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erinatal psychopathology is a common and undertreated
problem with wide-ranging consequences for both mother
and child."* Women at risk for psychopathology are more
likely to engage in unhealthy behaviors such as smoking and sub-
stance abuse and have difficulty engaging in treatment and attending
psychiatric and obstetrics appointments.® In addition, many of these
women have trouble attaching to and caring for their infants and
struggle with everyday stressors during pregnancy and postpartum.®
Routine prenatal screening for mental illness coupled with non-
judgmental, collaborative, and individualized care delivered by a
multidisciplinary team is critical for treatment engagement and adher-
ence. Providers should be aware of risk factors for perinatal psychiat-
ric illness—including a history of mental illness, stressful life events,
and interpersonal conflict—and should be versed in current treatment
guidelines.

Difficulty coping

Ms. A, age 28, is referred to our High Risk Perinatal Team by her obstetri-
cian when she is approximately 6 weeks pregnant. She is single, has 3
other children (age 10, 4, and 2), a history of depression, and chronic pain
related to an auto accident 3 years ago. She reports that this pregnancy
likely is the result of a sexual assault, but she has decided to keep the
baby. Ms. A describes severe depressive symptoms, including insomnia,
low appetite, feelings of worthlessness, and thoughts of harming herself.
In addition, she has incapacitating panic attacks and constantly worries
about her children’s safety when she is not with them. She schedules an
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Overcoming barriers to care

ack of insurance, childcare, or

transportation can make it difficult for
a pregnant woman to receive psychiatric
treatment. All pregnant women are eligible for
Medicaid if private insurance is unavailable
to them, and clinicians can help patients
apply for assistance. Some programs—for
example, Michigan’s state-funded Maternal
Infant Health Programs—offer help with
transportation to appointments, such as cabs
and reimbursement for gas, in addition to
nutrition guidance, counseling, home visits,
and referrals to community resources such
as childbirth classes, infant mental health
specialists, and/or substance abuse treatment
(see Related Resources, page 32).

Offering childcare during psychotherapy
sessions can be particularly helpful, and may
provide valuable experience for a student
or resident interested in working with at-risk
children. Women may be more likely to
engage in care if psychotherapy sessions
are conducted by phone or in their homes.

A positive experience with mental health care
during pregnancy may increase the likelihood
that women will remain engaged in treatment
after childbirth, therefore lessening the
negative effects of perinatal psychopathology
on mother and child.

appointment with the perinatal team, but
does not show up twice.

When our team finally sees Ms. A, she is
well into her second trimester and brings her
2 youngest children with her. She says she re-
cently was fired from her job as a cashier be-
cause she missed too many days of work, and
is applying for Medicaid. Recently, her back
and shoulder pain have worsened, and she is
running out of her prescription for acetamin-
ophen/hydrocodone. Ms. A’s affect is flat, her
mood depressed, and she has difficulty ex-
plaining her history because her 2-year-old
son interrupts the interview. She has never
been in psychotherapy, and is reluctant to
take antidepressants. Despite a difficult first
visit, she engages with the clinician and
agrees to schedule a second appointment.

What complicates pregnancy?

Women are at higher risk for developing
depression during puberty, the perinatal
period (ie, pregnancy and first year post-

partum), and perimenopause.” These times
often are fraught with unfamiliar hormon-
al fluctuations, role transitions, emotional
upheaval, and physical changes. However,
because these times are expected to be
stressful, serious mood changes often go
unnoticed by patients and untreated by cli-
nicians.! Women are expected to celebrate,
thrive, and “glow” during pregnancy, and
those who suffer from depression and
anxiety frequently do so in silence. Social
stigma surrounding perinatal depression
or anxiety leads many women to believe
they are alone in their struggle and hesi-
tant to seek help.’

