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Learn Importance and Prevalence of Perinatal Depression.

Know the role of Pediatric and Obstetric PCPs 
in detection, referral, and treatment.

Learn how MCPAP for Moms can help.

Learn about issues about 
lactation and PPD treatment.

Objectives
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Presenter
Presentation Notes
- We will start by discussing how common perinatal depression is and its negative impacts on outcomes for mom and baby. 
The role of obstetric and PCP in detection and diagnosis
MCPAP for Moms
Treatment of depression and other mental health conditions
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1 in 7 women suffer from perinatal depression

Gavin et al. Ob Gyn 2005, Vesga-Lopez et al. Arch Gen Psychiatry 2006. 

Presenter
Presentation Notes
We typically call it PPD, but that’s a misnomer.  It can and often does start IN pregnancy.
Define perinatal depression
it’s really during the entire perinatal period that women can suffer from depression.  

~14-23% (up to 20%) of pregnant women will experience a depressive d/o while pregnant (APA/ACOG, 9/2009)
- At least 10-15% in the postpartum period
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Perinatal depression is twice as common as 
gestational diabetes 

Depression 
10 – 15 in 100

Diabetes
3 -7 in 100 

Gavin et al. Ob Gyn 2005, Vesga-Lopez et al. Arch Gen Psychiatry 2006.   ACOG Practice Bulletin 2013.  

Presenter
Presentation Notes
JSK added:
Just a quick visual of what I already mentioned:
GDM 3-7%  (~7% as per ACOG)
PPD 10-25%

**  As medical professionals, we screen for common medical complications of pregnancy 
       As an OB, I can think of examples like getting pt’s blood type to prevent Rh disease or screen for GDM.  Almost every practitioner does these!  Yet:
 GDM complicates up to 7% of pregnancies in the US!
 Since OB audience:  In Rh neg women (which is <5%) – of those not treated with Rhogam, only ~16% would actually become sensitized.   But we screen in order to prevent a tiny number of catastrophic perinatal events!  
 Yet PPD is much less commonly screened – and the prevalence is up to 25% - so much greater!
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Before 
pregnancy 

27%

60% of perinatal depression begins before birth 

Wisner et al. JAMA Psychiatry 2013

Presenter
Presentation Notes
Lesson descriptions should be brief.
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1 in 3 fathers in families struggling with maternal 
depression experience postpartum depression

Ramchandani et al.  The Lancet.  2005 

Depression in fathers may present differently than in mothers.
-Substance use, change in work or social functioning

Adoptive parents have similar rates of PPD as birth parents.

Presenter
Presentation Notes
Depression in fathers may present differently than in mothers.  Men , with depression more likely to report substance abuse and disturbances in work and social functioning.,.8 Adoptive parents have similar rates of depression as birth parents during the postpartum period.9,10 
 
MCPAP for Moms encourages all pediatric providers to screen for postpartum depression in:
mothers and fathers of infant patients during well-child visits; and
pregnant or postpartum women receiving primary care from a pediatric provider.


http://www.scienceandsensibility.org/wp-content/uploads/2012/05/baby-and-dad.png
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Perinatal depression effects mom, child & family

Poor health care
Substance abuse
Preeclampsia 
Maternal suicide

Low birth weight
Preterm delivery 
Cognitive delays 
Behavioral problems 

Bodnar et al. (2009). The Journal of clinical psychiatry.  Cripe et al. (2011). Paediatric and perinatal epidemiology, Flynn, H. A., & 
Chermack, S. T. (2008). Journal of Studies on Alcohol and Drugs,.; Forman et al. (2007). Development and psychopathology, Grote et al. 
(2010). Archives of general psychiatry,.; Sohr-Preston, S. L., & Scaramella, L. V. (2006). Clinical child and family psychology review,. ; 
Wisner et al. (2009). The American journal of psychiatry, 

Presenter
Presentation Notes
 Perinatal depression has deleterious effects on birth outcomes,3 infant attachment, behavior and development.4,5 
Maternal suicide causes 20% of postpartum deaths in depressed women.6
Untreated depression during pregnancy and postpartum can have poor birth outcomes and devastating long-term consequences on the mother, child, & family.
We know that infants social, emotional and cognitive development takes place in the context of his or her relationships with primary caregivers.  
Increased risk of underutilization of medical care.
Increased somatic symptoms and physician visits
Relationship problems
Breastfeeding problems
Loss of work

