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Abstract

Background: This study aimed to explore clinicians’ perspectives on the current practice of perinatal mood and anxiety
disorder (PMAD) management and strategies to improve future implementation. Methods: This study had a cross-
sectional, descriptive design. A 35-item electronic survey was sent to clinicians (N=118) who treated perinatal women
and practiced at several community clinics at an academic medical center in the United States. Results: Among clinicians
who provided care for perinatal women, 34.7% reported never receiving PMAD management training and 66.3% had
less than |0years of experience. Out of 10 patients who reported psychiatric symptoms, 47.8% of clinicians on average
reported providing PMAD management to | to 3 patients and 40.7% noted that they conducted screening only when
patient expresses PMAD symptoms. Suggested future improvements were providing training, developing a referral list,
and establishing integrated behavioral health services. Conclusions: Results from this study indicated that while PMAD
screening and management was implemented, improvements are warranted to meet established guidelines. Additionally,
clinicians endorsed providing PMAD management to a small percentage of perinatal patients. Suggested strategies to
increase adoption and implementation of PMAD management should be explored to improve access to behavioral health
services for perinatal women.
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example, maternal suicide remains a leading cause of death
in the postpartum period.>' Maternal psychiatric illness
has been shown to increase risk for placental pathology,
fetal growth issues, preterm delivery, disordered attach-
ment, and adverse developmental outcomes.''"'* Additional
negative childhood outcomes associated with maternal
mental illness include emotional and behavioral difficulties,
low levels of cognitive development, and poor physical and
growth development.'*

PMAD management is defined as the provision of
behavioral health assessment and intervention (eg, pharma-
cotherapy and psychotherapy) to perinatal women. Current
recommendations for PMAD management include screen-
ing for symptoms at least once during the perinatal period,
using validated screening measures, increasing frequency
of visits when elevated symptoms are identified, and refer-
ring patients to appropriate pharmacotherapy and psycho-
therapy resources.!>!” These recommendations align with
existing guidelines from the United Kingdom National
Institute for Health and Care Excellence (NICE) on antena-
tal and postnatal mental health'® as well as American
College of Obstetricians and Gynecologists."’

Despite PMAD management guidelines, there is a gap
between these recommendations and the practice of caring
for women living with PMAD.?’ A systematic review
found that only 55% of physicians routinely screen for
PMAD.?! Appropriate, timely screening is necessary to
capture all patients with PMAD symptoms.?> When
PMAD symptoms are elevated, clinicians reported feeling
ill-equipped to initiate further intervention, provided
referrals, or both.?> Although pharmacotherapy and psy-
chotherapy have been shown to be beneficial for women
with PMAD,?*? less than 25% of affected women receive
behavioral health services tailored to PMAD.>%?’
Moreover, while the majority of women preferred psycho-
therapy over pharmacotherapy,?® current estimates show
that 75% of pregnant women with depression are referred
for pharmacotherapy only.?

Barriers to providing PMAD management occur at dif-
ferent levels. Women have reported difficulty disclosing
emotional distress, a desire to handle PMAD on their own,
and limited knowledge of PMAD as factors that reduce
their willingness to participate in treatment.’*’! Limited
insurance coverage is an additional barrier to perinatal
women’s participation in behavioral health services.*?
Moreover, many clinicians perceive PMAD screening as
difficult to carry out in everyday practice and question
whether screening improves outcomes.** One study found
that only 15% of positively screened mothers had evidence
of mental health treatment in their medical record during
pregnancy, with equally low rates of referral to behavioral
health or social services. In the postpartum period, 25% of

positively screened mothers received treatment, and only
2.5% were referred.*

The aims of this study were to characterize clinicians’
PMAD management training, experiences, current prac-
tices, and suggested strategies for PMAD management
implementation. The present study was part of a larger
quality improvement project seeking to advance the deliv-
ery of PMAD management across multicenter community
practices.

