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Katherine Atcheson (00:05):
Hello and welcome to Clinical Chats, a podcast for sexual and reproductive health professionals. Clinical Chats, formerly known as the Family Planning Files, is a program from the Clinical Training Center for Sexual and Reproductive Health, or CTCSRH, formerly known as the National Clinical Training Center for Family Planning, or NCTCFP, and is funded by the Office of Population Affairs in order to enhance the knowledge of Title X clinicians and other staff.

Katherine Atcheson (00:35):
In today's podcast, part of a multi-episode series on the role of Title X clinicians and pregnancy-associated mortality in the US, we'll be discussing the intersections of mental health and sexual and reproductive health, how suicide contributes to pregnancy-associated death rates, and how Title X clinicians and other staff can address mental health in their own practices.

Katherine Atcheson (00:58):
Our guest today is Nicole Tchalim MD. Dr. Tchalim is a reproductive psychiatrist at the Columbia University Women's Reproductive Mental Health Program, or WARM, where she provides comprehensive mental health care to women throughout their reproductive lifespan. In addition to her clinical work, Dr. Tchalim is a clinical instructor of psychiatry at Columbia University and serves as the director of the WARM Program where she provides training and supervision to training clinicians. Welcome to the podcast, Dr. Tchalim. We're so excited to 
speak with you today.

Nicole Tchalim (01:34):
Thank you. I'm excited to be here.

Katherine Atcheson (01:36):
To begin with, for our listeners, how common is pregnancy-associated suicide as a cause of maternal death, especially compared to other causes of pregnancy-related or pregnancy-associated death in the US?

Nicole Tchalim (01:52):
Suicide is a leading cause of death in the perinatal period, with rates up to 20% seen internationally. In New York State where I'm currently practicing, the recent Maternal Mortality Review Committee looked at some data from 2018 and they found that for pregnancy-related deaths, about 12% were associated with suicide, and that number increased to about 15% when the category was brought into mental health conditions. And then comparing that to some of the other leading causes of pregnancy-related deaths, for the New York State data, we saw that embolism or thrombotic events were about 21% and hemorrhage was about 20%. And so any deaths related to mental health is really one of the leading causes and was rated as number three for New York State.



Katherine Atcheson (02:34):
Are there any disparities in pregnancy-associated deaths by suicide such as among age groups or racial or ethnic disparities, et cetera?

Nicole Tchalim (02:45):
Great question. There was a recent paper in JAMA on trends in maternal mortality by racial and ethnic groups in the United States, and they basically took data from various different state maternal mortality review committees, and they showed that US American Indian, Alaska Native, and Black individuals are at an increased risk for prenatal mortality. This is consistent, again, with some of that New York State 2018 MMRI data that found that Black, non-Hispanic women accounted for about 53.2% of pregnancy-related deaths despite only accounting for about 14.3% of all live births.

Nicole Tchalim (03:18):
What's important, though, is you notice these data does not go into specific racial and ethnic differences for pregnancy-associated deaths specifically related to suicide. And this is really because, at this point, we just don't have great data on that and some of that is because of the small sample size and also a history of poor monitoring and actually being able to appropriately identify that this death was related to suicide.

Nicole Tchalim (03:39):
Nonetheless, though, we have good data around particular risk factors that could be helpful in understanding someone's particular risk profile for pregnancy-associated suicide. So generally speaking, some of the strongest risk factors or pregnancy-associated suicide is a history of severe mental disorder after delivery. Other important risk factors include low social support, isolation, intimate partner violence, unstable housing, history of any psychiatric illness, lack of continuity of care or poor healthcare access, as well as discriminatory medical practices.

Katherine Atcheson (04:15):
How do mental health conditions, particularly depression, that you mentioned, intersect with the peripartum continuum, that is the start of pregnancy all the way through that end of the first year postpartum, and how can these conditions interact and affect each other?

