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Findings

Perinatal mental health has become a significant focus of interest in recent years, with
investment in new specialist mental health services in some high-income countries, and
inpatient psychiatric mother and baby units in diverse settings. In this paper, we
summarize and critically examine the epidemiology and impact of perinatal mental
disorders, including emerging evidence of an increase of their prevalence in young
pregnant women. We conclude with research and clinical implications, which, we argue,
highlight the need for an extension of generic psychiatric services to include preconception
care, and further investment into public health interventions, in addition to perinatal
mental health services, potentially for women and men, to reduce maternal and child
morbidity and mortality.

ACOG provides resources related to patient screening, assessment and treatment,
patient/provider education, and even a guide to integrating mental health care into
obstetrical practice.

The October 2021 issue of HealthAffairs offers several Perinatal Mental Health articles,
including some focusing on policy and programs to expand access to care.

Majority of studies on depression screening during maternity care increases referral rates
and service usage, associated with positive emotional health outcomes.

The American College of Obstetricians and Gynecologists recommends that obstetrician—
gynecologists and other obstetric care providers screen patients at least once during the
perinatal period for depression and anxiety symptoms using a standardized, validated tool
Potential effectiveness of screening for postpartum depression appears to be related to
the availability of systems to ensure adequate follow-up.
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Meta-analysis indicates a positive impact in favor of the intervention group (screening for
perinatal depression and anxiety). Screening appears to lead to improved outcomes, with a
significant improvement in symptoms of anxiety among perinatal women.

Reviewed multiple interventions for perinatal mood disorders. Counseling interventions
associated with lower likelihood of onset of perinatal depression. Some other
interventions, including health system interventions, showed some evidence of
effectiveness but lacked robust evidence base.

Measured the effects of a quality improvement project that developed systematic
screening guidelines including the administration of the PHQ-9 and onsite mental health
consultations for eligible women. Screening rates and mental health consultations
significantly increased.

Non-Latina Black women experienced higher rates of prenatal depressive symptoms and
significantly lower use of postpartum counseling and medications. Those asked by a
practitioner about their mental health status were almost six times more likely to report
counseling.

This paper describes the creation of integrated behavioral health in a midwife practice in
Arizona, with a special focus on the financial barriers that may hinder integrated models.

The most efficient strategy to identify patients at risk relies on focusing on clinically
vulnerable subgroups: enquiries about depressive symptoms should be made at the usual
screening visits. Attention should be paid to any sign of poor self-care, avoidance of eye
contact, overactivity or underactivity, or abnormalities in the rate of speech.

Treatment of perinatal mood disorders requires a collaborative care approach between
obstetrics practitioners and mental health providers, to ensure that a thoughtful risk :
benefit analysis is conducted. It is vital to consider the risks of the underlying iliness versus
risks of medication exposure during pregnancy or lactation.

Preconceptual counselling, in addition to screening for mood disorders during pregnancy
and in the postpartum period, can reduce the risks associated with perinatal iliness by
identifying mothers who need intervention
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Screening can be challenging for NICU providers due to constraints in time and resources.
Screening protocols must include well-validated measures, trained staff to administer, and
clear plans for addressing elevated risk. This highlights the need for the integration of
mental health professionals into perinatal settings to help foster resilience in families
during this vulnerable time

Common facilitators included engaging multidisciplinary staff in program development and
implementation, partnering with program champions, and incorporating screening into
routine clinical practice. Referral to mental health treatment was the most significant
barrier.

Use of the SBIRT model to implement a safety bundle may contribute to improved mental
health outcomes for individuals receiving perinatal care in a private-practice outpatient
health care setting. Education and engagement among clinicians, staff, and patients are key
to successful implementation of a safety bundle.

There were no disparities identified with regard to prenatal screening. However, several
disparities were identified for postpartum screening. After adjusting for clinic, women who
were African American, Asian, and otherwise non-white were less likely to be screened
postpartum than white women. Women insured by Medicaid/Medicare, a proxy for low-
income, were less likely to be screened postpartum than women who were privately
insured. National guidelines support universal depression screening of pregnant and
postpartum women. The current study found opportunities for improvement in order to
achieve universal screening and to deliver equitable care.

