarding pharmacological treatment manage-
ment. However, we found that most of the CPG in
Europe recommend psychological interventions, specifi-
cally CBT and IPT, as first treatment of peripartum
depression. Furthermore, when prevention is included in
the guidelines, interventions for populations at risk
(selective prevention) or with symptoms of depression
(indicated prevention) are recommended.

This evidence-based summary could stimulate more
health organizations to develop CPGs for peripartum
depression or update existing ones. From the COST
Action Riseup-PPD, we recommend that taskforce groups

for the development of CPGs should consider several
important issues, which are not sufficiently addressed in
the peripartum depression guidelines published to date
in Europe.

First, a clear definition of peripartum depression is
required. The absence of consensus on diagnosis, defini-
tion and timing has important implications for practice,32

so this should be clearly specified.
Second, guidelines must follow a family centred

approach. It should involve collaborative decision-making
with the woman and her significant other(s) (i.e., partner),
which includes a thorough discussion of the potential risks
and benefits of any treatments offered and the risks of no
treatment. In addition, the assessment of partner's mental
health should be encouraged, because maternal and pater-
nal peripartum depression are related and mutually
dependent.33,34 Furthermore, intimate partner violence
should be screened for as a part of routine maternal care.35

Third, the representation of key stakeholders (includ-
ing patients and policy makers) in the CPG development
process should be prioritized. Guidelines need to be trust-
worthy and understandable from the perspective of key
stakeholders.9

Fourth, guideline developers must increase the com-
prehensiveness and ensure high-quality of CPGs using
internationally recognized standards for developing and
reporting.16 Furthermore, high-quality research synthesis
of current evidence of diagnosis and treatment of peripar-
tum depression is warranted to unify evidence-based clin-
ical recommendations, especially in the areas with less
consensus (i.e., universal prevention). In addition, there
needs to be an increased rigour into developing or adapting
CPGs, or at least in reporting criteria used for the develop-
ment of guidelines – especially regarding rigour of develop-
ment, applicability, and editorial independence.

Fifth, guidelines must be culturally sensitive and con-
sider national variations. It is necessary to adapt the
CPGs to the language and the local context to improve
acceptance of and adherence to treatment of both profes-
sionals and patients.21,22 Similarly, the specific needs of
more vulnerable groups, such as adolescents and immi-
grants, must be considered.36 The cultural and organiza-
tional differences between countries can still lead to
legitimate variations in clinical recommendations, even
in the presence of the same evidence.21

Finally, high-quality guidelines do not ensure neither
the implementation itself nor the quality of implementa-
tion in health care settings.37,38 Health services availabil-
ity, effective interdisciplinary cooperation in the health
network, appropriate training to all health professionals
that take part in the multidisciplinary teams, and a struc-
tured approach to implementation at national level
should also be highlighted.39
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To conclude, this study conducted a systematic review
of the CPGs with recommendations for peripartum
depression in Europe. The absence of CPGs in most
European countries, the discrepancy in the number and
themes of clinical recommendations, and the low meth-
odological quality of the guidelines may lead to dispar-
ities and inequalities in peripartum depression
management across Europe.14 The COST Action Riseup-
PPD highlights key considerations for future guideline
developers, which would enhance the quality and feasi-
bility of the clinical guidelines for peripartum depression.
The overall impact is aimed to be an increase of the number
of women who gain access to evidence-based standard
management care for peripartum depression globally.
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