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Abstract

Purpose of Review Telemedicine has transformed our ability to access and offer mental healthcare. There remain key ques-
tions to facilitate scalable, patient-centered solutions for perinatal mental health. We critically evaluate the recent literature
and propose potential future directions.

Recent Findings The current literature highlights the promise of telemedicine in the prevention and treatment of perinatal
depression, including the preference for and the potential efficacy of telemedicine-delivered mental healthcare when com-
pared to in-person treatments. There remains a need for large, adequately powered randomized controlled trials; integration
of trauma into depression and anxiety trials, transdiagnostic treatment of perinatal women, and scaling up these effective
treatments into existing health and payer systems.

Summary Pragmatic, evidence-based solutions exist to effectively scale-up treatments for perinatal mental health. While
research is underway to address the growing treatment gap, questions remain regarding who will deliver and pay for these
treatments and how we can leverage telemedicine to treat perinatal mental health transdiagnostically.

Keywords Perinatal depression - Perinatal trauma - Telemedicine - Psychotherapy - Transdiagnostic

Introduction healthcare workers and communities at large. While physical
distancing has been required to limit the spread of COVID-
19, it is well documented that social isolation is a substantive
risk factor of mental illness and suicide [1].

The pandemic and its accompanying mental health burden
have been particularly challenging for pregnant women and

those up to 1-year postpartum. Perinatal populations are at

The COVID-19 pandemic has amplified our need to improve
access to effective mental healthcare, shining a global
spotlight on the mental health and well-being of patients,
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heightened risk of mental health disorders [2], with depression
and anxiety being the leading cause of disability among moth-
ers worldwide [3]. The treatment gap for depression, anxiety
and trauma—the most common psychiatric diagnoses emerg-
ing among perinatal populations during and after COVID-19
[4, 5]—may be as high as 80% in high-income countries such
as the USA and Canada [6, 7], and even worse for women of
colour [8]. Even prior to the pandemic, common barriers to in-
person treatment existed, including transportation, childcare,
stigma, cost and a lack of sufficiently trained professionals
[9]. Physical distancing due to the pandemic and the resultant
impact of social isolation on perinatal women (e.g., birthing
without supportive partners and isolation from key social net-
works after birth) has been undeniable. For example, compared
to pre-pandemic conditions, perinatal women reported greater
traumatic childbirth experiences and less successful postpartum
adjustments during COVID-19 [10]. Additional challenges dur-
ing the COVID-19 pandemic include economic stress, hous-
ing and food insecurity, intimate partner violence and reduced
access to perinatal care — all of which were further intensified
among women of colour [11-13].

Given the enormous stressors and exacerbation of men-
tal health conditions, there is a great need for innovative
approaches to address the population level mental health
crisis.

Telemedicine—defined as a two-way, real-time communica-
tion between a patient and practitioner—offers one potential
solution and has become a necessity to address the growing
mental health burden during COVID-19 [14]. Telemedicine dif-
fers from terms such as mHealth or telehealth, which refer to
any intervention using the smartphone’s core function of voice
and text messaging and are typically supplementary to the pri-
mary treatment [ 14]. In March 2020, the global shutdown from
the pandemic necessitated an abrupt switch to telemedicine.
Although many medical specialties have since resumed pro-
viding most care in person, telemedicine has continued to be
a successful and prevalent delivery method in psychiatry and
behavioral medicine. With widespread uptake in response to the
COVID-19 pandemic and endorsement by most major medical
professional organizations including the American College of
Obstetricians and Gynecologists [15] and the American Psychi-
atric Association [16], telemedicine is likely to remain widely
available after the pandemic ends. It is therefore important to
understand the current scientific literature of telemedicine for
perinatal populations and explore untapped opportunities. The
current paper presents a critical evaluation of the recent litera-
ture on telemedicine for perinatal mental healthcare and the
potential future directions. While this commentary focuses on
mental healthcare and psychotherapy specifically, the lessons
learned may be relevant for other branches of medicine.
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The Current Literature

The COVID-109 crisis has highlighted the essential and rev-
olutionized role of telemedicine to offer direct-to-patient
care [17]. Telemedicine may offer a promising alternative
for perinatal patients in terms of flexibility, efficiency, and
cost, potentially improving access and reach of mental health
treatments [18]. Among perinatal populations, remote psy-
chotherapy can offer a particularly patient-centered solution
to facilitate settings and schedules (e.g., at home and during
weekends), while practical barriers (e.g., wait times, costs
for parking or transportation and arranging child care) can
be minimized [19]. In addition, preliminary evidence sug-
gests that perinatal women prefer to access mental healthcare
remotely [20]. Growing evidence also supports the efficacy
of telemedicine in both the prevention and treatment of peri-
natal depression [21]. Importantly, there is also evidence that
perinatal women have strong digital literacy and are able to
use their device to connect to a telemedicine visit [22].