Most pregnant women who develop psy-
chiatric illness do not present for treatment.”
One study found that 86% of pregnant wom-
en who screened positive for depression in
an obstetrics (OB) setting did not receive
treatment.” Some women are reluctant to
take antidepressants out of concern for their
infant’s safety,® and psychotherapy or alter-
native approaches are not available in all
areas.”? Transportation, childcare issues, or
ongoing life stressors may prevent women
from seeking help (Box 1)

Diagnostic uncertainty among profes-
sionals may aggravate undertreatment.
Clinicians who are unfamiliar with the
presentation of perinatal mental illness may
mislabel depressive features—such as irri-
tability, loss of interest in activities, low en-
ergy, increased anxiety, difficulty sleeping,
or appetite dysregulation—as normative
experiences during pregnancy or adjust-
ment after childbirth. Concerned about
fetal exposure to potentially teratogenic
compounds, clinicians may under-dose
otherwise effective medications, which can
lead to treatment resistance. Even if treat-
ed aggressively, depression in pregnancy
may persist because of other factors, such
as comorbid anxiety, somatization, pain,
substance use/dependence, undiagnosed
bipolar illness, or the presence of severe
psychosocial stress or trauma.

Maternal suicide and/or harm to the
infant—the most severe result of untreat-
ed perinatal psychopathology—is rare.”
Common negative outcomes of untreated
depression or anxiety in pregnant wom-
en include inadequate weight gain, pre-
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Screening for psychiatric illness during pregnancy

Screening tool

Sensitivity/specificity Administration

Availability

Edinburgh Sensitivity=0.86  Self-administered http//bit.ly/PPDscale
Postpartum  Specificity = 0.78 | in51o 10 minutes. |
Depression i " - Could be self-scored !

. Positive screen: >10 | 3
Scale i i i
Patient Health Sensitivity = 0.83 Self- or clinician- www.phgscreeners.com
Questionnaire-2 = gpecificity = 0.92 admihistered in ' The 2 questions from the PHQ-9
(PHQ-2) | Easfilve sa 58 - <1 minute - for mood and anhedonia are used
Patient Health Sensitivity = 0.88 Self-administered www.phgscreeners.com

Questionnaire-9  gpeificity = 0.88

(PHQ-9) Positive screen: >10

- and self-scored,
' 5to 10 minutes

Source: Reference 21

eclampsia, difficulty bonding with their
unborn baby, premature labor, and lack
of follow through with prenatal care.'**
Symptoms become harder to treat when
aggravated by psychosocial stressors such
as poor social support, ambivalence about
the pregnancy, and/or substance abuse.
The key to successful intervention is find-
ing a balance between managing psychiatric
concerns, facilitating adequate coping with
psychosocial stressors, and, if necessary, ag-
gressively treating pregnancy-related physi-
cal illnesses. Successful treatment response
depends on early detection and initiating
individualized care as soon as possible.

Early detection. Women’s health care
providers play a fundamental role in guiding
decision-making about mental health care,
providing referrals, and most important,
allowing women to talk about perinatal
psychopathology without fear of stigma.
When a woman becomes pregnant, it
is critical to determine if she is at risk for
developing psychopathology or pres-
ents with active illness. Many OB clinics
screen for depression several times dur-
ing pregnancy and early postpartum.
The most commonly used screening tool
is the Edinburgh Postpartum Depression
Scale (EPDS),* a 10-item self-report mea-
sure that is sensitive to cognitive and af-
fective symptoms of depression. If a
woman scores >15 during pregnancy or
>13 postpartum, further assessment is in-

dicated.”” The anxiety subscale (items 5
and 6) of the EPDS has been validated for
screening perinatal anxiety using a cut-off
score >4.1% Depression can be quickly as-
sessed using the 2-question Patient Health
Questionnaire (PHQ-2) or the 9-question
PHQ-9.% All 3 scales are free and avail-
able on the Internet (Table 1).2

These screening tools offer clinicians
an opportunity to assess for risk factors
that may increase the likelihood of illness
onset or worsened prognosis (Table 2,
page 26).>** All women who present with
pregnancy-related medical illness, such
as preeclampsia or gestational diabetes,
should be screened for co-occurring de-
pression or anxiety because psychiatric
comorbidity is common.