In Postpartum time -- for babies, we can see:  
Disruption in maternal/infant bond
Attachment insecurity
Difficult temperament - Fussier, more difficult to soothe
Anxiety 
Delayed language acquisition
More interrupted sleep
Decreased sensitivity to facial expressions
Decreased play and exploratory behavior
Cognitive delays  - Symptoms of neurological delays at 6 months
Avoidant (fewer positive facial and vocalizations with their mothers)
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PPD is leading cause of toxic stress

Importance of toxic stress from ACE study

• Key cause of intergenerational transmission of heath risk and disparity

• Adverse Childhood Experiences (ACEs) are the most basic causes of adult 
health risk behaviors, morbidity, disability, mortality, and health care 
costs.

Toxic stress occurs when absence of social-emotional buffering 
such as with PPD

Felliti et al, 2005
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Treating maternal depression is associated with improved 
depression and other disorders in her child

Pilowsky et al. 2008, Am J Psychiatry.  Forster et al. 2008, J Clin Adolesc Psychol.   

STAR*D-Child :  151 mother-child pairs in 8 primary care and 
11 psychiatric outpatient clinics across 7 regional centers in 
the US

“Continued efforts to treat maternal depression until
remission is achieved are associated with decreased 
psychiatric symptoms and improved functioning in the 
offspring.”

Treating Mother-Child Dyad shows promise of even better 
child outcomes.

Presenter
Presentation Notes
Treating a mother’s depression is associated
with improvement of depression
and other disorders in her child.24
The STAR*D–Child (Sequenced Treatment
Alternatives to Relieve Depression–
Child) project is a study that began
in December 2001 and followed
151 mother-child pairs in 8 primary
care and 11 psychiatric outpatient clinics
across 7 regional centers in the
United States. The children were assessed
every 3 months. The researchers
concluded that “continued efforts
to treat maternal depression until
remission is achieved are associated
with decreased psychiatric symptoms
and improved functioning in the
offspring.”24,25


THE ROLE OF THE PRIMARY CARE
PROVIDER
Many experts see a role for primary
care practices in screening for depression,
in general, and specifically
for postpartum depression. 

The 1999
report of the Surgeon General on mental
health,26 the 2000 report of the Surgeon
General’s Conference on Children’s
Mental Health,27 and Bright
Futures guidelines28 call for early identification
and treatment of mental
health problems and disorders. In a recent
policy statement, “The Future of
Pediatrics: Mental Health Competencies
for Pediatric Primary Care,” the
American Academy
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Perinatal depression is under-diagnosed and 
under-treated 

Carter et al. (2005). Australian and New Zealand Journal of Psychiatry, 39(4), 255–261; Marcus et al. (2003). Journal of 
womens health 2002, 13(1), 373–380. Smith et al. (2009). General hospital psychiatry, 31(2), 155–62. 
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Barriers to Treatment
Patient Provider Systems
Lack of detection Lack of training Lack of integrated care
Fear/stigma  Discomfort  Screening not routine
Limited access Few resources Isolated providers

Women do not 
disclose symptoms 

or seek care

Underutilization 
of Treatment

Unprepared providers, 
With limited resources

Poor Outcomes
www.chroniccare.org

Presenter
Presentation Notes
In our pilot work, we found that barriers occurring at the patient, provider, and systems-level prevent perinatal women and obstetric providers from addressing depression. While the majority of obstetric providers want to address depression,17,18 fear of liability, discomfort, and lack of knowledge/resources present barriers. These barriers are magnified by stigma, fear, and discomfort among mothers.19 There is a critical need to develop and test new approaches that can be broadly disseminated in low resource real-world settings.20

Barriers exist on multiple levels:
Individual-level barriers
Provider-level barriers
Systems-level barriers
Policy-level barriers

Never underestimate the concerns of a woman about:
Concerns of being judged as a mother
Stigma – Shame & Guilt – The BIG THREE
“this is supposed to be the happiest time in my life”
Shame of being perceived by others as a failure or “bad mother”
Concerns about losing parental rights

Provider level barriers:
Insufficient training 
Lack of experience in mental health assessment
Lack of time for assessment and referral
Limited mental health resources
Little system-wide support

System level barriers:
Limited training among mental health providers
Limited mental health resources
OB and mental health care not integrated
Lack of collaboration with mental health providers
Policies