Despite the promise of telemedicine for perinatal mental
healthcare, the hope may be disproportionate to the existing
literature. First, most trials are small and inadequately powered
[21]; therefore, it is not clear whether telemedicine-based treat-
ments are as effective as in-person treatments, a useful adjunct,
or are slightly inferior but effective enough that they should
be used with individuals who would not otherwise access
care (i.e., the next-best alternative). Second, it is unknown for
whom telemedicine may be more acceptable and feasible. For
example, some perinatal women may experience compromised
care due to a lack of privacy, reduced physical and psycho-
logical safety and competing household demands [23]. This
will inevitably increase the gap in access to treatment among
the most vulnerable, socioeconomic groups. Third, few stud-
ies have examined important and growing mental health con-
cerns such as comorbid trauma and substance use alongside
depression and anxiety symptoms. Finally, with the growing
shortage of mental health workers in even the world’s richest
countries, there is growing uncertainty about who will provide
these services and who will pay for it.

Future Directions

To understand the true promise of telemedicine, evidence-
based solutions are required to address the growing burden
of poor perinatal mental health. To achieve this goal, there
is a need for (1) more evidence, (2) transdiagnostic treat-
ments for perinatal mental health (and beyond perinatal
depressive and anxiety symptoms), and (3) scalable mod-
els of care.
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Need for Robust Evidence

While research to date has demonstrated comparability
of telemedicine-based mental healthcare to traditional
in-person modalities, the evidence of its effectiveness
among perinatal populations remains scant. The sample
sizes are often small and there has been a lack of integra-
tion in real-world settings. Large randomized controlled
trials are required to answer clinically important questions
that impact treatment uptake and fidelity. These include
(1) whether mental health interventions delivered via
telemedicine are as effective as in-person interventions;
(2) who may benefit more from one modality compared
to another; and (3) which relevant barriers and facilitators
influence integration and scalability of effective mental
healthcare services.

Importantly, exciting developments are on the horizon.
For example, the Scaling Up Maternal Mental healthcare by
Increasing access to Treatment (SUMMIT) Trial is a large mul-
ticenter study that is currently being implemented in real-world
healthcare settings in Toronto, Chapel Hill and Chicago [24e].
All eligible perinatal women receive up to eight sessions of a
brief, behavioral activation treatment by a trained treatment
provider. To date, SUMMIT boasts 90% retention rates and
high patient satisfaction scores—including among culturally
diverse populations [25]. Upon completion, it will be among
the largest psychotherapy trials in the world (N= 1,226). This
large, adequately powered trial will lend itself to determine
whether telemedicine-delivered psychotherapy (either by
a specialist or non-specialist provider) is non-inferior to in-
person treatment as usual for perinatal depressive, anxiety and
trauma symptoms.

Asynchronous interventions (no direct real-time contact)
may also help surmount barriers that make it challenging for
mothers to connect in real time. In Japan, Nishi et al. [26e]
are currently implementing a large trial (N =5000) to exam-
ine the effectiveness of a fully automated smartphone-based
six-session cognitive behavioural intervention to address
both antenatal and postpartum depression. Eligible pregnant
women randomized to the intervention arm receive access
to six weekly 5-minute modules designed to educate partici-
pants on various strategies in stress management (i.e., behav-
ioural activation, self-compassion and problem solving) in
addition to treatment-as-usual (TAU; in this case, receiving
information about mental health during pregnancy). The
results of this trial will provide evidence as to whether an
internet-based CBT treatment is effective in preventing the
onset of major-depressive disorder up to 3 months postpar-
tum. If deemed effective, this highly scalable intervention
may supplement or provide an accessible alternative to tra-
ditional models of provider-led psychotherapy for perinatal
depression.

These trials lend evidence to answer the question: ‘what
works for whom,” in terms of which perinatal women may
benefit more from one modality vs. the other. In addition, it
will be important to examine both self-help models along-
side those that are facilitated by a therapist (see Fig. 1). This
answer is critical to integrating and scaling up effective men-
tal healthcare for perinatal populations in real-world settings
in an ethical and feasible way.

