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Objectives

* Describe the perinatal depression
treatment cascade and contemporary
mental health outcomes

* Understand the evidence to support
efficacy of perinatal collaborative care

* Review implementation strategies for
perinatal collaborative care at MetroHealth
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Perinatal Depression Treatment Cascade
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Audience Question

What percentage of women with perinatal
depression in the US with achieve remission
of their symptoms?

A: 3-5%

B: 18-20%
C: 38-40%
D: 53-55%
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Perinatal Obstetric Office Depression Screening and Treatment:
Implementation in a Health Care System

Tracy Flanagan, MD? and Lyndsay A. Avalos, PhD, MPH"
#The Permanente Medical Group, Regional Offices. Kaiser Permanente Northern California,
Oakland, California

EDivision of Research, Kaiser Permanente Morthern California, Oakland, California

* |dentification of a site physician lead

* Formation of a Task Force for planning/oversight

« Collaboration with Behavioral Health/Psychiatry

* Screening incorporated into prenatal office workflow
« Education of clinicians about perinatal depression

« Staff orientation to workflow processes

Northwestern Avalos LA Obstet Gynecol 2016




Improved Perinatal Depression Screening, Treatment, and

OBSTETRICS & Y utcomes With a niversal Obstetric Program
GYN EC O LO GY S L ydsay A. valos, PhD, MEHS, Tina Raina-Borinon, O, MEHT, Hong Chan, WPH, Alyce &

Adams, PhD2, and Tracy Flanagan, MDP
Division of Research, Kaiser Permanente Northern California, Oakland, California

5The Permanente Medical Group, Regional Offices, Kaiser Permanente Northern California,
Oakland, California

60%
Pre-Implementation ®mRoll-Out = Fully-Implemented
50%
40%
30%

20%

10%

0%
1 screen performed 2 screens performed 3 screens performed

Northwestern Avalos LA, Obstet Gynecol 2016




Prentice: Clinical Recognition

* Perinatal Mental Health Disorders
Prevention and Treatment Act (405 ILCS
95/1)

* Prentice screening recommendations:
— First prenatal visit
— 3" trimester
— Postpartum




Prentice: Clinical Recognition
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Northwestern Miller ES et al, AJOG 2018




Prentice: Clinical Recognition
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Improved Perinatal Depression Screening, Treatment, and

OB STETRICS Outcomes With a Universal Obstetric Program
GYNECOLOGY = [ e e L e

Division of Research, Kaiser Permanente Northern California, Oakland, California

5The Permanente Medical Group, Regional Offices, Kaiser Permanente Northern California,
Oakland, California

I Classes only B Antidepressant medications only
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Prentice: Initiation of Treatment

m Antenatal depression

®m Postpartum depression

Assessed clinically Received mental
for depression? health treatment
recommendation?®

Northwestern Miller ES et al, AJOG 2018
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Rates and predictors of depression treatment among pregnant women

General : : : : ;

Hospital in hospital-affiliated obstetrics practices

Psychiatry Heather A. Flynn, Ph.D.**, Frederic C. Blow, Ph.D.*", Sheila M. Marcus, M.D.*
e ————. *limiverzity of Michigan Medical School, Arn Arbor, MT 48105, U784

b Soriows Mental fivess Teeatment Research and Evaluation Center FSMITREC), Health Services Research and Developmens (HSREDN,
Depariment of Fererans Affairs Medical Center, Ann Arbor, MT 48105, 'S4

276
high-risk pregnant
women in the sample

20% (n=52)
receiving any form of
deprassion treatment

48% (n=25) 21% (n=11)
both anti-depressants and anti-depressants only
counsaling / psychotherapy only

Adequate anti-depressant use: Receiving at least 6 weeks of daily
use of antidepressants at the recommended starting dose or more

Northwestern
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Adequate Trial of Treatment

SERTRALINE

< -
me/dav, 100mg 100mg 125-150mg | 200mg
N=24 0 0 0 0
% remitted 1 (4%) 12 (50%) 4 (17%) 7 (29%)

Northwestern Wisner KL et al, J Clin Psychopharm 2006




Perinatal Depression Treatment Cascade
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Figure 4. Analysis of Studies of Perinatal Depression Remission

