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Abstract

Background: Upwards of one in seven individuals experience perinatal depression and many
individuals cannot access treatment. In response, perinatal depression is increasingly being
managed in the obstetric setting. This study aimed to characterize the experiences of clinicians and
clinician assistants to inform the extent to which clinician assistants can help address depression in
obstetric settings.

Methods: This cross-sectional analysis used data from an ongoing cluster randomized control
trial: The PRogram In Support of Moms (PRISM). Participants included clinicians (physicians,
certified nurse midwives, nurse practitioners) and clinician assistants (medical assistants, nursing
assistants). Baseline data regarding practices and attitudes of clinicians and clinician assistants
toward addressing depression in the obstetric setting were described. Logistic regressions were
used to examine the association of clinician time to complete work and depression management.

Results: Clinician assistants experienced significantly fewer time constraints than did clinicians.
However, having adequate time to complete work was not significantly associated with increased
depression management in clinicians. Clinician assistants reported feeling that addressing
depression is an important part of their job, despite variation in doing so.

Conclusion: Clinician assistants are interacting with perinatal women extensively and are a vital
part of obstetric care workflows. Clinician assistants report that they want to address depression
and have time to do so. Thus, clinician assistants may be poised to help address the mental health
needs of perinatal individuals.
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Introduction

Depression is one of the most common complications of pregnancy [1,2]. One in
seven perinatal individuals experience depression during pregnancy and/or the first year
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postpartum. The risk is as high as one in two for certain populations including those with
lower incomes or those who identify as Black, Indigenous or person of color [3,4]. Perinatal
depression is associated with negative sequelae for both birthing persons and their offspring;
in severe circumstances, these may include suicide or infanticide [5]. Despite the negative
consequences, approximately 50% of perinatal depression is undiagnosed and less than 30%
of pregnant and postpartum individuals who screen positive receive treatment [6].

There are clear professional recommendations to screen for depression at least once

in pregnancy and/or the postpartum period. Screening should be done with validated
instruments such as the Edinburg Postpartum Depression Scale (EPDS) or Patient Health
Questionnaire (PHQ-9) [7]. Further, screening should occur in the context of systems

that are prepared to respond to positive screens. For example, systems that are prepared

to respond by providing a mental health assessment, treatment initiation or referral, and
follow-up [7,8]. Evidence-based treatments for perinatal depression include psychotherapy
and pharmacotherapy. In many cases, the latter can be provided by an obstetric clinician [9].

Unfortunately, barriers in the mental health care pathway abound and are multifactorial.
Patient-related barriers include stigma, misconceptions about pharmacotherapy, and lack

of education regarding mental health assessment and treatment [10,11]. Health care
barriers include lack of culturally responsive care, training, resources, referral options, and
inadequate clinician time to effectively address perinatal depression [11-13]. Interventions
aiming to improve participation in perinatal depression treatment increasingly focus on
building the capacity of obstetric clinicians to provide mental health care in the perinatal
setting [14]. Capacity-building strategies range from educational resources for clinicians
(e.g. screening and treatment algorithms) to the development of Perinatal Psychiatry Access
Programs such as the Massachusetts Child Psychiatry Access Program (MCPAP) for Moms
[15,16].

While obstetric and other frontline clinicians are critical to screening and connecting
perinatal individuals with care, clinician assistants can also play key roles in this care
pathway. Clinician assistants include clinical support staff with certificate-level training,
such as medical assistants, nursing assistants, and patient care assistants. These clinician
assistants often administer and score validated mental health screening instruments in a
variety of clinical settings, and thus they may be poised to help to address the mental health
needs of perinatal individuals [17]. Currently, there is a paucity of studies evaluating the role
of clinician assistants in obstetric or maternity care settings in the literature.