This committee opinion agrees with the US Preventive Services Task Force, Centers for
Medicare and Medicaid Services, and other agencies that recommend routine universal
screening for perinatal depression. Current evidence suggests a minority of pediatricians
routinely screen for postpartum depression, and advocate for using pediatric primary care
clinicians to increase screening and referral activities.

A case study of a successful quality improvement project in integrated obstetric/pediatric
care in Houston Texas. The pediatric practice screened parents at 2 week and 2, 4, and 6-
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month well-baby visits using the EPDS. 6.3% of women screening positive, with about half
of these being referred to treatment. The more integrated the system was with behavioral
health, the more likely the parent would complete follow-up. The authors conclude that
high screening and referral rates can be achieved.

This article seeks to move the needle toward universal screening for PPD using validated
tools in pediatric primary care settings for new caregivers by making the legal and ethical
case for this course of action in a manner that is both compelling and accessible for
clinicians. Toward this end, we summarize current literature as it applies to provider
responsibilities, liabilities and perspectives; and caregiver autonomy, confidentiality, and
privacy. We conclude that there is a strong ethical case for universal screening for PPD in
pediatric primary care settings using validated tools when informed consent can be
obtained and appropriate follow-up services are available and accessible

Cross-sectional, descriptive design. Focused on clinician perspectives and sufficient training
to adequately support perinatal mood disorders. Results suggest that even when PMAD
screening is implemented, clinicians need better training to fully capitalize on successes.
Top three facilitators to PMAD screening include: better physician training, clear/updated
list of behavioral health providers for referrals, and integrated behavioral health.

The authors detail a case study of a universal PMAD screening program in rural Northern
Arizona, using a nurse-led interdisciplinary program.

Substance use during pregnancy is at least as common as many of the medical conditions
screened for and managed during pregnancy. While harmful and costly, it is often ignored
or managed poorly. Screening, brief intervention, and referral to treatment is an evidence-
based approach to manage substance use. In September 2012, the US Centers for Disease
Control and Prevention convened an Expert Meeting on Perinatal lllicit Drug Abuse to help
address key issues around drug use in pregnancy in the United States. This article reflects
the formal conclusions of the expert panel that discussed the use of screening, brief
intervention, and referral to treatment during pregnancy. Screening for substance use
during pregnancy should be universal. It allows stratification of women into zones of risk
given their pattern of use. Lowrisk women should receive brief advice, those classified as
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moderate risk should receive a brief intervention, whereas those who are high risk need
referral to specialty care. A brief intervention is a patient-centered form of counseling
using the principles of motivational interviewing. Screening, brief intervention, and referral
to treatment has the potential to reduce the burden of substance use in pregnancy and
should be integrated into prenatal care.

Case study of a clinic that added the Generalized Anxiety Disorder 2 question to the PHQ-2
during pregnancy. The clinic found that screening for both anxiety and depression
increased referral rates and almost as many pregnant people screened positive for anxiety
as depression.

Screening for substance use during perinatal health care

visits provides a unique opportunity to intervene in a

positive way with women who use substances. During the

perinatal period, pregnant women are highly motivated

to stop using substances and deliver healthy babies.1, 2, 3A

The significant life changes that occur during the postpartum

period can cause depression and an increased risk

of substance use.4 Studies show that early detection

through screening can prevent the progression of substance

use disorders and decrease the likelihood of serious

consequences of substance use.5, 6, 7

Perinatal mental health refers to the mental health of individuals during pregnancy and the
first year after giving birth. It is an essential aspect of maternal healthcare.1 Maternal
safety considerations for perinatal mental health are important because untreated mental
health problems can have serious consequences for both the mother and the child.
Reports of the prevalence and incidence of these conditions vary; one study estimates that
roughly 9% of pregnant individuals experience a perinatal mental health condition though
this may be lower than actual values given the challenges with access to data.2 These
conditions include a wide range of mood and anxiety disorders, including depression,
anxiety, bipolar disorder, post-traumatic stress disorder, obsessive-compulsive disorder,
and postpartum psychosis. If not addressed, perinatal mood and anxiety disorders can lead
to significant negative outcomes for both patients and their children.