Antenatal
Therapy Mean 95% ClI
Grote et al?®® 95.0 85.9-104.1
Spinelli36 100 NA
Spinelli and Endicott3” 19.0 2.2-35.8
Spinelli et al38 — 419 27.1-56.6
Weighted mean (n=99) —— 56.5 48.5-64.4
Postpartum
Therapy Mean 95% Cl
Bloch et al*3 50.0 28.1-71.9
Chabrol et al44 714 52.1-90.8
The Perinatal Depression Treatment Cascade: Cooper et al (CBT)* 57.0 42.0-72.0
Baby Steps Toward Improving Outcomes Cooper et al (psychodynamic)4> 71.0 57.7-84.3
Cooper et al (counseling)*® 54.0 39.9-68.1
Elizabeth Q. Cox, MD®#*; Nathaniel A. Sowa, MD, PhD?; Samantha E. Freeman and Davis46 314 19.6-43.2
Meltzer-Brody, MD, MPH?; and Bradley N. Gaynes, MD, MPH? Klier et al4? 58.8 35.4-82.2
O’Hara et al*? 435 23.2-63.7
Mulcahy et al*® 317 19.9-43.5
— —;E Reay et al*® 50.0 26.9-73.1
2 % Stuart and O'Hara®'! 100 NA
THE JOURNAL OF o Wickberg and Hwang>2 80.0 59.8-100.2

CLINICAL P SYCHIATRY Weighted mean (n=374) ¢ 51.2 49.1-53.2

Medications

Cohen et al®? 80.0 59.8-100.2
Nonacs et al>4 37.5 4.0-71.0
Stowe et al®® 53.8 34.6-73.0
Suri et al (2001)*% 66.7 29.0-104.4
Suri et al (2005)>7 75.0 326-1174
Wisner et al®8 46.8 37.4-56.2
Yonkers et al>® 37.0 18.4-55.6
Weighted mean (n =209) < 49.8 49.0-50.6
Therapy and Medications
Bloch et al*® 65.0 44.1-85.9
Total weighted mean (n =583) ’ 51.2 48.6-53.8
T T T T T T )
0 20 40 60 80 100 120

Remission Rate, %

Abbreviations: CBT = cognitive-behavioral therapy, Cl=confidence interval, NA=not applicable.

Northwestern




A. Women With Depression

100 1
Antenatal

80 1 B Postpartum
S 60
cC
E |
O
= 40 1

20 1 I

0 I . -_
Prev Tx AdTx Rem

Abbreviations: Ad Tx=adequate trial of treatment, Dx :diagnosis, Prev=prevalence, Rem=remission, Tx=treatment

Unrecognized Inadequately Unremitted
Perinatal Depression Untreated Treated Depression
:QP e :ﬁp'““‘ﬂ““" o :ﬁ; Afeauate :i
Recognition Treatment Trial of
Treatment

Northwestern 21




Objectives

* Describe the perinatal depression
treatment cascade and contemporary
mental health outcomes

* Understand the evidence to support
efficacy of perinatal collaborative care

* Review implementation strategies for
perinatal collaborative care at MetroHealth
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Collaborative

Care
I

Mental Obstetric Social
Health Care Services
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Degrees of Integration
 Co-exist J

 Most Common

» Consult
 Helpful

» Co-location
» Better

e Collaborate
* IDEAL “None of usis smart as all ofus”

Northwestern aims.uw.edu




Core Principles of Collaborative Care

@  Patient centered team care

* Population-based care

Evidence-based care

Accountable care

4
@  Measurement-based treatment to target

Northwestern 25




Source
Adler et al,31 2004
Akerblad et al,32 2003
Araya et al,33 2003
Blanchard et al 34 1995
Brook et al,35 2003
Bruce et al,36 2004
Callahan et al,37 1994
Cappocia et al,38 2004
Coleman et al,39 1999
Datto et al,40 2003
Dietrich et al,41 2004
Finley et al,42 2000
Hunkeler et al,43 2000
Jarjoura et al,44 2004
Katon et al,45 2001
Katon et al 46 2004
Katon et al 47 1995
Katon et al,47 1996
Katon et al,48 1999
Katzelnick et al,49 2000
Mann et al,50 1998
Oslin et al,51 2003
Peyeler et al,16 1999
Rickles et al,52 2004
Rost et al,53 2001
Rost et al,53 2001
Simon et al,54 2000
Simon et al,55 2004
Simon et al,55 2004
Swindle et al56 2003
Unutzer et al,57 2001
Wells et al17 2000 medication
Wells et al,17 2000 therapy
Whooley et al,58 2000
Wilkinson et al,59 1993