In this study, we aimed to evaluate how clinician assistants and licensed obstetric clinicians
engage in the workflow and the management of depression in perinatal settings. We then
analyzed associations between clinician and clinician assistant characteristics and depression
management to inform the extent to which clinician assistants can help address depression in
obstetric settings.
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This cross-sectional analysis used baseline data from the PRogram In Support of Moms
(PRISM) study [13,18,19]. PRISM is an ongoing cluster-randomized controlled trial (RCT)
evaluating the effects of two interventions designed to address perinatal depression in

12 obstetric practices across Massachusetts. The first intervention arm includes access

to the population-level MCPAP for Moms program for clinicians. This is a state-wide
program that offers training and toolkits, telephonic access to perinatal psychiatrists, and
face-to-face consultation, and linkages to mental health resources and referral [15]. The
second intervention arm includes access to MCPAP for Moms p/us proactive practice-level
implementation support designed to help practices integrate depression management (e.g.
detection, assessment, treatment, and follow-up) into their daily workflow [16]. RCT
recruitment has been expanded upon elsewhere [19]. For this analysis of baseline data,
licensed obstetric clinicians and clinician assistants at the participating sites were invited

to participate and complete a baseline questionnaire regarding perinatal depression. The
University of Massachusetts Medical School Institutional Review Board (IRB) approved the
cluster RCT. All individuals gave informed consent prior to participation.

The baseline questionnaire was a 46-item questionnaire which obtained demographics as
well as data on attitudes, perceived self-efficacy, and experience in managing perinatal
depression. This questionnaire was adapted from validated tools used in primary care
settings that examine clinician attitudes and self-efficacy to assess their readiness to
implement behavioral health interventions [19,20]. Participants were grouped based on their
self-reported roles. Group one was defined as licensed obstetric clinicians and included
physicians, nurse practitioners, and certified nurse midwives, hereto called “clinicians.”
These individuals are considered frontline, primary providers in the care of perinatal
individuals. Group two was defined as clinician assistants and included medical, nursing,
and patient care assistants. These individuals have numerous roles including, but not
limited to, rooming patients, taking and recording vital signs, reviewing medication lists,
administering and scoring health screeners, and taking brief histories preceding patient
encounters with clinicians [17,21].

Clinicians were asked to respond to Likert-style questions in the following domains: (1)
their confidence in screening and detecting depression, treating patients with depression,
and assessing and monitoring depressive symptoms over time; (2) the rate at which they do
screen, assess, treat, and follow patients with perinatal depression in practice; (3) practice-
level resources and logistical-factors including their ability to refer patients with suspected
depression for other services; and (4) their characterization of their workplace environment
(e.g. adequate time to complete work) and satisfaction. Clinician assistants were given the
same survey, however questions outside of their clinical purview were omitted. For example,
clinician assistants were also asked to rate the degree to which they felt it was important to
address depression in their work, but not how often they screen, treat and discuss depression
since they are not currently able to provide direct treatment themselves.

Demographic and workplace variables and reported depression management practices
were compared between clinicians and clinician assistants using Chi-square or t-tests.
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Participant demographic information (race, ethnicity, education, years of experience) and
characterization of workplace environment and efficiency were compared across groups.
Specifically, we compared responses regarding the adequacy of time to complete tasks at
work, assessment of practice efficiency, and descriptions of office atmosphere. Responses
to Likert-style questions regarding behaviors and attitudes were collapsed for analytic
simplicity: outcomes were dichotomized into agree/strongly agree and disagree/strongly
disagree. In clinicians, associations between perceptions of time to complete work and
reported depression management were examined using crude and adjusted logistic models.
Covariates in the adjusted models included a race, ethnicity, education, and years of
experience. Participants were excluded from analyses on a case-by-case basis when
evaluated responses were declined or deemed not applicable by the respondent. Significance
was assessed at p= 0.05. All analyses were done in Stata 14.

Participant demographics

This study was primarily comprised of clinicians, with about one-quarter of the participants
being clinician assistants (59/208, 28.4%). The majority (95%) of the clinician assistants
identified as medical assistants. Of the clinicians, about one-third (46/159, 30.9%) were
medical residents with an average of 2.5 years of residency completed. Clinician assistants
were more racially and ethnically diverse than clinicians in this study (o < 0.001, Table 1).