One in six women (17.3%) reported experiencing one or more types of mistreatment such
as: loss of autonomy; being shouted at, scolded, or threatened; and being ignored,
refused, or receiving no response to requests for help. Context of care (e.g. mode of birth;
transfer; difference of opinion) correlated with increased reports of mistreatment. Rates of
mistreatment for women of colour were consistently higher even when examining
interactions between race and other maternal characteristics.
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Due to limited sample size, we did not see statistically significant associations between
racial concordance and our variables of interest. However, the open-ended comments that
we received reveal nuances and concerns in the maternal health field, including the value
of support and guidance from other women who have been pregnant, and patients'
increasing comfort with self-advocacy with the provider over time.

Over 40% of women reported communication problems in prenatal care, and 24%
perceived discrimination during their hospitalization for birth. Having hypertension or
diabetes was associated with higher levels of reluctance to ask questions and higher odds
of reporting each type of perceived discrimination. Black and Hispanic (vs. white) women
had higher odds of perceived discrimination due to race/ethnicity.

We found that beyond normative stress related to managing physical aspects of MHRP
(medically high risk pregnancy), women reported added emotional stressors associated
with navigating the fragmented health care environment. This study suggests that
improved care coordination and systematic integration of psychosocial professionals within
the perinatal interdisciplinary health care team are vital to reduce care-related stressors on
this vulnerable patient group.

This article presents an overview of traumatic stress sequelae of childhood maltreatment
and adversity, the impact of traumatic stress on childbearing, and technical assistance that
is available from the National Center for Trauma-Informed Care (NCTIC) before articulating
some steps to conceptualizing and implementing trauma-informed care into midwifery and
other maternity care practices.

Intimate partner violence is defined as any behavior within an intimate relationship that
causes physical, psychological, or sexual harm to those in the relationship. Universal
screening at the first prenatal visit and subsequently every trimester is recommended,
with either written or verbal validated tools. Pregnant persons experiencing intimate
partner violence need nonjudgmental, compassionate, confidential, and trauma-informed
care.

System-based changes to policies, protocols, and practices are needed to achieve
sustainable change. Maternal morbidity and mortality that result from trauma-related and
other mental health conditions in the peripartum period are significant. Innovative
approaches to the prevention of negative birth experiences and retraumatization during
labor and delivery are needed.
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The purpose of this article is to highlight the pressing need for perinatal clinicians,
including nurses, midwives, physicians, doulas, nurse leaders, and nurse administrators, to
be educated about the principles of trauma-informed care so that they can support the
mental health of pregnant women, themselves, and members of the care team during the
pandemic.

We propose practical communication, behavioral, and procedural considerations for
integrating trauma-informed care principles into routine postpartum care, with attention
to populations that have been marginalized. We see postpartum care as a critical
component of holistic patient recovery and an opportunity to facilitate posttraumatic
growth so that all families can thrive.

The focus of this bundle is perinatal mood and anxiety disorders. The bundle is modeled
after other bundles released by the Council on Patient Safety in Women's Health Care and
provides broad direction for incorporating perinatal mood and anxiety disorder screening,
intervention, referral, and follow-up into maternity care practice across health care
settings.

The prevalence of symptoms of PMADs was 56%. A higher proportion of women with
PMADs had experienced depression (16% vs. 32%, p = 0.006); physical (18% vs. 31%, p =
0.030), emotional (35% vs. 61%, p = 0.000), or sexual abuse (12% vs. 29%, p = 0.002); and
symptoms of depression or anxiety before pregnancy (18% vs. 46%, p = 0.000). After
adjusting for socio-demographics in multivariate analysis, experiencing symptoms of
depression or anxiety before pregnancy (adjusted odds ratio [aOR] = 3.445, p = 0.001) was
positively associated with experiencing symptoms of PMADs, whereas higher levels of self-
esteem (aOR = 0.837, p = 0.000) were negatively associated with experiencing symptoms
of perinatal mood and anxiety disorders.

Women's perceptions of better communication, collaboration, and empowerment from
their midwives were associated with more frequent salutary health behavior practices in
late pregnancy. Controlling for mid-pregnancy anxiety, lower anxiety in late pregnancy
mediated associations of communication and collaboration with health behavior practices,
indicating that these associations were attributable to reductions in anxiety from mid- to
late pregnancy.