Qverall

Standardized Depression Outcomes
(95% Confidence Interval)

0.19 (~0.01 t0 0.39)
0.26 (0.07 to 0.45)
= 1.13 (0.79 to 1.47)

0.43 (-0.01 t0 0.87)
0.00 (-0.34 t0 0.34)
0.30 (0.07 to 0.52)

0.05 (-0.48 t0 0.58)

0.17 (-0.38 10 0.72)
-0.14 (-0.53 t0 0.25)

0.42 (-0.14 10 0.98)
0.16 (-0.08 t0 0.39)
-0.30 (-0.83t0 0.24)

0.28 (0.03 t0 0.53)

0.42 (0.00 t0 0.82)
0.1 (-0.09 to 0.32)

0.24 (-0.03 t0 0.51)

0.19 (-0.12 t0 0.49)

= 0.49(0.1310 0.85)

0.43 (0.22 t0 0.63)
-0.08 (-0.29t0 0.13)

- 0.61 (0.08 to 1.13)

0.21 (-0.11t0 0.54

0.25 (-0.37 t0 0.87

)
)
0.20 (-0.10 t0 0.50)
0.29 (-0.05 10 0.62)
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0.33 (0.05 10 0.62)

—— 0.44 (0.31 t0 0.50)
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What about Perinatal Collaborative Care?

Primary Care Perinatal Care

* Longitudinal relationship « Multiple care transitions
with clinician

« Depression more often

More specifically defined

seen as within scope of scope of care
clinician

« Care focused on « Competing demands of
individual patient patient + fetus/child

« Multiple visits « Postpartum care = one

clinician visit
Higher prevalence rates

 Lower prevalence rates

Northwestern




meensne =it COLLABORATIVE CARE FOR PERINATAL DEPRESSION
D@I)I‘BSS_IOII IN SOCIOECONOMICALLY DISADVANTAGED WOMEN:
s Anxa (f-.ty A RANDOMIZED TRIAL

Nancy K. Grote, Ph.D.,'* Wayne J. Katon, MD,? Joan E. Russo, Ph.D.,” Mary Jane Lohr, MS,!
Mary Curran, MSW,! Erin Galvin, MSW.! and Kathy Carson, B.S.N’

MOMCare + MSS-Plus MSS-Plus
N=83 N=81
Educational depression materials

Case management
Notification of MSS social worker or OB provider

Pre-treatment engagement session Referral for depression care
IPT or antidepressant

Collaboration with OB provider

Stepped care

Masked outcome assessments:
3, 6, 12, 18 months post-baseline

Northwestern Grote NK et al, Depress Anxiety 2015




Step 1 Treatment (8-12 weeks)
-Brief IPT or AD
-8 weekly sessions with DCS +
weekly PHQ-9 monitoring

v

Assessment of Step 1

Treatment Response
Full Response No or Partial Response
Continuation/Maintenance Phase Step 2 Treatment (4-8 weeks; weekly contact w/iDCS)
-Relapse prevention -AD in Step 1 -Brief IPT in Step 1
-Monthly contact with DCS Partial response Partial r n
{up to 18-months post-baseling) Different AD type or Augment wi1” line AD
+ bimonthly/maonthly PHQ-2 Augment w/Brief IPT
ranitoring
No response Mo response
T Different AD type or Augment w/1® line AD
Augment wiBrief IPT

v

Assessment of Step 2
Treatment Response

~,

Full Response No or Partial Response

h 4

Step 3 Treatment Options

-Trial of a 2™ or 3™ type of AD

-Combination of AD and Brief IPT (if not tried in Step 2)

-Other augmentation of ADs (if partial response to AD in Step 2)

-Referral to specialty mental health care for treatment of co-
morbid psychiatric disorders (i.e., panic, PTSD) or other types of
psychotherapy (e.q., CBT, family therapy)

Northwestern Grote NK et al, Depress Anxiety 2015
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Northwestern Grote NK et al, Depress Anxiety 2015




Improving Care for Depression in Obstetrics and Gynecology: A
Randomized Controlled Trial

Jennifer L. Melville, MD, MPH', Susan D. Reed, MD, MPHZ, Joan Russo, PhD?, Carmen A.
Croicu, MD3#, Evette Ludman, PhD5, Anna LaRocco-Cockburn, MSW, MPH?, and Wayne

Katon, MD?