Integrating Trauma to Treat Perinatal Women
Transdiagnostically

To date, the field of perinatal mental health has largely
focused on perinatal depression and more recently, anxiety.
However, in the wake of the COVID-19 pandemic, there is
growing awareness and concern that these symptoms are
often comorbid or predated by other common conditions
such as post-traumatic stress disorder (PTSD). Approxi-
mately one in five trauma-exposed individuals worldwide
suffer from clinically significant trauma symptoms during
pregnancy [27]. The onset of these symptoms often pre-
date pregnancy due to adverse childhood experiences, and
may increase risk of postpartum psychiatric illness [28].
Trauma symptoms may also occur during pregnancy [29]
as the result of distressing events such as neglect, interper-
sonal violence, or natural disaster, or after pregnancy and
childbirth following a traumatic birth experience or loss.
Similar to perinatal populations suffering from depression
and anxiety symptoms, those with clinically significant
trauma symptoms are at increased risk of adverse perinatal
outcomes including preterm birth, low birth weight, obstetri-
cal complications, worsened postpartum mood and anxiety
disorders, poor maternal-child attachment, and poor child
outcomes [30]. Importantly, impaired attachment may be
more closely related to maternal exposure to early trauma
rather than to specific diagnoses [31], underscoring the
need to focus on trauma symptoms that predate the perina-
tal period.

Trauma-focused, exposure treatments have been demon-
strated to be among the most effective treatments in mental
healthcare [32]. In these treatments, patients repeatedly con-
front internal and/or external trauma reminders until they no
longer experience clinically significant distress associated
with these cues. In contrast to popular opinion and clini-
cal practice, trauma symptoms are reduced through a pro-
cess known as inhibitory learning—whereby an individual
learns new responses to trauma cues that compete with and
prevent old responses. Despite their effectiveness, exposure-
based interventions remain inaccessible and largely untested
among perinatal women [33]. Perinatal women are often
excluded and severely underrepresented in clinical research
for trauma, and therefore the evidence for trauma-focused

@ Springer
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Specialist Providers

¢ Psychiatrists, licensed psychotherapists

¢ Severe intensity, longer course and
complex treatment(s) and medications
for severe symptoms

Symptom Severity and
Treatment Intensity

¢ Delivered online or in person

NSPs: Non-specialist Providers

Individuals with no formal degree in mental health (e.g., nurses,
midwives, community health workers, lay counsellors, teachers, peers)

W

Peer-and expert-led supervision

Low to moderate intensity treatment for mild to moderate symptoms

Task Sharing

Delivered online or in person and in group or individual settings

Brief courses of psychotherapy

¢ Typically, individual settings

Self-Help
¢ Low intensity treatment for mild symptoms or prevention
* Digitally based (e.g., internet-based cognitive behavioral therapy (iCBT)

Screening

¢ Automated, digital, large scale; OR

¢ Conducted by trained, non-mental health professionals (e.g., health facility staff, research staff)

Fig.1 Stepped care model for delivering psychotherapy

interventions among this population is limited. In a semi-
nal review that identified over 78 treatments for depression,
anxiety and trauma-related disorders during the perinatal
period [34e], the authors identified only one randomized
controlled trial for trauma-related disorders and the treat-
ment involved psychoeducation. While perinatal depression
commonly co-occurs with trauma symptoms, clinical trials
and treatment research for perinatal depression and anxiety
rarely assess trauma symptoms. This “don’t ask, don’t tell”
attitude is disadvantageous to both patients and providers
because it may compromise a patient’s response to treat-
ment, reducing their engagement with treatment and their
alliance with the therapist [35, 36].

Evaluating effective “talk therapies,” such as psychologi-
cal treatments, among perinatal populations offers a unique
opportunity to improve maternal mental health transdiag-
nostically—i.e., treating multiple mental health conditions
simultaneously—and interrupt a pattern of intergenerational
transmission of trauma and psychiatric vulnerability. This
will require effective exposure treatments to become more
accessible and scalable, including through the use of tel-
emedicine. There has been growing evidence to support
telemedicine-delivered psychological treatments to reduce
trauma symptoms with internet-delivered cognitive behav-
ioural therapy [37, 38] and expressive writing [39], and more
recently, brief prolonged exposure [40]. Few studies to date
have targeted perinatal populations, although several appear

@ Springer

to be on the horizon [41]. In accordance with most trials for
telemedicine-delivered treatments for perinatal depression
and anxiety (see above), the majority involve small sam-
ple sizes—calling to question the generalisability of study
results. Additional large-scale, pragmatic trials that lever-
age task-sharing models and transdiagnostic treatments are
required to address the growing and concurrent burden of
perinatal depression, anxiety and trauma.

