PAS and Maternal Mental Health

Psychosocial Support: Resources for PAS Patients, Families & Providers

Nicole Cirino MD, IF, CST, PMH-C Lisa M. Noll, Ph.D., IMH-E, PMH-C

Reproductive Psychiatrist Licensed Psychologist

Professor Division of Psychology

Director, Division of Reproductive Psychiatry Department of Pediatrics
Department of Obstetrics and Gynecology Baylor College of Medicine

Baylor College of Medicine/ Texas Children’s Hospital




No Relevant Financial Disclosures
or Conflicts of Interest



The Women’s Place — Center for
Reproductive Psychiatry



Learning Objectives

v'Describe the common mental health disorders that may present in
women with PAS.

v'Describe common themes across the perinatal period in women with
PAS.

v'Recognize Implications for care during the perinatal period and
beyond.

v'Recognize the symptoms of Perinatal PTSD

v'Access current state and federal resources designed to help obstetric
providers with treatment and referrals of perinatal psychiatric
conditions.



Preventable?

History of
Depression
75%

Past or
current
substance
abuse: 66%



Maternal Experience with PAS:
Common Themes

Perinatal mental health sequelae of PAS disorders

Stage of Perinatal Care Mental health sequelae arising from
PAS

Antepartum — length of weeks before Depression, anxiety, rumination, guilt,

delivery grief

Intrapartum — time of delivery PTSD, birth trauma, life-threatening
experience

Postpartum — weeks to years after Depression, anxiety, PTSD,

delivery disempowerment, loss of identity

Ayalde, Epee-Bekima, Jansen et al., 2023



Perinatal Mood and Anxiety Disorders
(PMADs)

Large spectrum of diagnoses and severities
Cross socioeconomic, racial, and ethnic lines
Diagnoses:
Baby blues
Antenatal depression
Adjustment Disorder
Postpartum depression
Perinatal anxiety
OCD
PTSD
Panic Disorder
Tokophobia
Postpartum mania/hypomania
Postpartum psychosis



Implications of Untreated PMADSs

e Fewer prenatal visits

 Inadequate maternal weight gain/poor nutrition
® Poor maternal self-care

e Possible substance use

e Intrauterine growth restriction

Obstetrical « Miscarriage
Comp|lcatI0nS ® Preeclampsia

e Preterm labor and birth

e Low birth weight
N eon ata I e High levels of reactivity

¢ Disorganized sleep patterns

OUtcomeS e Difficult temperament

e Physical and psychological unavailability

. e Limited sensitivity toward infant’s needs
Pa re ntl ng e Overly sensitive and reactive parenting (anxiety)
¢ Impaired bonding




Mental Health Symptoms and
Diagnoses during the Perinatal Period in
Women with PAS

e PAS diagnosis is a major life stressor that can contribute to psychiatric co-
morbidity.

e  Significant association between PAS and PTSD and symptoms of depression
and anxiety.

*  Mothers with antenatal diagnosis of PAS more likely to experience PTSD
symptoms and meet threshold for diagnosis compared to women with
uncomplicated cesarean sections.

*  Majority of women express a negative memory, driven by fear of death
e Sexual dysfunction well known dysfunction has mental health implications

e Quality of Life

e  physical functioning, role functioning, social functioning and
pain at 6 months postpartum

e  Energy/fatigue, emotional well-being, social functioning and
pain at 12-months postpartum

e  Physical and social functioning at 36-months postpartum

Ayalde, Epee-Bekima, Jansen et al., 2023; Flanagan & Troup, 2022; Grover, Einerson, Keenan
et al., 2020; Michelet et al., 2015; Shainker, Cornely, Astake et al., 2022; Tol et al., 2019; Zaat
etal., 2018



Themes of Women with PAS:
Diagnosis to Postpartum

* Pregnancy
* ‘It’s not until you are told’
* ‘Sad but safe’
e ‘Relying on others can be unbearable’
e Living with PAS
* Lack of knowledge
e Experiences of care and planning for birth
e Coping with uncertainty
e Getting on with it
* Emotional Toll

Bartels, Horsch, Cooney et al., 2022; Bartels, Mulligan, Lalor et al., 2020



Themes of Women with
PAS

e Delivery/Birth
e ‘fear of dying’
*  ‘no one believed | could be in so much pain’
* A traumatic experience
e Saying goodbye
* Experiencing trauma
e Witnessing trauma (by fathers)
e Feeling safe in the hands of experts
e Safety in expert team
e Relief at surviving

e Postpartum
* ‘It’s not all over when you go home’