12 months of Collaborative Treatment as Usual
Care Depression Management N=103
N=102

Educational depression materials

Collaborative care
-Initial engagement session
-Proactive outreach for missed sessions
-Depression care managers
-Multi-disciplinary weekly meetings

Informed of diagnosis
Depression education booklet
Referral to community

OB provider notified

Masked outcome assessments:
6, 12, 18 months post-baseline

Northwestern Melville JL et al, Obstetrics & Gynecology 2014




0.5

Intervention =3 Maintenance —>»

Change in SCL-20 Depression Scores

-0.5 Usual Care
-1.0 T

Intervention
-1.5

Baseline  6-month  12-month  18-month

Northwestern Melville JL et al, Obstetrics & Gynecology 2014




Complete remission of depression symptoms (SCL-20 < 0.5)

25%
P<0.05

® Intervention mUsual care [ \

20%

15%

10%

9%

0%

6 month 12 month 18 month

Northwestern Melville JL et al, Obstetrics & Gynecology 2014



Gaps in Evidence

* Somatic benefits
— Reduction in adverse pregnancy outcomes

* Implementation
— Efficacy vs effectiveness
— Guidelines for implementation




Somatic Benefits

Table 5: Meta-analysis of associations between depression and incident somatic disease

Studies Subjects  Pooled risk
included included (98% CI)

Heart disease  Nicholson et al 21 124509 181 (153t0215)

Incidentevent  Reference Maternal Health Corollary

Hypertension Meng et al 0 2T 142(109t0186) Preeclampsia
Diabetes Mezuk et al 13 212019 1.60(1.37to 1.68) (estational diabetes
Obesity Luppino et al 9 6436  158(13310181)  Gestational weight gain

Unutzer J et al. JAMA 2002
Katon WJ et al. Arch Gen Psychiatry 2004
McGregor M et al. J Ambul Care Manage 2011

Northwestern




Objectives

* Describe the perinatal depression
treatment cascade and contemporary
outcomes

* Understand the evidence to support
efficacy of perinatal collaborative care

* Review implementation strategies for
perinatal collaborative care at MetroHealth




Solberg LI et al, Implementation Science 2013
Solberg LI et al, Ann Fam Med 2015

Northwestern




} The DIAMOND initiative: implementing
BN rievenmamon scence collaborative care for depression in 75 primary

mence

care clinics

Leif | Solberg", A Lauren Crain', Nancy Jaeckels®, Kris A Ohnsorg', Karen L Margolis', Ame Beck®,
N E T . 1 o 1 . 4 . 7 ¥
Robin R Whitebird ', Rebecca C Rossom', Benjamin F Crabtree” and Andrew H Van de Ven”

1. Consistent use of a standardized tool
for assessing and monitoring
depression severity

Systematic patient tracking (registry)
Treatment intensification for those not
improving

Relapse prevention

A care manager to educate, monitor,
and coordinate care

Weekly psychiatric caseload review

Monthly report of overall performance
measures from each clinic

Northwestern Solberg LI et al, Implementation Science 2013
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Adherence to Collaborative Care Principles

60%
50%
40%
30%
20%

10%

0%
Pre-implementation One year post- Two years post-
implementation implementation

* 18 clinics demonstrated no or minimal change
* 12 clinics ultimately dropped out of the program

Northwestern Solberg LI et al, Implementation Science 2013




A Stepped-Wedge Evaluation of an Initiative to Spread the
Collaborative Care Model for Depression in Primary Care

S50% Usual care before mUsual care after mDIAMOND care after

45%
40%
35%
30%
25%
20%
15%
10%

5%

0%

Response Remission

Northwestern Solberg LI et al, Ann Fam Med 2015




Guidelines on Implementation

COLLABORATIVE CARE: A step-by-step guide to implementing the core model

Lay the
foundation

Collaborative Care is a new
way of doing medicine and
requires an openness to
creating a new vision that
EVETYONE SUpports.

