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Wednesday, June 19, 2019
12 pm Eastern

Dial In: 888.863.0985 
Conference ID: 2775076
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Speakers

Claire Brandon, MD
Board Certified Adult Psychiatrist
Consultation Liaison Psychiatry
Public Psychiatry
New York City, New York

Randi Delirod, MA, LMSW
Behavioral Health Clinician
Mental Health Service Corps
New York City, New York
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Disclosures

 Claire Brandon, MD has no real or perceived conflicts of 
interest.

 Randi Delirod, MA, LMSW has no real or perceived 
conflicts of interest.
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Objectives
 Review the importance of collaborative care in maternal 

mental health, i.e. among obstetric providers, 
psychiatrists, and social workers 

 Discuss approaches to maternal mental health screening 
and medications

 Consider important next steps when test results come 
back positive for perinatal/postpartum depression and 
anxiety

 Explore strategies for providing personalized care to every 
woman, including in cases of trauma
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Collaborative Care in the Ob/Gyn Setting

Ob/Gyn

Modified from APA Collaborative Care
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Collaborative Care in the Ob/Gyn Setting

Types of patients seen:
• PTSD
• Post-partum Depression
• MDD and PDD
• GAD
• Personality disorders

Rationale behind Collaborative Care:
• In studies done by UW AIMS center 50% or greater improvement. 
• 50% of patients were already on antidepressants and not improved.
• Likely secondary to the team approach, offering of medication and 

psychotherapy, and collective responsibility for the patient’s care. 
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Depression in the Ob/Gyn Setting
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Screening for Depression in 
Pregnancy/Postpartum/Gynecology 

PHQ9/GAD7

Edinburgh Scale

Checking in on patients with: 
• Abnormal Pap +/- Cervical cancer
• PCOS
• Reproductive Issues (IVF Screening) 
• STDs
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Free Screening Tools

PHQ-9

Edinburgh Screening GAD-7
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 Mild to Moderate: Psychosocial intervention including 
psychotherapy (PHQ-9 <10)

 Moderate to Severe: Psychopharmacological  (PHQ-9 >10)
• General issues- Ideal nutrition, mother-infant bonding, sleep deprivation
• Major issue for moms: Breastfeeding
• SSRIs

Management: What to do Next
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Management: What to do Next

 Prevention is important!

 Speak with patient/have a reproductive psychiatry consult 
and plan in place prior to pregnancy

 Ideally maintain patient on medication that worked for them 
before, with the exception of Depakote. 

 Mono-therapy if possible 

 Utilizing medications we have more information about to be 
safe in both pregnancy and breast-feeding
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Quick Take - SSRIs in Pregnancy

Zoloft - Long term safest in pregnancy and breastfeeding
Prozac - Safe in pregnancy

Lexapro - Not expected to have issues
Celexa - Not expected to have issues

Paxil - Not safe: Switch to another SSRI (of note, this would be a 
good consult or call to me)
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SNRIs (Cymbalta/Effexor) - Data is mixed, likely better to use an 
SSRI unless patient has only ever benefited from this

Mirtazapine - Not expected to have congenital issues in pregnancy, 
but limited data in breastfeeding. Can be helpful in hyperemesis 
patients with low appetite and insomnia. 

TCA/MAOI - Data suggests malformations in animal studies

Quick Take - Other Antidepressants
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• Postpartum psychosis is a medical emergency. 

• The woman should be managed in conjunction with a 
psychiatrist, usually inpatient.

• While she is psychotic:

• The woman will not be able to care adequately for herself or her baby

• She should be hospitalized until stable.

• Most women with postpartum psychosis will not be able to continue 
breastfeeding their infants. 

Postpartum Psychosis: Brief Take
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 Antipsychotic medication

 Mood stabilizers and antidepressants as needed

 Electroconvulsive therapy — If the patient cannot tolerate or does not respond 
to antipsychotic medication and/or mood stabilizers, ECT therapy may be 
indicated. ECT is particularly useful:

• For severe depression where psychotic symptoms are present. 
• In acute mania where agitation poses serious risks. 
• In mothers who are at a risk for suicide or infanticide. 

 Up to 79.7% of postpartum psychosis patients remain in sustained remission

Postpartum Psychosis: Brief Take
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Postpartum Psychosis: Brief Take

 Second Generation Antipsychotics 
• Less information than we have about SSRIs
• Risk of elevated BMI in women

• Gestational Diabetes
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Management Pearls
 Limited data on pharmacotherapy to prevent relapse of PPD

 Randomized clinical trials looking at antidepressants for preventing PPD in 
nondepressed mothers with h/o PPD → discordant results

When relapse risk high, may be prudent to resume pharmacotherapy 
immediately after delivery with agent to which the woman previously responded

 Consider resuming meds in 3rd trimester to reduce risk of postpartum relapse

 Higher medication dose often needed in 3rd trimester due to increased plasma 
volume and change in hormone levels

 In women at higher risk, initiate treatment upon identifying even mild 
postpartum mood changes
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Trauma History Safety 

 Triggers in Delivery
 Triggers in Breast Feeding
 Pearls in Breast Feeding Psychopharmacology 

• Breastfeeding while on lithium is not recommended. 
• Valproate, carbamazepine, SSRIs considered compatible with 

breastfeeding
• Data on other medications including antipsychotics is limited. 
• Some women will only take their medications if they are allowed to 

breastfeed. In these cases, the benefits may outweigh the risks of untreated 
illness.
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Depression in the 
Ob/Gyn Setting
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Postpartum Recommendations
More frequent check ups postpartum if there were 

screening concerns:
• Loss of the OB contact 
• Elevated PHQ9/EPDS
• History of Postpartum Depression
• Difficulty bonding to the baby (Randi)
• Complications in pregnancy 
• Sleeping Screening
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Creating a Secure Setting in an 
Insecure Environment 

 Calling 911 (Keeping the patient calm)

 Suicide risk assessment/Safety planning

 Support network

 Weapons

 Developing a List of Resources
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Q&A Session 
Press *1 to ask a question

Please note: this teleconference is being recorded. 
Comments from speakers and participants will be 

live on the website shortly.

You will enter the question queue
Your line will be unmuted by the operator for your turn 

A recording of this presentation will be made available on our website: 
www.safehealthcareforeverywoman.org 

http://www.safehealthcareforeverywoman.org/
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Click Here to Register

Next Safety Action Series
When Childbirth is Deadly: Institutional 

Programming to Address Racial Disparities
July 9

2 pm Eastern

Lea A. Porche, MD
Assistant Professor

Obstetrics & Gynecology
Eastern Virginia Medical School

Debi Bucci, DNP, MSN, RN
Manager

OB Safety Program at 
Sentara Healthcare

https://safehealthcareforeverywoman.org/registration/

	Safety Action Series
	Slide Number 2
	Disclosures
	Objectives
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	Slide Number 22
	Slide Number 23
	Slide Number 24