This report draws on literature reviews and interviews with maternal care stakeholders to
explore how the pandemic is contributing to inequitable patient and provider experiences
with maternal health care during the prenatal, delivery, and postpartum periods. We also
explore the following promising strategies to consider.
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Women's perceptions of better communication, collaboration, and empowerment from
their midwives were associated with more frequent salutary health behavior practices in
late pregnancy. Controlling for mid-pregnancy anxiety, lower anxiety in late pregnancy
mediated associations of communication and collaboration with health behavior practices,
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attendance, breastfeeding, and other infant safety measures. Mental health outcomes
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overall findings in different studies were not consistent. The frequency, timing, duration
and intensity of such postnatal care visits should be based upon local and individual needs.

The evidence is very uncertain about the effect of home visits on maternal and neonatal
mortality. Individualised care as part of a package of home visits probably improves
depression scores at four months and increasing the frequency of home visits may
improve exclusive breastfeeding rates and infant healthcare utilisation. Maternal
satisfaction may also be better with home visits compared to hospital check-ups. Overall,
the certainty of evidence was found to be low and findings were not consistent among
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using a variety of nursing interventions. Missing from most of the reports is a clear
theoretical link between the client problem addressed, the nursing intervention, and
target outcomes. About half of the studies were successful in achieving desired outcomes.
Overall, psychosocial and psychological interventions significantly reduce the number of
women who develop postpartum depression. Promising interventions include the
provision of intensive, professionally-based postpartum home visits, telephone-based peer
support, and interpersonal psychotherapy.

Implementation of a universal screening process for PMADs alongside the development of
an IBH (integrated behavioral health) model in perinatal care has led to the creation of a
program that is feasible and has the capacity to serve as a national model for improving
perinatal mental health in vulnerable populations.

This article, from 2003, describes the need for integrated behavioral health in obstetrical
care, especially as many patients treat OB care as their only primary care physician. The
authors conclude that barriers to integrated care must be addressed.

This randomized control trial on group perinatal care found that babies from pregnant
parents participating in group care were more likely to be appropriate for gestational age,
although there were similar levels of depression and anxiety for pregnant parents.

This large randomized control trial on group perinatal care found no difference in overall
rates of preterm birth or low birthweight between group and individual prenatal care.
However, the authors did find that among Black participants with increased participation
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in group prenatal care, lower rates of preterm birth and low birthweight were observed,
potentially helping to reduce racial disparities.

This study on Medicaid patients in South Carolina examined the effect of group prenatal
care on future well-child visits for pediatric care. The study found a modest increase in
well-child visits for those in group prenatal care, although gaps in well-child visits persist
regardless of prenatal care model.

This prospective cohort model examines the psychosocial outcomes of group prenatal
care. The study determined that group prenatal care demonstrated an increase in prenatal
planning-preparation coping strategies, but no significant greater positive outcomes in
other measures. However, women who were at greater psychosocial risk benefitted from
group prenatal care, as they experienced a decrease in pregnancy-specific stress, higher
mean maternal functioning scores postpartum, and a decrease in postpartum depressive
symptom scores.

This mathematical cost-benefit modeling found that group prenatal care could be cost
effective as long as an average of 10.652 pregnant parents are enrolled with enriched staff
or 4.801 women are enrolled with a single staff member.

This systematic review identified 37 reports about group prenatal care to determine the
outcomes for women enrolled in group prenatal care. Important findings include that
preterm birth decreased among low-income and African American women, and
attendance at prenatal visits was shown to increase among women in GPC. However,
authors caution that there is not sufficient high-quality, well-controlled studies to draw
conclusions.

A case study of implanting group prenatal care in Georgia’s Southwest Public Health
district. They found positive outcomes for preterm birth and low-birth weight as well as
increased breastfeeding. Additionally, the program was able to enroll mostly medically
underserved women. No comments on behavioral health outcomes.