/' Dewvelop an understanding
of the Collaborative Care
approach, including its
history and guiding
principles.

/' Develop strong advocacy
for Collaborative Care
within organizational

leadership and among the
climical team.

[ Create a unified vision for
Collaborative Care for your
organization with respect
to your overall mission and
quality improvement
efforts.

/' Assess the difference
between your
organization”s current care
model compared to a
Collaborative Care model.

Plan for
Clinical Practice
Change

Time to clearly define care
team roles, areate a patient-
centered workflow, and
decide how to track patient
treatment and outcomes

' ldentify all Collaborative
Care team members and

organize them for training.

' Develop a dinical flowchart
and detailed action plan
for the care team.

+ Identify a population-based
tracking system for your
organization.

W Plan for funding, space,
human resource, and other
administrative needs.

+ Plan to merge Collaborative
Care monitoring and
reporting cutcomes into
an existing guality
improvement plan.

©2014 Universty of Washington = AIMS CENTER = httpoifuwaims.org

Build your
Clinical Skills

Effective Collaborative Care
creates a team im which all of

the providers work together
using evidence-based
treatments.

+ Describe Collaborative
Care's key tasks, including
patient engagement and
identification, treatment
initiation, outcome
tracking, treatment
adjustment and relapse
prevention.

v Develop a qualified and
prepared care team,
equipped with the
functional knowledge
necessary for a swccesstul
Collaborative Care
implementation.

o Develop skills in psycho-
therapy treatment that are
evidence-based and
appropriate for primary
care (e.g. Problem Saolving
Treatment, Behavioral
Activation, etc)

Launch your
Care

Is your team is in place? Are
they ready to use evidence-
based interventions appropriate
far primary care? Are all
systemns go? Time to launch!

& Implement a patient
engagement plan

+ Manage the enrollment
and tracking of patients in
a registry

& Develop a care team
monitaring plan to ensure
effective collaborations

v Develop clinical skills to
help patients from the
beginning to the end of
their treatment, including
a relapse prevention plan

AIMS

W UNIVERSITY of WASHINGTON
Psychiatry & Behavioral Sciences

Nurture your
Care

Mowv is the time to see the
results of your efforts as well
as to think about ways to
improwve it

¥ Implement the care team
monitaring plan to ensure
effective team collaborations

¥ Update your program
wision and workflow

W Implement advanced
training and support
where necessary

CENTER
LN




Guidelines on Implementation

100%

» Health disparities implications
o Clinics with a lower proportion of
commercially insured patients were more
likely to drop out of the DIAMOND study

* Implementation within perinatal care

60%

40%

20%

0%

DIAMOND study implementation Goal implementation

Northwestern 43




CPMPASS

A Collaborative Care Model for

Perinatal Depression Support Services
(COMPASS)




COMPASS Referrals

1250

1000

750
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2350
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Core Principles of Collaborative Care

@  Patient centered team care

* Population-based care

Evidence-based care

Accountable care

4
@  Measurement-based treatment to target

Northwestern 47




Core Principles of Collaborative Care

J @ * Patient centered team care

0 - Population-based care
@ ¢ Measurement-based treatment to target
* Evidence-based care

@ ¢ Accountable care

Northwestern

COMPASS

Depression Screening Algorithm for Obstetric Providers

- Initial intake or first obstetric visit
= Visitin 3™ trimester

The PHQ-9 should be administered during:

= If high-nisk® patient, 2 weeks post-parium

|

Positive score on question #9
Suggests nak of zeff-ham or suicide

= G weeks post-parium visit |
|
| |
PHQ-9 Score < 10 PHQ-9 Score > 1_l]
Dioes not suggest deprassion May suggest deprezsion
(1) Assess patient clinically A . o
Consider comorbid ilinesses, such as substance = RS e
Educate patient about the | use or medical causes of depression (e.q.

importance of emotional wellness.

Provide COMPASS brochure for
future reference.

anemia, thyroid disorders)

(2) Score of 2+ (more than half of the time) on
questions #1 (anhedonia) or #2 (depressed

mood) likely indicate depression.

(3) Screen for Bipolar Disorder using MDQ

(Mocd Disorder Questionnaire)

Do NOT let the patient leave without
developing a safety plan. Further
assessment or treatment plan must be
established and documented in medical
record.

