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Objectives

The learning objectives are:

• describe the Patient Care Pathway to be followed to address   
   perinatal mental health conditions.

• determine how to screen and evaluate illness severity, 
   including how to assess intrusive thoughts and risk of harm to 
   self and/or baby.

• recognize the risks of untreated perinatal mental health 
   conditions and the importance of providing evidence-based 
   treatment

• increase awareness of resources designed to facilitate obstetric 
  care clinicians in addressing perinatal mental health conditions



Perinatal mental health conditions are one of the most 
common complications of pregnancy & postpartum



Perinatal mental health affects mom, child, and family

Less engagement in medical care
Smoking & substance use

Preterm delivery
Low birth weight
NICU admissions

Lactation challenges
Bonding issues
Adverse partner relationships

Cognitive delays
Motor & Growth issues
Behavioral problems 
Mental health disorders
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Mental health conditions are the lead cause of pregnancy 
related deaths (22.7%)
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100% 
of pregnancy-related 
mental health deaths 
were determined to be 
preventable



Perinatal mental health conditions are under-
detected and under-treated

Byatt et al. (2015). Ob Gyn. 
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Percentage of US Women At Each Step of the Perinatal Depression 
Treatment Cascade

Cox, E. Q., et al. (2016). "The Perinatal Depression Treatment Cascade: Baby Steps Toward Improving 
Outcomes." J Clin Psychiatry 77(9): 1189-1200.



The health care system needs to change to address 
PMH so perinatal individuals can get the help they 
need and deserve



#ACSM2023

Professional Societies and Policy Makers Recognize 
This as a Significant Public Health Issue
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Detection through screening alone is not associated 
with improved mental health outcomes 

Kelly RH et al. (2001) Am J Psychiatry. Byatt et al. (2015). Ob Gyn. Byatt et al. (2021). In Prep. Rowan P et al. (2012) Arch Womens Ment Health. 
Byatt et al. (2019) International Review of Psychiatry. 

Understanding the Patient Care Pathway is critical to 
addressing PMH conditions



Understanding the Patient Care Pathway is critical to 
addressing PMH conditions

Detection:
• Screening: how to detect if a patient has symptoms or is at risk for 

developing a mental health condition
• Engagement: how to focus on patients’ interests and needs, using a 

strengths-based approach, to maximize their participation in care



#ACSM2023#ACSM2023

ACOG recommends that everyone receiving well-woman, prepregnancy, 
prenatal, and postpartum care be screened for depression and anxiety 
using standardized validated instruments.

ACOG recommends that screening for perinatal depression and anxiety 
occur at the initial prenatal visit, later in pregnancy, and at postpartum 
visits. 

ACOG recommends that mental health screening be implemented with 
systems in place to ensure timely access to assessment and diagnosis, 
effective treatment, and appropriate monitoring and follow-up based on 
severity.

ACOG recommends screening for bipolar disorder before initiating 
pharmacotherapy for anxiety or depression, if not previously done.
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Validated screening instruments exist for perinatal 
mental health conditions

Depression
PHQ9 or EPDS

Anxiety
GAD7 or EPDS subscale #3-5

PTSD
PC-PTSD

Bipolar Disorder
MDQ or CIDI



DRAFT FRAMEWORK 
FOR PMH EDUCATION & SCREENING

• Throughout first year postpartum at 
regular obstetric / pediatric visits

Child
-birth

Mos 1 Mos 2 Mos 3 Mos 4 Mos 6 Mos 9 Mos 
121st tri 2nd  tri 3rd  tri

Wk 
3

Wk 
1

TWO-YEAR PERINATAL TIMEFRAME
Pregnancy through one full year postpartum

Obstetric check Pediatric check

•At first prenatal visit 
(whenever it occurs)
•During each trimester 
of pregnancy

•Prior to 
discharge 
from 
hospital/ 
birthing 
center

•Within 3 
weeks 
postpartum

Community-based providers are well-positioned to build trust, educate, discuss, and screen



SCREENING RATIONALE

• Obtain baseline
• 1/3 of those experiencing PPD enter pregnancy with symptoms

• Build trust, reduce stigma, create safe relationship
• 1/3 of those experiencing PPD start symptoms during pregnancy 

• Birth may be first interaction with medical provider
• Opportunity for educating new parents and family members

• Baby Blues resolve by 2-3 weeks
• Peak onset of postpartum psychosis 

• Peak onset of PMH disorders is 3-6 months postpartum
• Peak incidence of suicide is 6-9 months postpartum

At first prenatal visit 
(whenever it occurs)

During each trimester
of pregnancy

Prior to discharge from 
hospital / birthing center

Within 3 weeks 
postpartum

Throughout first year 
postpartum



Understanding the Patient Care Pathway is critical to 
addressing PMH conditions



Considering the differential diagnosis is an 
important aspect of the assessment

Depression Anxiety OCD PTSD Bipolar D Psychosis



  
  