Scalable Models of Care: Task Shifting
and Addressing Inequities

There has always been a shortage of mental health pro-
fessionals to address the treatment gap for mental health.
Perinatal mental health is no exception. One innovation to
improve access to care is task sharing—the rational redis-
tribution of tasks [42] to train non(mental health)-specialist
providers (NSPs) to deliver brief psychotherapies with
appropriate levels of supervision. NSPs are individuals
without a specialized degree in mental health and range
from community health workers, peers, lay counsellors
and teachers to midwives and nurses. Over the past three
decades, task sharing has gained a growing popularity and
evidence worldwide with applications for perinatal mental
health specifically in low- and middle-income countries
[43], as well as high-income countries, such as the USA
and Canada [44].
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Despite these advancements, important and unresolved
issues remain. First, the COVID-19 pandemic has high-
lighted systematic failures in diverse healthcare systems
and a growing health professional workforce storage, par-
ticularly among nurses. Therefore, relying only on nurses
may be unpragmatic and unfeasible to address the widening
treatment gap for perinatal mental health. Other types of
NSPs—including peers—have successfully implemented
mental healthcare worldwide [44, 45] and are arguably
preferred over health professionals and specialist provid-
ers because they offer a less hierarchical and more patient-
centered approach [46, 47]. Peers may also be more pre-
ferred by Black, Indigenous, People of Colour (BIPOC)
perinatal populations who are less likely to access and con-
tinue using mental health services [48, 49] due to racial-
ized barriers that include experiences of discrimination and
racial micro-aggression, mistrust of healthcare providers
and reduced quality of services [49—51]. Despite their effec-
tiveness, scalable models including peers or other cadres
of NSPs have not been widely implemented to address the
burden of perinatal mental health. This may be partly due
to professional guilds that prevent a collaborative, stepped
care model [52] in which peers and NSPs are embedded
in existing healthcare structures. Similarly, compensation
models vary by context [43, 46] and research in low- and
middle-income countries on community healthcare workers
(e.g., [53, 54]) show that it is expected, equitable and ethical
to pay individuals for their work.

In addition, it remains unclear how these mental health treat-
ments will be reimbursed and sustained, and how the workforce
delivering these treatments will be identified. In both Canada
and the USA, practitioners are required to be licensed within
the state or province where the patient is receiving their care—
thereby limiting patients from accessing telemedicine services
from out of jurisdiction practitioners. These restrictions dis-
proportionately affect perinatal patients who live in areas with
few subspecialty practitioners or who have transportation and
other practical barriers. In addition, it remains unclear who
will pay for services [55]. Specifically, payment parity—equal
reimbursement for remote and in-person visits—is particularly
challenging in the USA for several reasons. First, coverage for
behavioural health and psychiatry interventions is often “carved
out” by insurers, meaning that coverage for these services are
selectively removed from standard health insurance plans and
paid for separately by patrons [56]. Second, co-payments on
many insurance programs are very high and may be prohibitive
to seeking care for many patients. Third, access to clinicians
who are “in-network”™ by a specific payer, may be exceedingly
poor. The answer remains unknown about how to overcome
these professional guilds in order to successfully implement
scalable and sustainable mental healthcare models in existing
health systems. Additional trials are required to compare various
cadres of treatment providers in real-world settings to ultimately

inform a stepped care model whereby the most effective and
least resource-intensive treatment is delivered first, followed by
“stepping up” to more resource-intensive treatments through a
task-sharing model (see Fig. 1).

Conclusion

In sum, the need to access effective mental healthcare has
been amplified for perinatal populations worldwide in the
wake of COVID-19. The traumatic events of the past few
years require us to tackle trauma as a priority area among
the perinatal population. Telemedicine has transformed our
ability to access and offer mental healthcare but there remain
key questions to facilitate patient-centered, evidence-based
solutions for perinatal mental health beyond the pandemic.
Pragmatic solutions are on the horizon and large-scale stud-
ies are required to inform future directions.
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