Call COMPASS Care Coordinator

For clinical concerns of mental illness, call COMPASS Care Coordinator

COMPASS collaborates with you and the patient to determine a treatment plan
at can include on-site psychotherapy and/or psychiatry consultation, then
lows-up with you and the patient frequently until remission.




Antidepressant Medications

v

Core Principles of Collaborative Care

® -
2

Population-based care

Patient centered team care

* Measurement-based treatment to target

+ Evidence-based care

* Accountable care

Drug Dosing Notes Side Effects Specific Drug Information
Sertraline Prescribe 50 mg tabs Common: nawses, diarhea, First linc in pregnancy and lactation due 1o
|Zoloft) Start: % tab for 2 days, if no side effects, headaches; sexual side effects minimal risk for interaction with other drugs,

increase to 50 mg/day common- anorgasmia, low talerability and low risk of neanatal
Increase by 25-50 mg/day 0.2 weeks until desire -may imprave over discantinuation signs in infants barm to trested
remizsion unless side effects ooour meanths pregnant women
Range: 50-200mz/day
Citalopram Prescribe 20 mg teos Rare: Although 3581z have b lopram and Escital arE ROt
icelexa) Start % tab for 2 days, iF na side effects, reported ta increase bleeding recommended for patients with conganital leng
increase ta 20 mg GAM risk, this has natbeen confirmed | o7 symdrome, bradycardia, hypakalemia, ar
Range: 10-30 mg/day {20mg/day if hepatic and is a rare event if the hypomagnesemia, recent acwts myocardial
impairment] association exists. When using | infarction, ar uncompenzated heart failure.
Range: 20-30 mgfday ather drugs that affect bleeding | Citzlopram should be uz=d with monitering of the
Escitalopram | Prescribe 10 mg t=hs risk, educate patient to monftar | EKG in patients who are taking other drugs that
[Lexapra) Start: % tah for 2 days. if no side effects far bleeding 2z you uzually praolong the OT interval {erythromycin,
increase to 10mg am would and adjust dase 2z hydromychloroquine, quetiapine, clanzapine,
55RI Range: 10-20mgday nesded miethadane).
Fluoxeting Brescribe 20 mg caprules Wore sctvsting than cther SGAIE, ong haliife
[Prozac) Start one cap O AM and skip one day reduces withérawal risk
Take 20 mg QAN i no side effects; increase
by 20 mg every 4 wesks until remission or Potent CYP 205 inhibitor: will increzse the
until side affects occur concentrations of other 206 substrates — o.g:
Rangs: 20-60 mg fday meetoprolol, metaclopramide, ondansatron,
ouycedons; nortriptyline and amitiptyline.
Decreaze the initial dos= of these drugs and assess
affects or prescribe 2 different antidepressant.
Paroxeting Start: Prescribe 20 mg tabs Second line drug. Anticholinergic: weight gain:
[Pail) Start: ¥ tabfor Z days, if no side effects g, significant withdrawal syndrome and neanatal

20mg/day; may be sedating and can b= taken
at HZ
Ranpge: 20-B0mp/day

discamtinuation signs for infants of treated
pregnant women

Potent CYP 2D8 inhibitor {see note under
Aucweting]