Methods

This study utilized a cross-sectional, descriptive design,
using an online questionnaire. This study was conducted at
a not-for-profit academic medical center in the United
States with multiple sites across four states. Practices across
the state of Minnesota, Wisconsin, Arizona, and Florida,
where branches of the medical center were located, were
included in the study. Clinicians practiced in diverse settings
including Family Medicine, Obstetrics and Gynecology,
and Social Work.

The purpose of the questionnaire was to characterize cli-
nicians’ PMAD management training, past experiences,
current practices, and perceived strategies that might
improve the adoption and implementation of improved
PMAD management. Initial questions were generated and
reviewed by the research team. We went through three itera-
tions of the questionnaire. Suggested changes included
adding and removing certain questions and improving
grammatical errors and wordings. Our research team mem-
bers took the survey draft to assure readability after each
iteration. Thirty five questions were included in the ques-
tionnaire. Main sections of the questionnaire included: (1)
demographics and current field of practice; (2) past training
and clinical experiences in PMAD management; (3) per-
ceived comfort to manage psychiatric diagnoses for perina-
tal women; and (4) recommended strategies to support
future PMAD management implementation.

Clinicians practicing in the institution, who reported pro-
viding care to pregnant and/or post-partum (ie, 1year after
delivery) women, were recruited via email and provided a
link to the electronic survey. Two weeks after the first invi-
tation, a second invitation email was sent to clinicians
who had not completed the survey. Clinicians completed
the 10-minute questionnaire via REDcap, an online portal
approved by the institution to distribute survey research.

The study protocol was approved by the institution
Institutional Review Board (IRB #18-011824). Participation
was voluntary and clinicians indicated their consent to par-
ticipate on the virtual survey. Once the questionnaire was
submitted, data was automatically encrypted and transmit-
ted to a secure database on a server hosted within the
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Department of Psychiatry and Psychology. All data were
treated as private and confidential. No participants indi-
cated a wish to withdraw from the study. Descriptive statis-
tics were generated to identify the most commonly endorsed
items. Content analysis was used on the open-ended ques-
tions to identify themes in the data.

Results

The email invitation was sent to 443 clinicians. A total of
201 providers responded to the survey (45% participation
rate). Fifty nine clinicians identified that they did not pro-
vide care to perinatal women and 24 clinicians opened the
questionnaire but did not complete it. Thus, data from 118
clinicians were included in the final analysis (27% partici-
pation rate for completed response).

The final sample included clinicians from Minnesota
and Wisconsin sites. None of the clinicians from Florida
and Arizona sites responded to the survey. Clinicians
came from several disciplines: Family Medicine (N=42),
Obstetrics and Gynecology (N=35), Pediatrics (N=1),
and Social Work (N=40). The majority (N=92; 78%) of
clinicians were women with mean age of 42.8 (SD=9.99).
Table 1 presents further demographic variables.

PMAD Management Training, Experiences, and
Perceived Comfort

Table 1 describes clinicians’ past training and experience
providing PMAD management. The majority of clinicians
reported that they had received formal training, attended a
workshop, or received supervision on PMAD management.
A portion of the clinicians (34.7%) noted that they had
never received any PMAD management training in the past.
Clinicians reported that they were somewhat knowledge-
able (49.2%) or moderately knowledgeable (33.9%) on
PMAD management. A smaller percentage indicated that
they were very knowledgeable (11%) or not at all knowl-
edgeable (5.9%). In terms of past experiences in providing
PMAD management, 66.3% reported having less than
10years of experience.

With regard to perceived comfort, clinicians reported
being somewhat comfortable (39%) or moderately comfort-
able (35.6%) providing PMAD management while a smaller
percentage reported being very comfortable (13.6%) or not
at all comfortable (5.9%). Figure 1 summarizes perceived
comfort to assess and treat different psychiatric conditions.
Clinicians reported feeling most comfortable treating gen-
eralized anxiety disorder, major depressive disorder, and
pregnancy loss. Respondents felt least comfortable treating
eating disorders, psychosis, and schizophrenia among the
perinatal population.