•Mild 
EPDS 10-14

PHQ-9 10-14
GAD-7 5-9 

PC-PTSD Yes<3

•Moderate
EPDS 15-19

PHQ-9 15-19
GAD-7 10-14

PC-PTSD Yes≥3

•Severe
EPDS ≥ 19

PHQ-9 ≥ 19
GAD-7 ≥ 15

PC-PTSD Yes≥3 

Symptom severity directs treatment intensity

Score on screeners correlates with illness severity 
however further assessment is needed



Assess for co-morbidities and medical causes

Check TSH, CBC, B12, Vitamin D, and folate

PTSD and other anxiety disorders

Substance use disorder

Medical causes



  
  

•  Recent stressors

• Duration of symptoms

• How often symptoms 
occur

• Feeling of hopeless, 
helplessness

• Current treatment 
(medications/therapy)

• Family history

• Prior symptoms

• Previous suicide 
attempt(s)

To assess, ask about symptoms and illness severity

• Past psychiatric treatment 
(medication/therapy)

• Previous psychiatric 
hospitalizations

• Current suicidal ideation, 
plan, intent



DEPRESSED MOOD AND At least 5 of the following 
must be present for at least 2 weeks:

•Sleep – increased or decreased

•Interest or pleasure – decreased

•Guilt/worthlessness

•Energy – decreased or fatigued

•Concentration/difficulty making decisions

•Appetite and/or weight increase or decrease

•Psychomotor activity – increased or decreased

•Suicidal ideation

For depression, symptoms must occur > 2 weeks



https://www.verywellmind.com/dsm-5-criteria-for-generalized-anxiety-disorder-1393147



Posttraumatic stress disorder hijacks the natural threat 
detection and response system 

Intrusion Hyperarousal

Avoidance
Negative 

cognition and 
mood 

Trauma
Exposure



It is imperative to rule out bipolar disorder 
especially prior to initiating pharmacotherapy

Wisner et al. JAMA Psychiatry 2013

Bipolar
Disorder

23%

Unipolar
Depressive

Disorder 
69%

Other Disorders 
       7%

Prescribing unopposed antidepressant can precipitate mania and 
increase risk of other negative outcomes
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Bipolar disorder increases risk of postpartum 
psychosis

1-2/1000 women

>70% bipolar disorder

24 hrs – 3 weeks postpartum

Mood symptoms, psychotic symptoms 
& disorientation

R/o medical causes of delirium

Psychiatric emergency

Increased risk of suicide & infanticide



High 
Risk

Lower 
Risk

Suicide Risk
Assessment  

No prior attempts

If prior attempts, low 
lethality & high 
rescue potential 

No plan

No intent

No substance use

Protective factors 

History of suicide attempt

High lethality of prior attempts

Recent attempt 

Current plan 

Current intent

Substance use

Lack of protective factors 
(including social support)



Low Risk         High Risk

Morbid Ideation  Passive Ideation   Active Ideation  Method  Plan Intent

“I guess I am 
just finding 
myself thinking 
a lot about 
death lately”

“Sometimes I 
think it would 
be easier if I 
just got hit by a 
bus or 
something”

“I’ve been 
thinking about 
killing myself”

“I’d 
probably 
slit my 
wrists with 
the box-
cutter in 
the 
garage”

“I know 
my 
boyfriend 
is going 
out of 
town this 
weekend, 
that’s 
when I’ll 
do it”

“The 
house is 
empty, I’m 
going to 
hurt 
myself 
tonight”

Always assess SLAP: Specificity, Lethality, Access, 
Previous attempts



OCD/anxiety/depression

• Good insight
• Thoughts are intrusive 

and scary 
• No psychotic symptoms
• Thoughts cause anxiety

Postpartum Psychosis

• Poor insight
• Psychotic symptoms
• Delusional beliefs or 

distorted reality present

Low risk High risk 

Thoughts of harming the baby are not always a 
psychiatric emergency



Understanding the Patient Care Pathway is critical to 
addressing PMH conditions



Three pillars of treatment for perinatal mental 
health conditions – elucidate preferences 

Medication

Adjunctive 
Interventions

Therapy



Individual therapy is first-line treatment for mild 
illness

Cognitive behavioral therapy

Interpersonal psychotherapy

Group, couples, family therapy 



#ACSM2023#ACSM2023

ACOG recommends that obstetricians be 
prepared to counsel patients on the benefits 
and risks of psychopharmacotherapy for 
perinatal mental health conditions

…and initiate psychopharmacotherapy for 
perinatal depression or anxiety disorders.