Policy barriers:
Insurance coverage for services
Universal recommendations and policies 
Leadership
Legislation
Cost of pilot testing, research and implementation
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Optimizing perinatal mental health could break the 
transgenerational impact of maternal depression
Generation 0 Childhood 
impact
Maternal depression  

Generation 1 
Childhood impact 

Maternal depression 
Generation 2
Childhood impact

Maternal depression 
Generation 3 
Childhood impact

Maternal depression 
Generation 4 
Childhood 
impact

Maternal 
depression 

Adapted from slide created by Allain Gregoire, DRCOG, MRCPsych

Presenter
Presentation Notes
Untreated PPD has negative consequences: poor parent-child interaction; parent disengaged, withdrawn; 
Untreated PPD has negative consequences for the infant: delays in cognition, social-emotional and language development; abuse and neglect; inability to sustain breastfeeding; risk for later mental health and substance use disorders
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The perinatal period is ideal for the detection and 
treatment of depression

80% of depression is treated by 
primary care providers

Regular opportunities to screen 
and engage women in treatment 

Front line providers of all types  
have a pivotal role

Presenter
Presentation Notes
But here is what we know:
Burden is well-established
Regular contact with health providers
Regular opportunities to screen and engage women in treatment 
Safe, simple screening tools exist – EPDS
Effective treatments for PPD exist
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US Preventive Services Task Force January 2016

Grade B recommendation for post partum 
depression screening by PCPs

Mandates payment by private payers for  
screening under Affordable Care Act

Adequate  evidence that programs combining 
depression screening with adequate support 
systems in place  improve clinical outcomes 
for pregnant and postpartum women.
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CMS May 2016 Informational Bulletin to all state 
directors:

Clarifies that since maternal depression screening is for the 
direct benefit of the child, state Medicaid agencies may allow 
such screening to be claimed  as a service for the child as part of 
the EPSDT benefit

State promotion and training of Medicaid providers to 
implement this are eligible for medicaid administrative 
matching funds
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Transforming obstetrical and pediatric practice to 
include depression care could provide a solution 



In 2010, Massachusetts passed a Postpartum 
Depression Act

PPD Commission

PPD Screening Regulation
(if screen must report CPT 
S3005, 0-6 months)

MCPAP for Moms Funding
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Presenter
Presentation Notes
Established a PPD commission to strengthen PPD support programs in the state, including treatment, screening and public-awareness efforts

Massachusetts DPH is creating a 
PPD regulation that states:
If you screen you must report it using CPT code S3005   (0-6 months post partum)

Specifically didn’t mandate screening because we don’t have evidence that it works and its too early to do it. 
legislation increased the funding for MCPAP 



Education
Care 

Coordination
855-Mom-

MCPAP
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Presenter
Presentation Notes
MCPAP for Moms has 3 components
Training (face to face and webinars) 
Toolkit (website –links to other resources and you can refer women to website)
Phone line provides - Care coordination and real time perinatal psychiatric expert guidance




Telephone Consultation

Obstetric 
providers/ 
Midwives

These practices 
are enrolled.

Family Medicine Psychiatric 
providers

Primary care 
providers 

Pediatric 
providers
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Presenter
Presentation Notes
Patient consultations are for licensed independent prescribers. We do not prescribe for patients – the goal of the patient consult is to help triage the patient and decide whether this is a pt you can manage with our help, or if this is someone who needs to be seen by a psychiatric provider, or, if it’s unclear, but it seems that the patient is likely someone who will be able to be managed by the primary care provider, we can see the patient for a one time consultation. 
If appropriate we can also help out with care coordination after a patient consultation. 



1-855-Mom-MCPAP 

Telephone 
Consultation
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Works like the MCPAP we are used to!

Presenter
Presentation Notes
After a patient consultation, depending on what we decide in the consultation, we can get the care coordinators involved to help with referrals to therapists, and linkage with community resources. 
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What can you do?

Screen for PPD!!

Presenter
Presentation Notes
Adoptive parents have similar rates of depression as birth parents during the postpartum period.9,10 
 
MCPAP for Moms encourages all pediatric providers to screen for postpartum depression in:
mothers and fathers of infant patients during well-child visits; and
pregnant or postpartum women (teens) receiving primary care from a pediatric provider.