Current Practice of PMAD Management

Table 2 describes current PMAD management practices.
We asked, “Out of 10 patients with PMAD, to how many
women do you providle PMAD management?” Among
respondents, 47.8% reported that they provided PMAD
management to 1 to 3 patients, 20% to 4 to 6 patients, 21.7%
to 7 to 9 patients, and 10.4% to all 10 patients. When asked,
“to what extent do you manage PMAD in your clinical
practice?” most clinicians provided some PMAD manage-
ment with 7.6% noted that they did not provide any PMAD
management.

We assessed the degree to which clinicians conduct men-
tal health screening in their practice. We asked, “How often
do you administer standardized self-report measures?” The
top three selected time points were when patient expresses
PMAD symptoms (40.7%), other (26.3%), and postpartum
only (23.7%). The three least selected time points were all
prenatal visits (5.1%), all prenatal and postnatal visits
(5.9%), and intend to screen but it is not always completed
(7.6%). The top three most commonly used patient reported
outcome (PRO) measures were Patient Health Questionnaire
9-items®® (PHQ-9; 75.4%), Generalized Anxiety Disorder
7-items*® (GAD-7; 63.6%), and Edinburgh Postnatal
Depression Scale®” (EPDS; 41.5%).

Barriers to screening for psychiatric symptoms were
assessed and the top three reported barriers were unspeci-
fied barriers (24.6%), lack of time (22.9%), and no resources
to refer patients with psychiatric concerns (16.9%). Since
“other” was the most commonly endorsed, qualitative
response was further analyzed. Table 3 presents other barri-
ers reported by providers, which include problems with the
selection of PRO measures, institutional barriers, limited
resources to support PRO measures implementation and
PMAD management, patient-level barriers, provider/staff
level barriers, and lack of training.

We further assessed the next steps that clinicians took
when patients reported elevated psychiatric or psychological
symptoms. The top three selected options were, “I provide
further evaluation” (80.5%), “refer to mental health clinic/
agency” (66.9%), and “I provide further treatment” (66.1%).

Suggested Strategies to Improve Future PMAD
Management

Clinicians rated factors that may promote successful
implementation of PMAD management in their clinical
practice (Table 4). The top three facilitators were receiv-
ing PMAD management training (77.1%), receiving refer-
ral list of behavioral health services in the area (67.8%),
and having co-located behavioral health clinicians in their
clinic (67.8%). Furthermore, clinicians were asked to rate
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Table |. Demographics.

Variable N %
Practice site
Mayo Clinic Rochester 8l 68.6
Mayo Clinic Health System (Wisconsin and Minnesota sites) 37 314
Discipline
Obstetrics and gynecology 35 29.7
Family medicine 42 35.6
Pediatrics | 0.8
Social work 40 339
Current position
Midwife 15 12.7
Physician 44 373
Nurse practitioner/physician assistant 16 13.6
Social work 40 339
Other 3 2.5
Gender
Female 92 77.8
Male 25 21.2
Prefer not to answer | 0.8
Age M=42.8; SD=9.99
Ethnicity (mark all that apply)
Caucasian/White (Non-Hispanic) 102 86.4
Black/African-American 3 2.5
Asian/Pacific Islander 2 1.7
Hispanic/Latin-American 3 25
Mixed | 0.8
Prefer not to answer 6 5.1
Highest education
Bachelor’s degree | 0.8
Master’s degree 71 60.2
Doctoral degree or equivalent 4 34
Medical degree 41 347
Other | 0.8
Licensure status
Currently licensed 118 100.0
How many years of experiences do you in in PMAD management?
Less than | year 15 12.9
I-5years 36 31.0
5-10years 26 224
10-20years 25 21.6
More than 20years 14 12.1
What training/experiences have you already had with PMAD management?
| received formal training on PMAD management 49 41.5
| have attended a workshop on PMAD management 25 21.2
| have been supervised in providing PMAD management 31 26.2
| never received any training on PMAD management 41 347
How knowledgeable are you with PMAD management?
Not at all knowledgeable 7 59
Somewhat knowledgeable 58 49.2
Moderately knowledgeable 40 339
Very knowledgeable 13 11.0