The authors searched the Cochrane Pregnancy and Childbirth Group’s Trials Register to
determine all published and unpublished trails in which pregnant women were randomly
assigned to midwife-led continuity models of care versus other traditional models of care.
The authors conclude that midwife-led continuity model of care leads to improved
outcomes.
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A multidisciplinary team-based maternity care service led by general practitioners with
obstetric training (GPOs) and midwives was established for women of low obstetric risk.
Proportions of participants that were very satisfied with their overall pregnancy, hospital
stay, and postpartum care were 91%, <50%, and 85%, respectively. Both survey and
qualitative data identified high satisfaction with emotional care and time afforded to
discuss concerns during appointments. High levels of satisfaction can be achieved in
women of low obstetric risk through the provision of GPO-midwife led multidisciplinary
care throughout the maternity journey.

Compared to public health maternity support services (MSS-Plus), the authors
implemented “MOM-Care,” a culturally relevant, collaborative care intervention model.
The model showed significant improvement in quality of care, depression severity, and
remission rates, especially for socioeconomically disadvantaged women.

The United States has the worst maternal mortality rate of peer countries. Since 1935, the
maternal mortality risk among Black women has remained three to four times higher than
that of White women. Telehealth allows health care providers to communicate directly
with patients that cannot physically be seen in a clinic or hospital. Telehealth is endorsed
by the American College of Obstetricians and Gynecologists as an alternate mode to
deliver prenatal and postpartum services.

This review found that for women with physical disabilities access to, and experiences of,
maternity care is suboptimal. Improving maternity providers disability knowledge and
awareness, increasing the availability of support services for women, and increasing
person-centered care through organizational policies and provider training may help to
address the inequities women with disabilities face in accessing high-quality maternity
care.

Introduction Early prenatal care can improve pregnancy outcomes, reduce complications,
and ensure a healthier pregnancy. Unfortunately, many pregnant women do not seek early
care. This research provides a framework for improving prenatal care in a low income
community-based obstetrics clinic. Methods A multi-disciplinary quality improvement
initiative was implemented at a large federally qualified health clinic in Houston, Texas to
improve the rate of early entry into prenatal care by identifying barriers through patient
surveys, focus groups, stakeholder feedback, and improving processes to reduce these
barriers. Patients with early prenatal care had better obstetrical and neonatal outcomes;
however, the results were not statistically significant likely due to the small sample size.
Many women do not seek prenatal care early, and some obtain no prenatal care. The
history of prenatal care, the impact of inadequate prenatal care, and the many factors
involved in access to and use of prenatal care are discussed. Nursing implications aimed at
exploring ways of reducing these factors are examined.
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Women report many barriers to accessing prenatal care. This article reviews the literature
from 1990 to the present on women's perceptions of access to prenatal care within the
United States. Barriers can be classified into societal, maternal, and structural dimensions.

Despite the preponderance of evidence that points to the advantages of prenatal care, the
number of women who receive adequate prenatal care has remained at a plateau or
actually decreased since 1980. Over the past decades, many demographic and structural
barriers to receiving prenatal care have been identified; financial obstacles have been cited
as the major barrier. Recent appreciation of the significance of nonfinancial barriers to
prenatal care has resulted in recognition that even if all financial barriers were removed,
there would still be access problems.

The pandemic has increased symptoms of perinatal depression and anxiety and impacted
perceived access to care. Self-reported increases in depression and anxiety and changes to
healthcare access varied by education, race/ethnicity, income, and positive screens.
Understanding these differences is important to address perinatal mental health and
provide equitable care.

This study aimed to understand the extent, range, and nature of mobile health (mHealth)
tools for prevention, screening, and treatment of perinatal depression and anxiety in order
to identify gaps and inform opportunities for future work. A total of 26 publications
describing 22 unique studies were included (77% published after 2017). mHealth apps
were slightly more common than texting-based interventions (12/22, 54% vs 10/22, 45%).
Most tools were for either depression (12/22, 54%) or anxiety and depression (9/22, 41%);
1 tool was for anxiety only (1/22, 4%). Interventions starting in pregnancy and continuing
into the postpartum period were rare (2/22, 9%). Tools were for prevention (10/22, 45%),
screening (6/22, 27%), and treatment (6/22, 27%). Interventions delivered included
psychoeducation (16/22, 73%), peer support (4/22, 18%), and psychological therapy (4/22,
18%). Cost was measured in 14% (3/22) studies.