[bookmark: _Hlk161761761]Nicole Tchalim (04:38):
I'm going to introduce a new term here. It's called PMADs, or perinatal mood and anxiety disorders, and it's pretty much exactly what you're describing. The exact definition here is any onset or actually exacerbation of existing mental health conditions during pregnancy and that first year postpartum. And that part about the existing mental health is so important, because often what we do see is that, for many individuals, the psychiatric illness can actually start during pregnancy or before pregnancy. And so, we want to make sure there's more awareness, not just the postpartum period. And then, in general, the leading risk factor for developing what we consider a PMAD is having any history of psychiatric illness.

Katherine Atcheson (05:18):
What are some common myths around mental health and suicide, particularly as how they relate to women's health and reproductive health?

Nicole Tchalim (05:29):
One myth that comes to mind is that the perinatal period is protective against substance use. I link this myth to maternal suicide because per some of the recent data that we have, substance use disorder is a common factor in many pregnancy-associated deaths. Again, referring to that New York State data, about 86.5% of pregnancy-associated deaths due to mental health conditions had substance use disorder as a factor there. And so, this myth or idea really leads to some under-screening and some under-treatment of substance use disorder in pregnancy, and that's something that we can all do more on.

Katherine Atcheson (06:03):
You touched on this very briefly in a previous question, but since Title X clinicians don't provide that prenatal or obstetric care, but they do see patients who are, before they get pregnant, maybe at risk of pregnancy or trying to get pregnant and then are in that postnatal period, what would be their role in addressing mental health and suicidal ideation with their patients?

Nicole Tchalim (06:29):
Yeah, absolutely. There's so much that providers can do. I think one of the biggest ones is actually screening appropriately for mental health conditions and substance use prior to pregnancy as well and during pregnancy, of course, and then providing really relevant psychoeducation. We actually have pretty robust data out there that if you provide individuals with information on what to expect in pregnancy in the postpartum period, that in and of itself can actually be a prophylaxis against postpartum depression. There's actually this wonderful brief intervention called PREPP, or Practical Resources for Effective Postpartum Parenting, and it's a didactically oriented protocol for prevention of postpartum depression and various different individuals can do that and different types of providers. I'll also mention referring when appropriate. If you screen someone and you find that they are at a risk for any type of psychiatric illness, making sure they're connecting to the relevant providers.

Katherine Atcheson (07:21):
Also, again, on that subject of screening, how often should patients in sexual and reproductive health settings be screened for mental illness and suicidal ideation? What are some of those good, validated tools to conduct that screening?

Nicole Tchalim (07:39):
I'm a little biased as a mental health provider, and so I think you really should be trying to screen whenever possible and at every visit. And the screening can be done in various way. That can be with the provider in office or that can be a form given before. The most important thing is just to make sure that it's very clear where that information is going, and then if there is a positive screen, that there's a protocol of what happens with that positive screen.

Nicole Tchalim (08:02):
But in regard to specific guidelines for screening of mental health, ACOG, or the College of Obstetricians, actually recently released new guidelines for screening and they recommend that everyone receiving well-women pregnancy, prenatal, and postpartum care be screened for depression and anxiety using some standardized validated instruments.

Nicole Tchalim (08:21):
I'll just go through them briefly. For depression, there's really kind of two main ones that we use. One is the PHQ-9, or the Patient Health Questionnaire, which I imagine many of our listeners today will know what that is. It's pretty commonly used for regular kind of depression screen outside of pregnancy, but it also is validated for the perinatal period as well. The PHQ-9 is nice because it actually has many different languages that it's been validated in, and because it's already pretty common, a lot of the different online systems with things like Epic and Allscripts already has it built.

Nicole Tchalim (08:55):
The other option is something called EDPS, or the Edinburgh Postnatal Depression Scale Tool. This one specifically designated for the perinatal period and how it's a little bit different from the PHQ-9 is that it has less questions about physical symptoms. I'm sure you can imagine most of who pregnant and postpartum are going to have some physical symptoms, so the PHQ-9 just focuses in a little bit more on some of those mental health questions. Both the PHQ-9 and the EDPS have about a score of 10 as a positive screen, and they both have questions around suicidality.