Bartels, Horsch, Cooney et al., 2022; Bartels, Mulligan, Lalor et al., 2020



Implications for Care:
Perinatal Period and Beyond

e Early recognition of distress and symptomatology recommended
at all stages of perinatal care.
e Integration of mental health services in care of women with PAS
e Beginning at time of diagnosis and offered/available
throughout care
* Consideration of the postnatal journey

*  Physical recovery, emotional impact of surviving a birth
with risk for maternal mortality, uncontrolled pain,
changing identity and irrevocable infertility; impact on
relationships; challenges with care (antenatal vs.
postpartum)

* Fathers
e Want mental health support
e Want to be empowered to ask for help

e Want dedicated time to be with birthing mother
on day of delivery

o Avalde, Epee-Bekima, Jansen et al., 2023; Bartels, Horsch, Cooney et al., et al., 2022;
Goulding, Casey, Reed et al., 2022; Javadifar et al, 2023



Mental Health Intervention
in the Management of PAS

e Mental health intervention during antepartum

* Foster hope and resilience toward potential outcomes,
address negative cognitions and false beliefs about dx

e Coping strategies and prepare for what to expect

e  Establish a mental health support for follow up care if
needed

e  Psychopharmacology for moderate to severe symptoms
* Mental health intervention during intrapartum

e Symptoms of re-experiencing addressed through
Trauma Focused interventions, personal identity, loss,
and posttraumatic growth.

e Medical management including shared decision making
as appropriate

Ayalde, Epee-Bekima, Jansen, 2023; Bartels, Horsch, Cooney et al.,

2022; Bartels, Mulligan, Lalor et al., 2020; Einerson, Watt, Sartori et
al., 2011



Mental Health Intervention
in the Management of PAS

Mental health interventions in postpartum

. Treatment of depressive and posttraumatic symptoms
through model of Trauma Informed Care

e  Coherence of multidisciplinary team

. Psychological flexibility reduces trauma symptoms in
postpartum PTSD associated with PAS

. Intervention for mother-baby (e.g., Child-Parent
Psychotherapy) given birth trauma

Ayalde, Epee-Bekima, Jansen, 2023; Erickson, Julian, Muzik, 2019;
Flanagan, Troup, 2022; Sachdeva, Nagle, Gopalan et al., 2022;



Diagnhoses and Treatment
of Perinatal PTSD




Prevalence of Perinatal PTSD

Prevalence of PTSD @ 6
weeks post-partum  2-6%

Prevalence of PTSD @ 6 months
post-partum 1.5%

General pop. who develop PTSD
after a trauma 20%

Grekin and O’Hara 2014

e High risk perinatal population 15%



Risk Factors for P-PTSD

Maternal Risk Factors

Pre-existing psychiatric
condition

Prior traumatic experiences -
CSA

Trait anxiety
Nulliparity

Unplanned pregnancy
High risk pregnancy

L and D related Risk Factors:

Objective:

e Preterm delivery

e Emergency c-section
* Instrumental delivery

Previous postpartum
hemorrhage

e Postpartum hemoglobin <9 g/dI

Subjective:

Uncontrolled pain

High level of fear for self or baby
Perceived lack of control

Perceived lack of support from
partner and/or staff

AN NI NN

Sentilhes et al. (2017):



PTSD criteria: symptoms must be present for >1 month
*Acute Stress Disorder 3 days -1 month

A) Exposure to actual or threatened death, serious injury or sexual violence
* Toyouor aloved one (such as the baby)
e Repeated exposure to others’ trauma (first responders, doctors, medical or social workers)

The person’s response involves intense fear, helplessness, or horror

B) Intrusive symptoms
intrusive images of emergently being rushed to the operating room for CS or PPH
vaginal bleeding, crying of her baby, doctors faces, skin to skin

C) Avoidance

not attending appointments at the hospital where the birth took place
avoiding the infant
D) Negative cognitions
self-blame for a perinatal outcome
foreshortened future
E) Alterations in arousal and reactivity

*casy startling when the baby cries
*insomnia and anxiety that baby is not alive



Posttraumatic Stress  Sometimes things happen to people that are unusually or especially frightening, horrible,
C Disorder [PC—PTSD—5:I or traumatic. For example:
»