Existing and emerging evidence indicates that perinatal depression is a key contributor to
preventable morbidity and mortality during and after childbearing. Despite this, there are
few effective options for prevention and treatment that are readily accessible for and
appealing to pregnant people. In this article, we briefly summarize key systems barriers to
delivering preventive care for perinatal depression in standard prenatal care clinics. We
then describe Mindfulness-Based Cognitive Therapy for Perinatal Depression and outline
our adaptation of this intervention, Center M. Finally, we identify next steps, challenges,
and opportunities for this recent innovation.
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Recent research suggests that identifying risk for perinatal depression including historical
diagnoses of depression, anxiety, trauma, and comorbid substance use and intimate
partner violence may move the field to focus on preventive care in peripartum
populations. Emerging data shows stark health inequities in racial and ethnic minority
populations historically marginalized by the health system and in other vulnerable groups
such as LGBTQ+ individuals and those with severe mental iliness. Innovative models of care
using systems-level approaches can provide opportunities for identification and risk
analyses of vulnerable peripartum patients and facilitate access to therapeutic or
preventive interventions. Utilizing intergenerational approaches and leveraging
multidisciplinary teams that thoughtfully target high-risk women and other birthing
individuals could promote significant changes to population-level care in maternal health.
Women are at high risk for and more vulnerable to perinatal mood and anxiety disorders
(PMADs) during the coronavirus disease 2019 (COVID-19) pandemic. While access to
specialized perinatal mental health services is limited, clinicians with whom women have
ongoing relationships are in a unique position to counsel about prevention of PMADs.
These clinicians include primary care, obstetric, and general mental health clinicians. By
providing a woman with practical guidance and psychoeducation for perinatal planning
(eg, about sleep, exercise, nutrition, and the importance of social supports), clinicians can
mitigate a woman's risk of PMADs. This practical guidance must be modified to fit the
social context of the COVID-19 pandemic. This guidance can prevent or attenuate
unnecessary suffering on the part of the mother and have a long-lasting impact on her
child. This review provides a perinatal planning guide that outlines important topics to
discuss and problem solve with women in the context of the COVID-19 pandemic.

This was a retrospective cohort study of women undergoing universal postpartum
depression screening with deliveries from January 2017 to December 2019 who were
compared with a historic cohort from the same population from June 2008 to March 2010.
Utilization of mental health services following a positive depression screen more than
doubled following the implementation of colocated services.historic cohort from the same
population from June 2008 to March 2010

Women treated at the Perinatal mood disorder clinic (on-site) showed improved EPDS
scores when receiving at least two separate care visits. Therefore, the clinic may be filling a
gap in access to timely care for women with perinatal mood disorders.

This editorial presents: 1) a review of Perinatal Psychiatry Access Programs as an
integrated care model with potential for promoting perinatal mental health equity; and 2)
a summary of how the model has been and can be further adapted to help achieve
perinatal mental health equity in geographically diverse settings.
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This Editor’s Choice collection builds on the April 2019 perinatal psychiatry collection and
highlights innovative service models across the care continuum, from screening to
longitudinal treatment. The first set of articles details the large treatment gap for perinatal
mental iliness despite its association with pregnancy complications. The second set of
articles discusses digital health tools (e.g., mobile apps and telepsychiatry) to support
perinatal mental health screening and integrated care. The last group of articles discusses
the benefits of perinatal collaborative care models in controlled trials and real-world
settings in socioeconomically, racially, ethnically, and geographically diverse populations. It
is incumbent upon mental health clinicians to build upon the innovations in this collection
to expand access to perinatal mental health care with the goal of reversing the concerning
rise in maternal morbidity and mortality.

Thirty-three interviews were conducted with 12 (36%) pregnant or postpartum women, 15
(45%) PCPs, and 6 (18%) mental health care providers. Barriers were categorized into three
levels: individual, social, and society. Individual level barriers, including cost or lack of
insurance and transportation, were consistent across groups, however, women identified
barriers only at this level. Provider groups identified barriers at all levels, including lack of
support, poor communication between providers, and Medicaid limitations.