Nicole Tchalim (09:26):
I'll mention for some of the other big ones. For anxiety, using your typical General Anxiety Disorder 7, or the GAD-7, has been shown to be validated for the perinatal period. And then the EPDS itself actually has a small anxiety subscale built in, and so you can use that as well as a little screener. Bipolar disorder is a little bit more tricky, but there are two that have been recommended by ACOG to use. One is the CIDI, or the Composite International Diagnostic Interview. It's a shorter screen with about two to three questions, so it can be pretty quickly done in an evaluation. And then there is also a longer form called the Mood Disorder Questionnaire, or the MDQ, which requires a little bit more work, and so that would likely be something that someone does as like a pre-screener before coming in.

Nicole Tchalim (10:09):
I'll say, often people are asking me where they can find these screening tools. I usually refer people over to the Project TEACH Maternal Mental Health website. All the screening tools are there for free, including some of the different languages as well.

Katherine Atcheson (10:23):
Late last year, the first oral medication for postpartum depression became available in the US approved by the FDA. Could you tell us a little bit about that medication and how it works specifically for postpartum depression and why?

Nicole Tchalim (10:39):
Yeah. In order to understand zuranolone, we should talk a little bit about neuroactive steroids and particular one called allopregnanolone, which is basically a potent neurosteroid and it's a metabolite of progesterone. Allopregnanolone is believed to play an important role in perinatal depression, as you see significant fluctuation of this steroid during pregnancy. And so, naturally, if you can almost picture it with me, you see kind of a gradual increase in levels in pregnancy, which peak in the third trimester, and then after the baby is born or in the immediate postpartum period, it drops quite suddenly.

Nicole Tchalim (11:12):
And so, in general, one of the theories of postpartum depression is that there's a dysregulation in mood that occurs through a sensitivity related to these hormonal changes in that postpartum period, and allopregnanolone in particular has been shown to regulate activity and expression of these GABAA receptors, which is important because dysfunctional GABA signaling has been linked to depression. I link it now back to zuranolone because zuranolone is actually a positive modulator of GABA receptors and it's believed to alleviate some of that GABA dysfunction that we can see during the postpartum period where we have that significant drop off of allopregnanolone.



Nicole Tchalim (11:49):
I'll say, too, just to give a little bit more information on zuranolone, as you mentioned, new to the market, was just only approved in 2023, and it's quite novel in some ways, because though there are other medications that we do use for depression in the prenatal period, so there's your classical Zoloft and Lexapro, those medications can take up to 48 weeks to reach full efficacy. But zuranolone has been shown to work faster than that, and right now it's actually recommended as a 14-day oral pill regimen. It's been shown to be relatively well tolerated, with some of the most common symptoms being sedation, sweating, and dreams.

Katherine Atcheson (12:24):
You talked, again, a little bit about this earlier in the podcast, but what are the particular considerations that clinicians should keep in mind when they're seeing a patient who has had a mental illness such as depression or anxiety in the past that is that risk factor for developing depression in the perinatal period and how can they help support that patient?

Nicole Tchalim (12:50):
Yeah, absolutely. As I mentioned earlier, any history of psychiatric illness increases the risk of perinatal illness. So really kind of early adequate screening and monitoring is important. I'll say here too, if you get a positive screen, then thinking about what do they actually need is so important, in particular thinking about referral services. We know that the majority of individuals who actually screen positively on some of these initial screeners are given a referral sheet they don't actually follow up. And so, what I generally recommend for individuals is to kind of work and make sure that you're actually helping set up that first appointment and then doing follow up with that appointment.