A serious accident or fire

* A physical or sexual assault or abuse

* An earthquake or flood

&  Awar

* Seeing someone be killed or seriously injured

* Having a loved one die through homicide or suicide
Have you ever experienced this kind of event? Please circle the response that indicates your answer: 0 NO 1 YES
If NO, you are finished. Thank you for completing this survey! If YES, please continue: If NO, score is 0
In the past month, have you...
have had nightmares about the event(s) or thought about the event(s) when you did not want to? 0NO 1 YES
tried hard not to think about the event(s) or went out of your way to avoid situations that reminded you of 0NO 1 YES
been constantly on guard, watchful, or easily startled? 0NO 1 YES
felt numb or detached from people, activities, or your surroundings? 0NO 1 YES
felt guilty or unable to stop blaming yourself or others for the event(s) or any problems the event(s) may 0NO 1 YES

Number of YES responses

Scoring: If the first item response is NO, the score is 0. If the first item response is YES, sum the number of YES for the last five guestions. A
score =3 indicates a positive screen for PTSD. Use page 21, “PTSD" section to consider treatment options. Consider administering the PCL-C
in the Supplemental Materials.

Done! Thank you for completing this questionnaire!



Interventions after Perinatal Trauma

We remember trauma less in words
and more with our feelings and our

1. Acute: <7 days. Low light, don’t force debrief,

bodies

educate. [van der Kolk & Flsler, 1935]
Brain scan
2. Subacute: 2 weeks — 6 months esarch shows
- . rehembera
a) PTSD screen at 2-6 week visit and referral if  vaumaic evn
positive. e fonalloes
L . . R nrindiran
b) Debriefing: Reintegration b fsings g
driven 1o action,

e Fill in details to help them process.
* Interpersonal validation, empathy.
e Educate on trauma response.

c) Medication intervention e

Limbic
System

Emotionsl _y >AMygdala

e SSRI (adjunctive Prazosin, Propanolol)
3. Chronic: > 6 months

i . The reptilian braln reacts instinctively to the
e Exposure therapy and medication SIROTSL . Haruenae ™

lense, We either speed up or shut down.

Cirino, N Knapp Obstetrics and Gyn Survey 2019

The limblc
system responds
to memaries with
increased activity,
especially in the
amygdala, the
brain's and
emational memory
center. The
amygdala “sounds
the alarm™ as il we
were in danger
right now.

Copyright 2009 Janma Fidher, PRI



ACOG Caring for Patients Who Have Experienced Trauma
Committee Opinion April 2021

In addition to best practices for treating trauma, The Obstetrician Familiar with
on incorporate practices of the trauma-informed model of care

Recognize the effect of trauma on patients AND the health care team

Implement Universal screening for current trauma and a history of trauma

Trauma-informed Care:

“a strengths-based service delivery approach that is grounded in an understanding of and
responsiveness to the impact of trauma, that emphasizes physical, psychological, and emotional safety
for both practitioners and survivors, and that creates opportunities for survivors to rebuild a sense of
control and empowerment”

Table 1. Four C's—Skills in Trauma-Informed Care

Calm Pay attention to how you are feeling while caring for the patient. Breathe and calm yourself to help model and promote
calmness for the patient and care for yourself.

Contain Ask the level of detail of trauma history that will allow patient to maintain emaotional and physical safety, respect the time frame
of your interaction, and will allow you to offer patients further treatment.

Care Remember to emphasize, for patient and yourself, good self-care and compassion.

Cope Remember to emphasize, for patient and yourself, coping skills to build upon strength, resiliency, and hope.

Modified from Kimberg L, Wheeler M. Trauma and trauma-informed care. In: Gerber MR, editor. Trauma-informed healthcare approaches: a nuide for primary care. Cham,
Swizerland: Springer; 2019. p. 25-56.



Perinatal Mental Health Resources



Perinatal Psychiatry access network
(Peripan)

* PeriPAN is available for any
provider who sees women
throughout their pregnancy
journey including those:

e Trying to become pregnant
e Currently pregnant
* Post-Partum up to one year

e Live from Monday to Friday from 8
AMto 5 PM
e Voicemails are returned the next

business day or at scheduled
time

e We can help while your patient is
waiting for an appointment, or if
the patient wants to remain in
your care



Illinois DocAssist
University lllinois Chicago

866-986-2778 (Monday -Friday,
9am-5pm CST)

PSI Maternal Mental Health
Hotline
1-833-9-HELPAMOMS



Expansion of Peer Support/ Establishment of 1st Hotline —
Postpartum Support International  postpartum.net




Perinatal PTSD Resources:

Traumatic Childbirth: Cheryl Tatano Beck

Trauma and Recovery: Herman
The Body Keeps the Score: Dessel Van Der Kolk

Resources for patients:

1. Trauma and Birth Stress Resources: http://www.tabs.org.nz/
2. Solace for Mothers: http://www.solaceformothers.org

3. Online Support Groups: http://www.postpartum.net/psi-online-support-meetings/
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