(continued)
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Table I. (continued)

Variable N %
How comfortable are you in managing PMAD?
Not at all comfortable 14 1.9
Somewhat comfortable 46 39.0
Moderately comfortable 42 35.6
Very comfortable 16 13.6

100

W Not at all

Percentage of Clinicians

1 Somewhat
B Moderately

| Very

Figure |. Perceived comfort to treat psychiatric and other conditions.

topics to include in future PMAD management training
that would be relevant to their practice. The top three
training topics of interest were PMAD treatment (69.5%),
resources and referrals (66.9%), and screening for psychi-
atric diagnosis (50%).

Discussion

The present study explored clinician perspectives on PMAD
training, assessment, and management and suggests strate-
gies to improve future practice. We support and extend
research on PMAD management by integrating clinician
perspectives across clinical practices where perinatal
women receive health services (eg, family medicine, obstet-
rics and gynecology, pediatrics, and social work). Findings
from this study demonstrate deficiencies in PMAD training
and experience among clinicians involved in perinatal care.
While some clinicians reported receiving a formal training

on PMAD management (41.5%) and had PMAD manage-
ment supervision (26.2%), the rest indicated that they never
received training on PMAD management (34.7%) or only
attended one workshop in the past (21.2%). This suggests
that more than half of clinicians who provide perinatal care
may benefit from receiving further training and supervision
on the management of PMAD.

These findings echo previous reports that clinicians lack
access to training and resources specific to the management
of perinatal mental health concerns.*®“’ The importance of
providing training and supervision specific to the manage-
ment of PMAD is beginning to receive more attention and
has been identified as a critical step toward improving access
to comprehensive care for this patient population.*! Past stud-
ies have noted that many women perceived their clinicians to
be inadequate in this area,*>* highlighting the importance of
implementing routine training in the assessment and treat-
ment of PMAD for improving clinical outcomes.**
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Table 2. Current Practice of PMAD Management.

Variable N %

To what extent do you manage PMAD in your current clinical practice?
Not at all 9 7.6
A little 47 398
A moderate amount 31 26.3
A lot 12 10.2
| provide PMAD management to every patient with elevated depression and anxiety 19 16.1

Out of 10 patients you see with psychiatric/psychological concerns, for how many would you expect to provide PMAD management?
I-3 55 478
4-6 23 200
7-9 25 217
All 10 12 10.4

Do you use any patient standardized self-report measures to assess for depression, anxiety, or other psychiatric/psychological
symptoms? (Mark all that apply)