Northwestern

Wi axine Start: [R-37.3mg BID x 4 days then increase to [ Same as 53581 Second line drug. More actiaticn and Gl side
|Effexor) 75 mg BID: ER-T5mg QAM x 4 days then May increase 3P and heart rate | =ffects than 55R1s; significant withdrawal
SHRI increase ta 150 mg QAN syndrame sven with missed doses and neonatal
Rang= 150-375mg/day discantinuation signs for infants of treated
pregnant women
Duloxeting Start: 30mg qday x 4 days then increase to Second line drug. used more commenly in
[cymbatta) 50mg gday Range: 60-120me/day deprassicn with chranic pin
Mirtazapine | Start: 15mg qht = 3-5 days then increaze to | Sedating, incraases appetie Second line drug. Sedating and appetis
[Remeron) 30mg ghs Range: 30-E0mg/day Lang term weight gain promoting: rarely associated with nevtrapenia
An ahternative drug for Hyperemesis gravidarum
Bupropion Start: IR-100mg bid x 5 days then increase to | Stimuating: may increase Second line drug. Contraindicatad in seizure
[wellbutrin] 100mg tid; SR-150mg qam x 3-5 days then insomnia, anxiety initially diserder, sating dizarders, slcohal uss disordars,
ot increase ta 150mg bid; ¥L-130mg qam x 35 | Mayincresse 30 and history of traumatic brain injury because i
days then increass to 300mg gam decreazes seizure threshold: stimulating: less
Range: 300-450mg/day effective far ansicty disorders
Potent CYF 206 inhibitor: will increase in
corcentration for a few drugs commenly used by
ab/gyns: s2e note under Aucwetine
TOMTAREYIINE | Start 25 mg 2t Fs far & days, then increase f0 Therapeutic plasma tevel i3 50-150; preferably B0-
[Famzlor] 50 mig far & days, then to 75 mg 130 mgfml. Dote to plazma level iz finsar; for
Tricyclic Check plasma level after 7 days 2t 12 hours example, #100 mg dase yields level of 60 ng/ml,
past-ose and adjust dase. 150 rmg wil yield 1.5 (E0} or 80 ngfmil.
Cardiac toxicity with overdose.
Antideprescant ] ecautions: 1) tinl incressed suicidality at the start of treatment; if anodety increases or patient becomes

agitated or energized, discontinue the antidepressant and have patient contact prescriber; 2] Discontinuation symptoms [similar to fiu] may eccur with
abrupt discontinuation.

Bbgut 5

in Svnd

of serotonin receptors: Seratonin syndrome symptams usually coour within sewveral hours of taking 2 new drug ar

increasing the dose. Signs and symptoms indude: Agitation or restlessness, confusion, rapid heart rate and high blood pressure, dilated pugils, muscle

incoardination, twitching or rigidity, heawy sweating, diarrhea, headache, shivering: if severe: high fewer, seizures, cardiac conduction sbnormalities; loss of

corscicusnass. Mikd to moderate cases can be treated with discotninuation of seratonergic agents plus cyproheptadine, 4 - B mg arally, which usually takes
affect within a half hour may nead to be repeated if symptoms recur.
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%P\/[PASS Antidepressant Treatment
Algorithm

Use half the recommended dose for 2 days, then increase in specified increments

every 2 weeks until patient achieves remission or has side effects*

Core Principles of Collaborative Care
sertraline (Zoloft) fluoxetine (Prozac) citalopram (Celexa) escitalopram (Lexapro)

50-200 mg 20-60 mg 10-40 mg 5-20 mg

#|ncrease in 50 mg increments #=|ncrease in 10 mg increments sIncrease in 10 mg increments sIncrease in 5 mg increments , @ o

» Patient centered team care
Population-based care

* Measurement-based treatment to target
» Evidence-based care

Reevaluate depression treatment every 2 weeks @ * Accountable care

via PHQ-9 and clinical assessment

If PHO-9 remains = 5... If PHQ-9 is < 5 and no/minimal
side effects...
*If no/minimal side effects —* increase dose and/or add psychotherapy
#|f side effects® = consider switching to different medication =Reevaluate every month and at postpartum visit
»Consider contacting COMPASS Care Coordinator to facilitate psychiatry
consultation

Educate Patient: Within first few doses, if she has marked increase in anxiety, becomes agitated, or feels energized, stop the

medication and contact COMPASS

*Commeon side effects of 53R include: nausea, dry mouth, insomnia, diarrhes, headache, dizziness, agitation, sexual problems, and drowsingss

Northwestern




Core Principles of Collaborative Care

@ + Patient centered team care

Population-based care

£

* Measurement-based treatment to target
+ Evidence-based care

+ Accountable care

OL @



Objectives

* Describe the perinatal depression
treatment cascade and contemporary
outcomes

* Understand the evidence to support
efficacy of perinatal collaborative care

* Review implementation strategies for
perinatal collaborative care at MetroHealth

Northwester n 33
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mentorship team

COMPASS psychiatrists

program
director

Kathie Wisner
Bill Grobman

7w

COMPASS care
coordinators
(CCC)

Emily Miller g
f | therapist | data management
clinical laison team
| Rebekah Jensen
Lauren Ratliff

" .

Aparna Chatterjee Louisa Olushoga

Jody Ciolino
Daniel Erikson
Katelyn Zumpf

Jackie Gollan Rachel Ostrov
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