Individualized care. Have an open
mind about the kind of care to offer
and collaborate with the patient when
discussing treatment options.> Some
pregnant women may reject traditional
treatments, such as pharmacotherapy or
psychotherapy, because of concern about
harm to the unborn baby or reluctance to
work through past or present conflicts in
therapy during a vulnerable time.” Women
may assume that medication will be the
only treatment offered, or even fear that
they will be forced to take antidepressants.
Women often do not follow through on
mental health referrals, even when they are

appropriately screened and identified to be
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Risk factors for perinatal
psychopathology

Pregnancy during adolescence

Previous diagnosis of depression, anxiety,
psychosis, or bipolar disorder

Trauma history, including physical, emotional,
or sexual abuse

Current or past substance abuse/dependence,
including cigarette smoking

Lack of social support

Single parenthood

Low socioeconomic status

History of sexual assault or domestic violence

Unstable home environment

Stopping antidepressants during pregnancy

Financial problems

Ambivalence about pregnancy

Source: References 5,22

at risk, and an OB nurse explains the risks
of untreated psychopathology."

A multidisciplinary, collaborative care
model is vital for positive pregnancy out-
comes. Connecting obstetricians and mid-
wives with psychologists, psychiatrists,
social workers, and infant mental health
specialists to coordinate treatment ensures
that at-risk pregnant and postpartum wom-
en get the care they need. A nonjudgmental
approach is essential to engage pregnant
women in care. Assure women that phar-
macotherapy is not required when re-
ceiving mental health treatment, but is an
option they can choose.

Treatment choices

Pharmacotherapy. If a woman has only
mild symptoms or has been symptom-free
for =6 months, it may be safe to decrease
or discontinue antidepressants during
pregnancy or while trying to conceive, but
such patients should be monitored closely
for signs of relapse. In a study of 201 de-
pressed pregnant women, 68% of those
who discontinued medication experienced
symptom relapse compared with 26% of
those who continued medication.** If a de-
pressed woman has a history of relapse

or severe symptoms, including suicide at-
tempts and inpatient psychiatric admis-
sions, it is recommended that she remain
on antidepressants or mood stabilizers,
regardless of pregnancy status.” If medi-
cations are necessary during pregnancy—
ie, the benefits to the mother outweigh the
risks to the unborn baby—the following pre-
cautions could help decrease fetal exposure:?

¢ keep the medication regimen simple

and at the lowest effective dose

¢ use monotherapy when appropriate

¢ if possible, do not change medications

during pregnancy.

When considering pharmacotherapy,
evaluate each woman’s risk for disease
exacerbation and consequences for preg-
nancy and neonatal outcomes, and ask the
woman how she views reproductive risk
vs disease benefit.

Developing fetuses are exposed to ei-
ther the effects of the mother’s untreated
mental illness or the medication.® A re-
cent study comparing birth and neonatal
outcomes among women with untreated
depression vs those taking selective sero-
tonin reuptake inhibitors (SSRIs) found
similar adverse outcomes.” Babies conti-
nously exposed to either prenatal depres-
sion or SSRIs were more likely to be born
prematurely, but partial exposure to either
condition did not increase this risk.” In ad-
dition, women who were not taking SSRIs
had more depressive symptoms and more
trouble functioning, which can interfere
with bonding between mother and baby,
both in-utero and postpartum.®” Neither
SSRIs nor depression exposure increased
risk for minor physical anomalies.?”

A careful process of informed consent
and documentation is essential when pre-
scribing medications during pregnancy.
Women should understand the risks of
pharmacotherapy as well as the risks of
undertreated illness.