We do not screen for psychiatric/psychological symptoms 3 2.5
Edinburgh Postnatal Depression Scale (EPDS) 49 415
Patient Health Questionnaire — 9 items (PHQ-9) 89 754
Patient Health Questionnaire — 2 items (PHQ-2) 13 11.0
Mood Disorder Questionnaire (MDQ) 19 16.1
Generalized Anxiety Disorder — 7 items (GAD-7) 75 63.6
PTSD Checklist — Civilian Version (PCLC) 2 1.7
Alcohol Use Disorders Identification Test (AUDIT) 31 26.3
Drug Abuse Screening Test (DAST) 3 2.5
Other 12 10.2
How often do you administer the standardized self-report measures? (Mark all that apply)
When patient expresses PMAD symptoms 48  40.7
Initial visit only 15 12.7
Once each trimester I 9.3
Once between initial visit and postpartum 18 15.3
Postpartum only 28 23.7
All prenatal visits 6 5.1
All prenatal and postnatal visits 7 5.9
After pregnancy loss 17 14.4
Intend to screen, but it is not always completed 9 7.6
Other 31 26.3
What are the barriers to use standardized self-report measures to assess for psychiatric/psychological symptoms? (Mark all that apply)
No time 27 229
No reimbursement 3 25
Low number of patients with psychiatric/psychological concerns 6 5.1
No resources to refer patients with psychiatric/psychological concerns 20 16.9
Do not feel comfortable to assess 3 2.5
Do not have adequate training 10 85
Patients do not like us to ask questions related to psychiatric/psychological concerns 5 4.2
Our practice do not have adequate resources to implement self-report measures (eg, lack of staffing, lack of 9 7.6
electronic health records)
Other 29 246
What steps do you take when patients reported elevated psychiatric/psychological symptoms? (Mark all that apply)
| provide further evaluation 95 80.5
| provide further treatment 78  66.1
Refer to my own services 24 203
Refer to mental health clinic/agency 79 66.9
Refer to individual mental health provider 66 55.9
Refer to hospital social worker 36 30.5
Refer to other type of provider 33 28.0
| do not know what further services are available 0 0

Other steps taken 9 7.6
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Table 3. Qualitative Report of Barriers to Implement PMAD Screening.

Problems with the selection of PRO measures

* Barrier is not having an identified screening tool that is evidenced based
* | desire to use the Edinburgh scale but Mayo is resistant
* Mayo wanting a universal tool and universal practice/implementation

Institutional barriers

* | desire to use the Edinburgh scale but my institution is resistant

* Mayo wanting a universal tool and universal practice/implementation

* System is unclear and | am not in clinic enough

* Social work being utilized only when dismissal planning is needed

*  We have not successfully integrated routine prenatal screenings into our practice

Limited resources to support PRO measures implementation

* Limited resources to manage psychiatric

* Minimal resources with quick timeline to evaluate/treat in behavioral health

* Resources not available in timely manner

* Limited resources for follow up care

* Once behavioral health needs are identified given time constraints for the pregnant woman, it is difficult to motivate the woman to
engage in behavioral health services that often are difficult to access(limited qualified providers)

*  When | screen at increase frequency | am seen as demanding more of nursing staff since “all the other providers are not doing it”
also we cannot even refer internal patients to psychiatrist right now

Patient-level barriers

* Patient does not always complete

* Some patients choose not to complete

* Sometimes patient does not want to complete

*  Once behavioral health needs are identified given time constraints for the pregnant woman, it is difficult to motivate the woman to
engage in behavioral health services that often are difficult to access(limited qualified providers)

* Language barriers

* Patients are sick from medication and radiation so the test is not valid

Provider/staff-level barriers

* Sometimes the CA forgets to give the screen test. No barriers otherwise to screening outside of human error

* Already done by admission nurse

* Nurses not trained to hand out screening at specified intervals

* Lack of education and therefore consistency in screening through support staff

* Desk staff don’t always provide the tools on check in

* No standardized rooming procedure

e Staff not always consistent in giving the screen

*  When | screen at increase frequency | am seen as demanding more of nursing staff since “all the other providers are not doing it”
also we cannot even refer internal patients to psychiatrist right now

» Competing priorities; everyone has their favorite, evidence-based screen or test that needs to be done in 15 minutes

* | prefer to assess and have a conversation

*  Work in domestic violence, not always applicable

Lack of training

* Nurses not trained to hand out screening at specified intervals
e Lack of education and therefore consistency in screening through support staff
* Knowing meds safe for pregnancy and breast feeding
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Table 4. Suggested Strategies to Improve Future PMAD Management.