35



There is no such thing as no exposure

SSRIs are among the best studied classes of medications used in pregnancy

Need to balance and discuss the risks and benefits of 
medication treatment and risks of untreated mental illness



Meds may not 
be indicated

Meds 
indicated 

Medication 
Assessment  

No suicidal ideation

Able to care for self/baby

Engaged in psychotherapy

Depression/Anxiety has improved with 
psychotherapy in the past

Strong preference and access to 
psychotherapy 

Moderate/severe depression 
and/or anxiety 

Suicidal ideation

Difficulty functioning or caring for 
self/baby

Psychotic symptoms present

History of severe 
depression/anxiety and/or suicide 
ideation/attempts

Comorbid conditions (Depr + Anx)



#ACSM2023#ACSM2023

ACOG recommends that SSRIs be used as 
first-line pharmacotherapy for perinatal 
depression and/or anxiety. SNRIs are 
reasonable alternatives. 

Pharmacotherapy should be individualized 
based on prior response to therapy (if 
applicable). If there is no pharmacotherapy 
history, sertraline or escitalopram are 
reasonable first-line medications.

38



#ACSM2023
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Start antidepressants at a low dose and increase 
in small increments every 4 days

SSRIs              Starting & Increment Dose          Target Dose
         (mg/day)          (mg/day)
sertaline (Zoloft)     25         75-200
citalopram (Celexa)    10          20-40

escitalopram (Lexapro)     5          10-20

fluoxetine (Prozac)    10          20-80

Tell women only to increase dose if tolerating 
Otherwise, wait until side effects dissipate before increasing



Same prescribing principles apply during 
preconception, pregnancy and breastfeeding

Use what has previously worked  

Use EFFECTIVE dose

Minimize switching

Monotherapy preferable

Be aware of need to adjust dose with advancing 
pregnancy

Discourage stopping SSRIs prior to delivery



Antidepressants are generally well tolerated 

Temporary 
Nausea 
Constipation/Diarrhea 
Lightheaded
Headaches

Long-term
Increase in appetite/weight gain
Changes in sexual interest/experience
Vivid dreams/insomnia

      
        Direct patients to take medication with food to decrease side effects



Educate patients about side effects when starting an 
antidepressant

Side effects often improve after 2 
weeks or so

Typically takes a month or more for 
therapeutic effects 

Can take them either in AM or PM 
depending on effect



Breastfeeding generally should not preclude 
treatment with antidepressants

SSRIs and some other antidepressants are considered a 
reasonable option during breastfeeding



Sertraline, paroxetine, & fluvoxamine have 
lowest passage into milk 



#ACSM2023#ACSM2023

ACOG recommends against withholding 
or discontinuing medications for mental 
health conditions due to pregnancy or 
lactation status alone.
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#ACSM2023#ACSM2023

ACOG recommends consideration of 
brexanolone administration in the 
postpartum period for moderate-to-severe 
perinatal depression with onset in the third 
trimester or within 4 weeks postpartum.

47



#ACSM2023

BENEFITS
• Large effect size
• Rapid onset of 

response and 
remission of 
symptoms (1-2 days)

CONSIDERATIONS
• 60-hour infusion

o Requirement for hospitalization
o Cost

o Common Side Effects
o Loss of consciousness
o Headache
o Dry mouth
o Sedation
o Dizziness

• No published outcomes > 30 days

• Lactation disruption

• No comparative-effectiveness data with 
SSRIs

48

BREXANOLONE (Zulresso)
Allopregnanolone formulation



3 placebo controlled RCTs showed rapid reduction 
in depression symptoms, durable  at 30 days



Zuranolone for PPD Tx

• FDA approved Aug 2023 for PPD after 2 phase 3 double-blind placebo-controlled RCTs
• GABAA receptor positive modulator 
• Zuranolone 50 mg PO qPM with fatty meal x 14 day

• Decreased to 40 mg with CNS depressant effects
• Start @ 30 mg with severe hepatic or mod-severe renal impairment
• Adjustments with CYP3a4 inhibitors
• Avoid with CYP3A4 inducers

• If miss dose, do not double dose in day; complete 14 doses total
• Can be used with SSRIs and SNRIs
• Use effective contraception for ≥ 1 wk after course
• Precautions reference:

• Impaired ability to drive or engage in other potentially hazardous activities
• No driving until at least 12h after each dose
• Avoid other CNS depressants

• CNS depressant effects including somnolence & confusion
• Increased suicidal thoughts and behaviors

See ACOG PA Aug 2023



Social Engagement 
(Identify Sources of 

Support)

• Partner 
(re)connection is safe

• Friend connection
• Family connection
• Spiritual/religious 

connection

Personal Engagement 
(Values congruent 

activities)

• Self-care
• Pleasurable activities
• Self-kindness
• Meaningful activities

Physical Engagement 
(Body Positive 

Approach)

• Balanced Nutrition
• Nourishing 

movement
• Avoidance of 

substances (e.g. 
caffeine, nicotine, 
EtOH, others0

• Managing medical 
concerns (not just 
pregnancy)

• Sleep Hygiene

Adjunctive interventions can benefit all patients



Offer other adjunctive interventions as indicated



Understanding the Patient Care Pathway is critical to 
addressing PMH conditions



#ACSM2023

ACOG recommends that a validated screening 
tool be used to monitor for response to 
treatment.