Nicole Tchalim (13:29):
Additionally, even just outside referring to mental health providers, there are other ways that you can think about enhancing support for these individuals. For example, we know that factors like low financial and social supports increases risk for PMADs. So, helping patients have access to support such as WIC programs, doulas, lactation consultants, support groups, or even helping them understand how to talk to their HR about parental leave can really do significant prophylaxis. In fact, there's actually some evidence, and I don't want to say some, there's a lot of evidence out there that about 12 weeks of paid parental leave has shown to decrease risk of postpartum depression. And so, helping your patients through that process can be really helpful.

Nicole Tchalim (14:12):
And then lastly, I'll say just psychoeducation and planning is very useful. Myself, I usually have an extended either family or support meeting with patients and their preferred support people before the baby is born, potentially before that birth, to really think through their postpartum plan, as well as just provide some general education on what PMADs are and kind of what to look for.

Katherine Atcheson (14:35):
Where are some good places for clinicians to go to learn more about this intersection of reproductive health, mental health, and preventing pregnancy-associated suicide?

Nicole Tchalim (14:46):
I think one of my favorites is Postpartum Support International, or PSI. They have both wonderful local resources, so you can kind of look up your own states, but also the national website is so helpful. What's nice about PSI is that it's both for patients and providers. So, patients can, themselves, go on the website and look up different treatments and providers, and then they also have free online support groups as well. And then for providers, they'll have some kind of educational information as well.

Nicole Tchalim (15:14):
I'll also mark Project TEACH, which I had mentioned a little bit before in terms of the screening, but really what Project TEACH is it's a free consultation service for any prescriber in New York State. And basically, what happens is if you call, you'll be connected with a reproductive mental health specialist or psychiatrist within a half an hour, and you can ask any question about medications. Additionally, there's also social workers on staff, and so they can kind of help you link care to individuals as well. There are other similar resources for other states that are starting to pop up now as well. So really looking for, what we call, maternal mental health hotlines.

Katherine Atcheson (15:54):
This has been a really informative talk, but it is just kind of a taster. But before you go, Dr. Tchalim, if you could give your top takeaway, the one thing you would want our listeners to bring into their practice moving forward, what would that be?

Nicole Tchalim (16:12):
I think that maternal suicide is preventable, right? We can all do more to decrease the rate of this happening and just try to think a little bit more outside of the box when working with individuals to make sure that they're getting the support they need.

Katherine Atcheson (16:26):
Well, thank you so much for joining us today, Dr. Tchalim, and for sharing your time and expertise with our listeners.

Nicole Tchalim (16:33):
Absolutely.

Katherine Atcheson (16:34):
For previous podcast episodes, search for Clinical Chats or subscribe to our show on iTunes, Google Podcasts, Spotify, or wherever you listen to podcasts. For transcript of this podcast as well as other online learning activities and continuing education opportunities, please visit our website at www.ctcsrh.org. While you're there, you can sign up to receive our newsletter, Clinical Connections, at the top of the page. You could also follow the Clinical Training Center for Sexual and Reproductive Health on Twitter @ctcsrh, all lowercase, and on LinkedIn. The CTCSRH is funded by the Office of Population Affairs to provide continuing education, training, and technical assistance to Title X grantees, sub recipients, and service sites, and is supported by DHHS Grant number 5 FPTPA 006031-03-00.

Katherine Atcheson (17:32):
This podcast is intended for informational purposes only and does not constitute legal or medical advice or endorsement of specific products. Opinions expressed herein are the views of the contributors and do not necessarily reflect the official positions of the Department of Health and Human Services, or DHHS, Office of the Assistant Secretary of Health, or OASH, or the Office of Population Affairs, or OPA. No official support or endorsement by DHHS, OASH, and/or OPA is intended or should be inferred.



Katherine Atcheson (18:03):
Theme music written by Dan Jones and performed by Dan Jones and The Squids. Other production support provided by the Collaborative to Advance Health Services at the University of Missouri, Kansas City School of Nursing and Health Studies. Finally, thank you to our listeners for tuning in today. We hope that you'll join us next time for another episode of Clinical Chats.