Variable N %

What resources do you think will facilitate successful PMAD management in your clinical practice? (mark all that apply)
Training on PMAD management 91 77.1
Referral list for external mental health providers 80 67.8
Co-located or integrated mental health providers 80 67.8
A clinical pathway to guide decision making when patients reported elevated psychiatric/psychological symptoms 62 525
Patient education materials (eg, pamphlets, brochures) 66 55.9
Staff support to give measures to patients prior to clinical appointment 41 347
Electronic administration of self-reported measures (eg, using tablet or computer) 33 28.0
Ease of accessing screening results 23 19.5

If you are interested in receiving further training in PMAD management, what topics would you like to learn more about? (mark all

that apply)
Screening for psychiatric/psychological symptoms
PMAD treatment
Resources/referrals
| am not interested in receiving PMAD management training
Other

59 50.0
82 69.5
79 66.9
5 4.2
5 4.2

A notable subset of clinicians (40.7%) reported utilizing
standardized PRO measures only when patients expressed
PMAD symptoms. This finding is consistent with previous
studies describing heterogeneous, and in some cases nonex-
istent, screening for PMAD symptoms.?' These trends sug-
gest that many women in need of behavioral health services
are not assessed and possibly do not receive adequate treat-
ment. Additionally, only a small percentage of providers
reported administering PRO measures at all prenatal visits
(5.1%) which departs from current guidelines recommend-
ing that perinatal women with elevated psychiatric and
psychological symptoms be assessed more frequently.'”

Our findings support the argument for the increased
use of validated measures given that, in the absence of
systematic screening, most women with elevated depres-
sion and anxiety symptoms are not adequately detected
by clinicians.*> An essential next step in the management of
PMAD will be to implement systematic screening practices
to ensure that perinatal women living with PMAD are identi-
fied and connected to adequate care. Moreover, out of
10 perinatal women who expressed PMAD symptoms, about
half of the clinicians (47.8%) reported only providing
PMAD management to 1-3 women. This could yield several
interpretations. First, these clinicians might provide referrals
to external behavioral health services for the majority of
their patients with PMAD symptoms since 66.9% of them
noted that they “refer patients to mental health clinic/
agency.” Though, it is also possible that most women do not
receive adequate treatment or referral, given that current evi-
dence indicates that less than 25% of women with PMAD
receive behavioral health services.??’ Future studies should
explore the extent to which women with PMAD symptoms
receive behavioral health services and the barriers to ade-
quate treatment or referral to external services.

Clinicians across specialties reported a desire to receive
additional training in the assessment, diagnosis, and treat-
ment of PMAD. They also expressed interest in improving
coordination and follow-up of PMAD care through the use
of referral lists detailing multidisciplinary services and
local providers with PMAD treatment experience. Integrated
behavioral health service were also highlighted as a key
systems-level change that would meaningfully reduce barri-
ers to PMAD treatment.

There are a number of limitations that may restrict gen-
eralizability of this study. First, the sample was comprised
of clinicians from one academic health center. Furthermore,
no clinicians from the health system’s Arizona and Florida
sites responded to the survey invitation. This limits the gen-
eralizability of findings to institutions with differing organi-
zational structures, climates, and resources. Furthermore,
our response rate was lower than average at 45% for those
who started the survey and 27% for those who completed
the survey.*® Strategies to improve survey completion
should be considered, which may include engaging leader-
ship and institutional support to encourage research partici-
pation, providing incentive for completing the questionnaire,
and extending data collection time frame to allow for addi-
tional reminders for survey completion.

Conclusion

This study sheds light on the current state of PMAD train-
ing, assessment, and management. While many clinicians
reported having adequate training, experiences, and
endorsed providing some PMAD management to perinatal
women, half of the participating clinicians could benefit
from receiving further training and resources to support
perinatal women with PMAD. Findings indicate the need
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to provide adequate resources such as referral lists and co-
located behavioral health clinicians in practices where
women with PMAD seek care. Our study sets the stage
for additional research on the implementation strategies
needed to effectively advance current PMAD management
practices.
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