If clinically indicated, the pharmacotherapy 
dosage should be up-titrated, with the goal of 
remission of depressive and anxiety symptoms.

54



Titrate antidepressant dose until depression/anxiety 
remits 

Reevaluate treatment in 2-4 
weeks via screen & clinical 

assessment

If patient has no or minimal 
side effects, increase dose
If patient has side effects, 

switch to a different 
medication

Reevaluate every month and 
at postpartum visit

If no/minimal clinical 
improvement after 4-8 weeks

If clinical improvement and 
no/minimal side effects



Transfer of care if cannot follow-up postpartum
1st pre-
natal visit 26-28 weeks Birth

6 wks post-
partum

56

Identify 
whether 

patient has a 
PCP Communicate 

with PCP about 
transfer of 

mental health 
care

If no PCP, 
connect 

patient to PCP

Contact Perinatal 
Psychiatry Access 

Program as 
needed



Resources



ACOG Guidelines & Recommendations
Available ACOG website and ‘Green Journal’ 
(Obstetrics & Gynecology)
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Lifeline for Moms Toolkit provides obstetric clinicians with tools to 
help them address mental health 
                                                               

Lifeline for Moms Perinatal Mental Health 
Toolkit" by Nancy Byatt, Leena P. Mittal et al. 
(umassmed.edu)

https://escholarship.umassmed.edu/pib/vol16/iss7/1/
https://escholarship.umassmed.edu/pib/vol16/iss7/1/
https://escholarship.umassmed.edu/pib/vol16/iss7/1/


Lifeline for Moms Toolkit provides obstetric clinicians with tools to 
help them address mental health 
                                                               

Perinatal Mental Health | ACOG Lifeline4MomsPerinatal Mental Health Toolkit 
(umassmed.edu)

https://www.acog.org/programs/perinatal-mental-health
https://www.umassmed.edu/lifeline4moms/products-resources/toolkits-and-apps/2019/11/lifeline4moms-perinatal-mental-health-toolkit/
https://www.umassmed.edu/lifeline4moms/products-resources/toolkits-and-apps/2019/11/lifeline4moms-perinatal-mental-health-toolkit/


Lifeline for Moms e-Modules provide training in detection, 
assessment, treatment and follow-up using self-paced, case-based, 
interactive design
                                                               

Available now at 
www.acog.org/mentalhealth





Implementation 
Guide for 
Integrating PMH 
into OB Practice

Perinatal 
Psychiatry Access 
Programs

Implementation Guide 
for Integrating PMH 
into OB Practice



Perinatal Psychiatry Access Programs



1-833-9-HELP4MOMS
 

(1-833-943-5746) 

The National Maternal Mental Health Hotline is a free and 
available across the US 

Patient-facing Hot-Line (24/7)
National Maternal Mental Health Hotline | MCHB (hrsa.gov)

https://mchb.hrsa.gov/national-maternal-mental-health-hotline


Integrating mental health care into our practices can 
be transformative for the perinatal individuals, 
children and families we serve



Thank you!

Lifeline for Moms Teams and 
Collaborators:

MCPAP for Moms Team
Trainees and students
Massachusetts DMH
Participating Obstetric Practices
Participating Perinatal Individuals
Advisory Council Members
CDC Collaborators 

 
While the UMass Chan Medical School (“University”) makes every effort to present accurate and reliable information, this material is provided “as is” without any 
warranty of accuracy, reliability, or otherwise, either express or implied. The University does not guarantee, warrant, or endorse the products or services of any firm, 
organization, or person. Neither the University nor its officers, directors, members, employees, or agents will be liable for any loss, damage, or claim with respect to 
any liabilities, including direct, special, indirect, or consequential damages, incurred in connection with this material or reliance on the information presented.

Funding:
CDC 1U01 DP006093, 6 U48DP006381-03-01 
CDC Foundation
The Perigee Fund
NIMH 1R41 MH113381-01, 2R42 MH113381-02 
PCORI IHS-2019C2-17367, EACB-23288
ACOG 6 NU380T000287-02-01 
NIH KL2TR000160 



Thank you!

www.mcpapformoms.org                 www.lifeline4moms.org

Tiffany A. Moore Simas, MD, MPH, MEd, FACOG
TiffanyA.MooreSimas@umassmemorial.org

http://www.mcpapformoms.org/
http://www.lifeline4moms.org/
mailto:TiffanyA.MooreSimas@umassmemorial.org
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