Electroconvulsive therapy can safely help
pregnant women with treatment-resistant,
life-threatening, or psychotic depression.?®*

Psychotherapy. The American College of
Obstetricians and Gynecologists treatment
guidelines® favor psychotherapy over

continued on page 30
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ACOG guidelines for treating depression during pregnancy

Women who are thinking about getting pregnant

For women on medication with mild or no symptoms for >6 months, it may be appropriate to taper
and discontinue medication before becoming pregnant

Medication discontinuation may not be appropriate in women with a history of severe, recurrent
depression or who have psychosis, bipolar disorder, other psychiatric illness requiring medication, or a

history of suicide attempts

Pregnant women currently taking medication for depression

Psychiatrically stable women who prefer to stay on medication may be able to do so after consultation
between their psychiatrist and obstetrician to discuss risks and benefits

Women who want to discontinue medication may attempt to taper and discontinue if they are not
experiencing symptoms, depending on their psychiatric history. Women with a history of recurrent
depression are at a high risk of relapse if medication is discontinued

Women with recurrent depression or who have symptoms despite medication may benefit from

psychotherapy to replace or augment medication

Women with severe depression (with suicide attempts, functional incapacitation, or weight loss) should
remain on medication. If a patient refuses medication, alternative treatment and monitoring should be

in place, preferably before discontinuation

Pregnant and not currently on medication for depression

Psychotherapy may be beneficial for women who prefer to avoid antidepressants

For women who want to take medication, risks and benefits of treatment choices should be evaluated
and discussed, including factors such as stage of gestation, symptoms, history of depression, and
other conditions and circumstances (eg, smoking, difficulty gaining weight)

All pregnant women

Regardless of circumstances, a woman with suicidal or psychotic symptoms should immediately see

a psychiatrist

ACOG: American College of Obstetricians and Gynecologists

Source: Reference 22

medication for women with mild depres-
sive symptoms and no loss of function,
suicidality, or psychotic experiences; phar-
macotherapy is suggested for women who
have moderate to severely impaired func-
tioning, recurrent depressive symptoms,
or suicidal thinking (Table 3).*

Interpersonal psychotherapy or cog-
nitive-behavioral therapy can be safe
and effective during pregnancy.** Other
psychotherapeutic modalities and alter-
native/complementary treatments offer
potential benefit without substantial risk,
and could help prevent relapse when dis-
continuing mood stabilizers or antidepres-
sants after conception (Box 2).3%

Healthy baby boy

Ms. A either doesn’t show up or cancels her
weekly appointments about once a month,
but seems to be making progress. Her thera-

pist makes accommodations for Ms. A, such
as offering childcare in an adjacent room
during sessions, conducting brief sessions
by phone when Ms. A is unable to come to
the clinic, and helping her enroll in the state’s
Maternal Infant Health Program. Ms. A’s
therapist has referred her to a specialized OB
clinic that can manage her pain medication
and monitor for signs of abuse and keeps in
regular contact with her obstetrician.

At 26 weeks gestation, Ms. A still is reluc-
tant to try psychotropics, so her therapist
works with her to integrate psychotherapy
with alternative approaches such as mindful-
ness meditation and yoga. During therapy,
Ms. A learns ways to manage her depressive
symptoms, improve her social functioning,
adjust to role transitions, and work through
her traumatic experiences. Ms. A enrolls in a
prenatal yoga class with a mindfulness focus,
which allows her to interact with other preg-
nant women at risk for psychopathology and



learn new ways to cope with her depressed
mood and chronic pain.

Ms. A delivers a healthy boy at 38 weeks
gestation. During labor, she uses many of
the yoga poses she learned to manage pain,
but elects to have an epidural after 30 hours
of labor. Her baby tests positive for hydro-
codone, which can cause ongoing mild
irritability and occasional jitteriness. He is ob-
served in the hospital for signs of withdrawal
for 48 hours and then discharged home with
his mother. Ms. A starts breast-feeding in the
hospital and plans to continue at home.

Ms. A’s therapist continues to stay in touch
with her by phone until she schedules anoth-
er appointment and assists with referrals to
other community resources.
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Bottom Line

Perinatal psychopathology is common, yet often undertreated. Successful
outcomes depend on early detection, individualized care, and addressing barriers
to treatment. A nonjudgmental approach is essential to engage pregnant women
in treatment. Psychotherapy and psychopharmacology can be used in conjunction

with alternative modalities to improve outcomes.