SWYC/MA (Massachusetts Survey of Wellbeing of Young 
Children)

OR
EPDS or PHQ-9 
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Download SWYC/MA at www.MCPAP.org

Within 
first 

month
2 

month visit
4 

month visit 
6 

month visit 

Presenter
Presentation Notes
Screening in pediatrics

http://www.mcpap.org/


26



Baby Blues Depression

≤ 2 wk

Mood lability

High emotionality

≥2 wks

Guilt, feeling worthless

Suicidal thoughts

Impacts functioning
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Presenter
Presentation Notes

Baby blues– self limited (a week or less), mood lability, excess emotionality (e.g. crying in response to TV commercials)


Depression– guilt or feeling worthless, gloomy thoughts, low self esteem, suicidal thoughts, low mood, impacts functioning
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History of Depressive Episodes #1 Risk Factor for 
Relapse During Perinatal Period

Other risk factors:

◦ Personal history of postpartum depression

◦ Family history of postpartum depression

◦ History of hormonal mood changes
◦ PMS/PMDD
◦ With hormonal contraceptives
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Other Risk Factors

Personal history of depression (#1 factor)

Poverty (up to 25% risk)

Substance Use

Domestic Violence

Family history of depression

History of mood changes related to hormonal changes (e.g. 
hormonal contraception, PMS/PMDD)

Isolation

Infant colic



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

4% risk of infanticide with postpartum 
psychosis

30

Presenter
Presentation Notes
Occurs in 1-2 per 1000 women
>70% appears to be a presentation of bipolar disorder. Bipolar women at very high risk of PPP
Onset 24hrs – 3 weeks postpartum
Rapid mood swings, insomnia, obsessive thoughts
Delusions, hallucinations, impaired reality testing. Delusions involving infant are common
Shifting mental status , disorientation, confusion, disorganized behavior
High risk of suicide and/or infanticide

Psychiatric emergency – needs evaluation immediately, do not leave woman alone
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Modifier U3  Modifier U4 

Screening is reimbursed once during pregnancy and 
once postpartum for MassHealth patients 

Use Code S3005

• Behavioral health 
need is identified

Use Code S3005

• No Behavioral 
health need is 
identified

Presenter
Presentation Notes
OCD vs psychosis



Source: Cox, J.L, Holden, J.M., and Sagovsky, R. 1987. British Journal of Psychiatry 150:782-786. Source: K.L. Wisner, B.L. Parry, C.M. 
Piontek, Postpartum Depression N Engl J Med vol. 347, No 3, July 18, 2002. 

EPDS scores range 0 - 30
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• Depression unlikely< 10

• Possible depression ≥10

• Probable depression ≥ 13



Score suggests depression

Perform a brief assessment of risk

Practices with co-located behavior health 
clinicians may want their clinician to do this task

Refer parent to previous mental health provider 
if there is one

EPDS or PHQ-9 ≥10

33



Refer to parent’s local emergency service.  For 
MassHealth members, contact local Emergency 
Services Program at 1-877-821-1609.

As best as possible, mom and baby should have 
someone else in room at all times

34

If there is a positive score on the self-
harm/suicide question…
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History of suicide attempt

High lethality of prior attempts

Recent attempt 

Current plan 

Current intent

Substance use

Lack of protective factors 
(including social support)

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 

Presenter
Presentation Notes
Maternal suicide is rare but you should be prepared to assess – remember, you can call us!

Risk factors
Personal history of suicide attempt
Severe depression
Family history of suicide
Substance abuse
Social isolation
Male gender
Access to lethal means
Chronic medical illness
Recent loss
Parental loss during childhood
Caucasian and Native American

Protective factors
Religious beliefs
Family who would be upset
Dependent children
Female
Resourceful in past
Support/family wants to help 
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Low risk High risk 

Risk of harm to baby

OCD/anxiety

• 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

Presenter
Presentation Notes
OCD vs psychosis



Give mom info about community resources/support groups.   Order 
MCPAP for Moms resource cards.  Refer to website, 
www.mcpapformoms.org.

Provide names of mental health providers in area who treat PPD. 
Call MCPAP for Moms (866-666-6272) for list of providers.  
Helpful to know insurance when calling.

Refer and with consent notify parent’s PCP/OB for monitoring and 
follow-up.  PCP can call MCPAP For Moms with questions.  
“Close the loop.”