Compared to clinicians, clinician assistants were less likely to have a college degree (p <
0.001) and had fewer years of experience in obstetrics overall (6.6 vs. 10.0 years, p= 0.03).
Despite the difference in the overall level of obstetric experience, clinicians and clinician
assistants in our study had similar amounts of work experience at their current practice,
where about 60% of participants in both groups reported working at their practice for at least
two years.

Workplace assessments

About two-thirds of both clinicians and clinician assistants characterized their workplace
environment to be “busy but reasonable” (Table 2). However, 88.6% of clinician assistants
reported adequate time to complete their work versus 31.3% of clinicians (p < 0.001). After
adjusting for race, ethnicity, education, time at practice, and years of OB/GYN experience,
clinician assistants were 5.6-times as likely as clinicians to report adequate time for work
completion (95% Confidence Interval (CI): 1.3-24.6).

Clinician assistant attitudes toward and experiences in addressing and managing

depression

The vast majority of clinician assistants (90%) agreed that addressing depression is an
important part of their job. However, only 29% of clinician assistants reported that they had
discussed depression in any context with their patients. Of those that reported discussing
depression, 64% indicated only doing so if a patient said something concerning or a patient
brought up depression themselves.
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Clinician attitudes toward and experiences in addressing and managing depression

Most clinicians reported that they consistently screen for and discuss depression with their
patients. Despite being less likely than clinician assistants to report having adequate time

to complete their work, the perception of adequate time did not affect whether clinicians
screened for, discussed, or treated depression to a significant degree. Regardless of whether
they reported adequate or inadequate time to complete work, most clinicians reported that
they screened for depression (91.2% vs. 85.5% respectively, OR: 1.7, 95% CI [0.45-6.72)
and discussed depression with their patients (94.1% vs. 93.3%, OR: 1.1, 95% CI [0.21-
6.21]) most of the time. However, far fewer clinicians reported that they consistently

treated depression (45.5% in those that reported adequate time vs. 42.9% in those with
inadequate time, OR: 1.1, 95% CI [0.48-2.56]). These relationships remained stable even
when adjusting for potential confounders. Specifically, race, ethnicity, education, time at
practice, and years of OB/GYN experience, did not alter the relationship between perception
of time to complete work and clinician-reported rates of screening for, discussing, or treating
depression.

Discussion

Perinatal depression is one of the most common pregnancy complications in the

United States [1,2]. Given its prevalence and associated negative short- and long-term
consequences, it is essential to screen for and treat depression in perinatal individuals
[7,22,23]. However, integrating comprehensive mental health care into busy obstetric
practice workflows can be challenging. This study quantified how clinicians and clinician
assistants perceived their roles in the detection and management of perinatal depression, a
topic not widely explored in the medical literature.

This analysis included perspectives from multiple practices across Massachusetts and
captures a diverse clinical cohort. Eighty-nine percent of clinicians in our study reported
consistently screening for depression. These screening rates are at the higher end of the
estimated national average of 50 — 98% [24,25]. It is known that self-reported and actual
screening rates are not always concordant, but this rate is still markedly higher than the
percentage of clinicians who report treating depression regularly, illuminating the gap in
care. While inadequate time with patients is often a barrier to treatment, clinician treatment
rates in this study were the same regardless of the perception of adequate time in the
workplace.

Clinician assistants in our study were regularly administering depression screening. Overall,
clinician assistants perceived significantly fewer time constraints than clinicians. Most
reported adequate time to complete their work and felt their workplace operated efficiently.
Clinician assistants overwhelmingly agreed that addressing depression is an important part
of their job, despite not often discussing it during patient encounters. This suggests that
clinician assistants want to and have the time to facilitate not only screening for depression
but also responding to positive screens. For example, clinician assistants could facilitate
depression care by providing psychoeducation, resources and/or referrals. They could also
be trained to provide brief interventions such as motivational interviewing, which has been
shown to increase help-seeking [26]. Clinician assistants serving in these roles are supported
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by literature that demonstrates clinician assistant involvement inpatient care is associated
with improved workflow and better patient outcomes [21,27]. Our data suggest clinician
assistants are an unleveraged resource that could help increase an obstetric practice’s
capacity to manage depression.

