
Listening to the Living: 
Innovative Approaches to Perinatal Mental 
Health Care

Emily S Miller, MD MPH
Associate Professor of Obstetrics and Gynecology

Alpert Medical School of Brown University
Division Director, Maternal Fetal Medicine

EmMiller@wihri.org



No conflicts of interest

2



Objectives

Apply best practices toward perinatal mental health 
screening1

Discuss and manage psychopharmacotherapy in pregnancy 
and postpartum2

Identify health services approaches to support 
implementation of mental health care in perinatal settings

3
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Lessons learned



Reflect and 
adapt



Why does someone have to 
die for us to sit together and 
learn? We need to be able to 
listen to the living.

-Kimberly Seals Allers

https://kimberlysealsallers.com/
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I was in a really dark and scary place. I felt 
very alone. As odd as it is, you’re growing a 
human but you feel so isolated at the same 

time. It almost doesn’t make sense…

And I think at that time I didn’t know what I 
needed. So, I think when my [obstetrician] 

mentioned my mental health, that’s 
probably the only way I would’ve known or 
found out or even cared to listen about it. 

(P10)



N=10,000 Wisner K et al. JAMA Psych 2013Wisner KL et al. JAMA Psych 2013

Mentorship:
Send the damn 

email
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pregnancy
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Wisner K et al. JAMA Psych 2013 10
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DSM-IV disorders

Primary Diagnosis

Unipolar depression 70%

Bipolar disorder 23%

Anxiety disorder 6%

Substance use disorder 1%

Other 1%

Wisner K et al. JAMA Psych 2013 12





Screening for 
bipolar 

disorder

MDQ

http://www.dbsalliance.org/pdfs/
MDQ.pdf
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Discussing and initiating 
pharmacotherapy for 
depression or anxiety 
disorders is an important 
component of comprehensive 
reproductive health care and, 
as such, is within the clinical 
scope of ob-gyns.



Treatment 101

• Counseling framework

• Adequate dosing





Adequate Dosing

Sit DK et al, J Clin Psych 2008
Sit DK et al, J Clin Psychopharmacol 2010



Wisner KL et al, J Clin Psychopharm 2006

Adequate Trial of Treatment

0%

10%

20%

30%

40%

50%

60%

<100mg 100mg 150mg 200mg

4%

50%

17%

29%

Dose of sertraline needed to achieve remission



+Remember to administer MDQ prior to any pharmacotherapy for suspected depression
*Common side effects of SSRIs include: nausea, dry mouth, insomnia, diarrhea, headache, dizziness, agitation, sexual problems, and drowsiness

Use half the lowest recommended dose for 4-10 days, then increase in specified increments
every 2-4 weeks until birthing person achieves remission or has side effects*

Sertraline (Zoloft)
50-250 mg

o Increase in 50 mg increments

Fluoxetine (Prozac)
20-80 mg

Citalopram (Celexa)
10-40 mg

o Increase in 10 mg increments o Increase in 10 mg increments

Reevaluate depression treatment every 2 weeks via PHQ-9 or EPDS and clinical assessment

If PHQ-9 remains ≥ 5 or EPDS > 10… If PHQ-9 is < 5 or EPDS < 10 and no/minimal side effects...

o If no minimal side effects, increase dose and/or add 
psychotherapy

o If side effects*, consider switching to different 
medication

o If on max dose, contact Care Manager to 
facilitate psychiatry consultation

o Reevaluate monthly

Escitalopram (Lexapro)
5-20 mg

o Increase in 5 mg increments

Educate: Within first few doses, if the patient experiences an increase in anxiety/agitation or feels energized, stop the medication and contact 
the Care Manager for an evaluation.
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Cox EQ, Sowa NA, Meltzer-Brody SE, Gaynes BN. J Clin Psych 2016
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Care Registry

Psychiatrist

Obstetric Clinician

Perinatal Person

Care Manager

Weekly Care Huddle

Perinatal Collaborative Care Model (CCM)



Gilbody S et al, JAMA Internal Medicine 2006
Archer J et al, Cochrane Database Syst Rev 2012

Usual care 
better

Collaborative 
care better

Collaborative Care Efficacy in Primary Care



Primary Care Perinatal Care

Patient-level 
differences

Stigma of mental illness can be present Stigma of mental illness also overlaid with  
 stigma of being labeled a "bad“ parent

Clinician-level 
differences

Longitudinal relationship with clinician
Multiple care transitions 

 (obstetrician/midwife to pediatrician to 
 primary care physician)

Depression more often seen within the 
 scope of the clinician

Obstetrician feel inadequately trained to 
 manage perinatal depression

Clinical care focused on the individual 
 patient

Competing demands of patient and 
 fetus/neonatal health care

Systems-level 
differences

Multiple clinical visits Postpartum care limited to one clinical visit

Payment model
Bundled payment for pregnancy services 

 without clear guidance pertaining to CC 
 billing codes

Lower prevalence rates of depression
Higher prevalence rates of depression that 

 can overwhelm infrastructures





Grote N et al. Depress Anxiety 2015

Established efficacy of perinatal Collaborative Care Model



• Collaborative Care Model for Perinatal Depression Support 
Services

• Implemented January 2017

• Serves ~5000 pregnant and postpartum people annually
□ 5 diversly structured obstetric care offices

• People eligible during pregnancy or postpartum
□ Followed for 12 months postpartum



Miller ES et al. Psychiatric Services 2021
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Efficacy /
Effectiveness

Equity



CCM Gaps

Gaps with the CCM
• Routine obstetric care ends after 

postpartum visit 

• Costs limit scale

• Models overlook non-birthing 
parents and broader family 
wellbeing



Ability to track mental 
health and create a care 
plan with support from 
the care manager and app 
resources

Individualized 
anticipatory 
education to guide 
and support new 
parents

Infant care trackers to 
help boost parenting 
confidence and 
communication

Live care manager chat 
for on-demand support, 
early mental health 
intervention, and problem-
solving around care 
obstacles



Cick here to watch the
YouTube video about
Baby2Home app.

https://youtu.be/qByQ8qxHhl8
https://youtu.be/qByQ8qxHhl8


Signals of Promise (Results Under Embargo)

• Baby2Home was evaluated in a multicenter randomized trial
o N=642 families

o 642 birthing parents, 324 non-birthing parents

• B2H was feasible, safe, and implemented as designed

• Findings suggest meaningful potential for family-centered 
postpartum mental health support

Duckworth M, Miller ES. Contemp Clin Trials 2024



CCM Gaps

• Lack of focused attention to HRSN
• Insufficient approach to health equity / anti-racism
• Mental health support limited to those who disclose symptoms

Need for community co-designed solutions for 
intervention optimization



Care Registry

Psychiatrist

Obstetric Clinician

Perinatal Person

Care Manager

Weekly Care Huddle

• Care Manager Job Description

• Integration of HRSN

• Health Equity Workshops

• Patient Registry Adaptations

• Website Design
RI-COMSS

COMPASS – Population-Level Equity-Centered Solutions



perinatalccm.com
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Summary

Obstetric clinicians can be partners in mental health care1

Programs must be designed to allow us all to listen2

Community-informed innovation is required3
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Questions?
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