EPDS or PHQ-9 ≥10 but < 13
or

Parent seems able to manage on their own

37

http://www.mcpapformoms.org/


Call MCPAP for Moms (866-666-6272) for 
consultation and care coordination.

Parent does meet any of above criteria
or

You are concerned about safety

38



You will most likely only be with one parent when 
a screen is positive

If parent alone or feeling alone, higher risk of 
suicide

Seek parent’s permission to notify natural support

Screen for domestic violence

Engage Natural Supports

39
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Education about various treatment and support 
options is imperative 

Presenter
Presentation Notes
Transition to treatment, meds, therapy, groups, etc. Engage women in treatment and destigmatize it 



Linkages with support groups and community 
resources 

Support the wellness and mental health of 
perinatal women

42

Presenter
Presentation Notes
Statewide MCPPP/MCPAP for Moms leadership has an understanding that screening alone will not be enough.  Linkages with local resources are critical.





Can refer moms to www.mcpapformoms.org
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Presenter
Presentation Notes
Can refer mom’s to website. 


http://www.mcpapformoms.org/


Case of Ms. Y

44

Presenter
Presentation Notes
Point: Don’t stop meds that are working!
Who can you call? What can you do? Engage natural supports
Hand out cards 
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Addendum:  

Psychotropic Medications and Lactation
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No choice is completely free of risk

Need to balance and discuss the risks and benefits of 
medication treatment and risks of untreated depression or 
other mental illness. You can always call MCPAP for Moms.

Presenter
Presentation Notes


Women may consider the continuation of a  psychotropic during pregnancy, or if a new episode develops, the initiation of a psychotropic medication during pregnancy.
Risk : Benefit analysis
The risks of untreated mental illness on the mother and fetus
Benefits of psychotropic treatment of mental illness for the mother and infant
*Risks of psychotropic exposure to mother and fetus
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Mild depression

No suicidal ideation

Able to care for self/baby

Engaged in psychotherapy

Depression has improved with psychotherapy 
in the past

Strong preference and access to 
psychotherapy 

Moderate/severe depression 

Suicidal ideation

Difficulty functioning caring for 
self/baby

Psychotic symptoms present 

History of severe depression and/or 
suicide ideation/attempts

Comorbid anxiety 

Meds not 
indicated

Meds 
indicated 

Medication 
Assessment 



Breastfeeding generally should not preclude 
treatment with antidepressants

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

49

Presenter
Presentation Notes
Consider:
Diagnosis, past psychotropic med history of mother
Side effect profile
Dose drug as low as possible as long as efficacious in mom

Clinical monitoring of infant is preferred over infant serum levels, since association between the two is not clear.

Pedi Before initiating maternal treatment, pediatric evaluation should be done to evaluate: baseline behavior, sleep, feeding and alertness.




Antipsychotic use should not preclude the 
possibility of breastfeeding

Quetiapine, olanzapine, risperidone < Typicals

*Use what has worked in the past, considering reproductive data. 
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Safer Higher 
Risk

Antidepressants Carbamazepine Lithium
Antipsychotics Valproic Acid

Lamotrigine

Breastfeeding

51
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Infant monitoring is needed during lactation for certain medications

Drug Infant Monitoring

Carbamazepine CBZ level, CBC, liver enzymes

Valproic acid VPA level (free and total), liver enzymes, platelets

Lamotrigine Rash, liver enzymes, lamictal level 

Lithium BUN, CRE, TSH, CBC

Typical antipsychotics Stiffness, CPK

Atypical 
antipsychotics

Weight, blood sugar

If in doubt, call MCPAP for Moms!



In summary, our aim is to promote maternal and 
child health by building the capacity of front line 
providers to address perinatal depression
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Thank you!
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Call 1-855-Mom-MCPAP
www.mcpapformoms.org

Nancy Byatt, DO, MS, MBA, Medical Director
Nancy.Byatt@umassmemorial.org

Leena P Mittal, MD, Associate Medical Director
lmittal@bwh.harvard.edu

Yami Sanon, BA, Program Coordinator
Yamiley.Sanon@beaconhealthoptions.com

John Straus, MD, Founding Director
John.Straus@beaconhealthoptions.com

Copyright © MCPAP for Moms 2016 all rights reserved. Authors: Byatt N, Ravech M, Straus J. 
Funding provided by the Massachusetts Department of Mental Health and Commercial 

Insurers.
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