Our results also suggest high rates of job turnover amongst clinician assistants. The average
years of experience in obstetrics were 6.6 years for clinician assistants in our study;
however, almost half of these individuals were at their current place of employment for less
than two years. This is consistent with a high degree of job turnover and may demonstrate
the need to engage with and “invest in” clinician assistants. There is literature to suggest
that if systems “invest in” support staff by providing professional development opportunities,
there is increased job satisfaction and system-level benefit, such as lower clinician burnout
[21,27]. Investing in and empowering clinician assistants in their roles may ultimately
reduce job turnover and enhance practice efficiency [27]. Qualitative studies could help
inform how clinician assistants would feel about opportunities to increase their involvement
in the mental health care pathway.

Finally, clinician assistants in this study represented a more diverse population than
clinicians. Racial and ethnic concordance between patients and their health care providers
has been associated with better patient experience and health outcomes [28]. Specifically,
when a physician is of the same race or ethnicity as a patient, it can increase the patient’s
comfort with or trust in their provider. This could be particularly important in perinatal
depression, as there currently exists significant differences in screening and treatment rates
by race/ethnicity. For example, Black women are screened less often and receive treatment
less often after a positive screen [29]. Future studies need to explore how diversity in the
racial/ethnic make-up of clinician assistants may help address depression and how it may
improve patient experience and outcomes.

There were several limitations in this study. Data were collected from participants in a state
that is considered to be at the forefront of care for perinatal mood and anxiety disorders

[30]. Clinicians and clinician assistants in Massachusetts have access to MCPAP for Moms,
which was designed to increase the capacity of clinicians to address perinatal depression [13,
19]. In view of this, providers may be more willing or likely to already engage in efforts

to improve depression management. For the same reason, this may also underestimate how
this affects the perception of time adequacy in the workplace and workplace environment. In
addition, we were unable to comment on clinician and clinician assistant differences across
age and gender.

Conclusion

Obstetric practices are increasingly changing to meet the relatively new recommendations
to screen for and treat depression in obstetric settings. To date, this movement has focused
largely on building the capacity of frontline clinicians, who often have high workloads
and variable training in mental health. Despite major progress, barriers remain to address
depression in obstetric settings. To successfully integrate depression management into
obstetric care, it must become a part of the practice workflow. Clinician assistants interact
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with perinatal individuals extensively and are a vital part of this workflow. Our study
suggests that clinician assistants value addressing depression and have time to do so.
Involving obstetric clinician assistants is a largely unleveraged opportunity that could help
integrate depression care into obstetric practice. Engaging obstetric clinician assistants in
depression care, could, in turn, help engage perinatal individuals in depression screening,
assessment and treatment.
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Demographics.

Table 1.

Total (n = 208)

Clinicians (n = 149)

Clinician assistants (n = 59)

Race (%) e

Asian

Black/African American

White

Multiracial

Other
Hispanic ethnicity (%) e
College degree or more (%) ™
Years at practice (%)

<6 months

6-12 months

1-2 years

2+ years

Years of experience (mean, SE) *

8.0
5.4
76.5
2.7
75
9.6

83.0

12.8
9.7
15.9
615

9.1(0.7)

9.6
2.2
81.6
3.7
2.9
43

100.0

125
6.6
177
63.2
10.0 (0.9)

3.9
13.7
62.8

19.6

22.8
38.6

136
17.0
11.9
57.6

6.6 (0.9)

Page 9

Demographic and work experience data for clinicians and clinician assistants are reported as percentages of the number of participants in each
group (reported as n). Total percentages may not sum to 100.0% because of rounding. Differences between groups were evaluated using Chi-

squared test.

Significance is reported as *p < 0.05; ***p< 0.001.
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