The lifetime prevalence of major depressive disorder in women is approximately 20%
within the U.S., with its onset occurring most among women of childbearing age (20-40
years) (Marcus & Heringhausen, 2009). It is well established that a history of mental illness
is a risk factor for mental health concerns during and after pregnancy (Beck, 2001; Bina &
Harrington, 2017; Marcus, Flynn, Blow, & Barry, 2003; Robertson, Grace, Wallington, &
Stewart, 2004). However, only a small number of women who meet criteria for major
depressive disorders seek treatment with many women remaining undiagnosed and
untreated (Ko, Farr, Dietz, & Robbins, 2012). Thus, there is a need to better understand
whether a history of depression prior to pregnancy is related to a variety of negative
outcomes in the prenatal and postpartum periods such as increased psychiatric attention
during the prenatal period.

Only a third of women with a diagnosable mental disorder at their first antenatal
appointment had any contact with mental health services during pregnancy or up to 3
months postpartum. Further research is warranted to elicit perinatal women’s views about
the potential barriers to accessing professional mental health care.
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Improving the value of maternity services will require public policies that measure and
pay for quality rather than quantity of care. Equally important, clinicians will need to
employ new strategies to deliver value, including considering prices, individualizing the use
of new technologies, prioritizing team-based approaches to care, bridging pregnancy and
contraception counseling, and engaging expecting families in new ways.

Developing relevant policies for perinatal mental health thus requires attending to the
intersecting effects of racism, poverty, lack of child care, inadequate postpartum support,
and other structural violence on health. To fully understand and address this issue, we use
a human rights framework to articulate how and why policy makers must take progressive
action toward this goal. This commentary, written by an interdisciplinary and
intergenerational team, employs personal and professional expertise to disrupt underlying
assumptions about psychosocial aspects of the perinatal experience and reimagines a new
way forward to facilitate well-being in the perinatal period.

There is significant evidence that Perinatal Mental Health is a national public health issue
seriously impacting the health and well-being of mothers, infants, fathers, partners,
families and the broader community. Leading national organizations have issued guidance
and statements on screening and follow-up care, national groups have convened in
dialogue to discuss critical areas resulting in reports, and some key states have issued
recommendations that are paving the way for change. However, still absent from these
important efforts is a national framework and strategic action plan. In 2019, Postpartum
Support International and The Reilly Group conducted an in-depth analysis of the available
data and reports to begin the process of framing a collective response

In the United States, mental health conditions are the most common complications of
pregnancy and childbirth, and suicide and overdose combined are the leading cause of
death for new mothers. Although awareness of and action on perinatal mental health is
increasing, significant gaps remain. Screening and treatment are widely recommended but
unevenly implemented, and policies and funding do not adequately support the mental
health of childbearing people. As a result, treatable perinatal mental health conditions can
have long-term, multigenerational negative consequences. This article provides an
overview of the perinatal mental health landscape in the United States by identifying
serious gaps in screening, education, and treatment; describing recent federal and state
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policy efforts; highlighting successful models of care; and offering recommendations for
robust and integrated perinatal mental health care.

In this decision analytical model with a simulated cohort of 1000 pregnant individuals
enrolled in Medicaid, sharing estimated savings offered more than double the financial
incentives for clinicians to prevent postpartum depression than traditional VBP models,
assuming continuous health insurance coverage (ie, no churn). This incentive decreased as
rates of annual health insurance churn increased. These findings suggest that VBP models
that share expected future savings may offer greater incentives for implementing
interventions that prevent postpartum depression, but additional policy action is needed
to address challenges posed by health insurance churn.

Medicaid offered technical assistance to state agencies (Colorado, Maine, Mississippi, and
Nevada) to implement value-based payments in maternal and infant health. This site
provides more information about their resources and assistance.

IMI conducted a national review of practices and policies implemented to effectively
leverage Medicaid to improve prenatal, perinatal, neonatal, and 12-month postpartum
outcomes. The goal was to elevate examples of innovation, particularly partnerships
between Medicaid health plans with community-based organizations (CBOs) to inform
comprehensive and sustainable models and policies grounded in health equity. The
prenatal-to-age-three framework provides the backdrop for the report, followed by a
grounding in the policy landscape for perinatal and child health in Medicaid.

California: AB 3032/AB 2193
Washington: During Pregnancy, After Pregnancy

This (now slightly outdated) sheet contains information ONLY about states requiring
perinatal depression screening in fee for service and whether or not those organizations
require or recommend specific screening tools.

To address the maternal health crisis, state Medicaid programs must work with managed
care plans to adopt a “continuum” approach to maternal health. Medicaid covered 42% of
all US births in 2020 and must play a central role in any redesign of maternal health care
delivery.
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The Perigree Fund: https://perigeefund.org/

Oregon Health Authority:
https://www.oregon.gov/oha/PH/HEALTHYPEOPLEFAMILIES/
WOMEN/MATERNALMENTALHEALTH/Pages/
CommunityStrategies.aspx

Washington DOH: MaMHA:
https://waportal.org/partners/home/mamha

Raising the Bar for Health Equity and Excellence:
https://rtbhealthcare.org/maternal-health-launch/

US Department of Health and Human Services: Mom’s
Mental Health Matters:
https://www.nichd.nih.gov/ncmhep/initiatives/
moms-mental-health-matters/moms/action-plan

The Blue Dot Project: https://www.thebluedotproject.org/

Congress should also require all states to provide continuous Medicaid coverage for 12
months postpartum (currently, states are only required to provide pregnancy-related
Medicaid coverage for 60 days postpartum) and make significant investments in other
efforts that reduce maternal morbidity and mortality, including the $470 million in the
Fiscal Year (FY) 2023 President’s Budget. This funding will expand maternal health
initiatives in rural communities; implement implicit bias training for health care providers;
create pregnancy medical home demonstration projects; address the highest rates of
perinatal health disparities, including by supporting the perinatal health workforce;
strengthen data collection and evaluation; and address behavioral health disorders.
Perigee Fund partners with organizations whose initiatives support the infant-caregiver
relationship and increase the capacity for all families to experience healthy, joyful
connections. We focus our funding and resources on two key areas — Mental Health and
Family Supports for Well-Being — particularly initiatives that center communities of color.
Maternal mental health disorders are a major public health problem, affecting thousands
of women, children, and families. Communities all around the country are mobilizing to
identify and address perinatal depression and anxiety, and to support pregnant and
parenting families. Use this page to learn more about how to engage partners, raise
awareness, and develop networks in your community.
Washington Maternal Mental Health Access (MaMHA) in the Department of Psychiatry
and Behavioral Sciences, University of Washington (UW), is a funded program through
the Perinatal Unit of the Office of Family and Community Health Improvement,
Washington State Department of Health (DOH), to train and support members of WA
primary care clinics to decrease perinatal suicide risk and accidental opioid overdose.
The guidance is organized into four core roles that healthcare provider institutions play, as:

e Providers: Provide whole-person care to achieve maternal health equity

e  Employers: Employ and support a diverse maternal health workforce

e  Community Partners: Engage with individuals and organizations in the community

to achieve maternal health equity

e Advocates: Advocate for and invest in maternal health equity
Use this action plan to see if what you are feeling is depression and anxiety during
pregnancy or after birth, and if you should seek help. This action plan is designed to help
you understand the signs of depression and anxiety and to take steps to feel better

The Purpose of TheBlueDotProject is to: Raise awareness of maternal mental health
disorders, Proliferate the blue dot as the symbol of solidarity and support, Combat stigma
and shame
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HRSA: Black Maternal Health Week -
https://mchb.hrsa.gov/programs-impact/focus-
areas/maternal-health/black-maternal-
health#:~:text=Black%20Maternal%20Health%20Week%20is,

an%20urgent%20call%20for%20action. And

Black Mamas Matter Alliance:
https://blackmamasmatter.org/

Black Birth Empowerment Initiative (Swedish):
https://www.swedish.org/services/doula-services/black-
birth-empowerment-initiative

Perinatal Support Washington: https://perinatalsupport.org/

Black Maternal Health Week is recognized each year from April 11-17. This year, President
Biden issued his third White House Proclamation on Black Maternal Health Week. He
declared this week as an urgent call for action. Due to the alarming state of Black maternal
health, he wants all Americans to know: That prejudices within our systems cause the
problem, How big the problem is, Why we need to solve it quickly, He asks that everyone
raise the voices and experiences of Black women, families, and communities.

The Black Mamas Matter Alliance (BMMA) is a Black women-led cross-sectoral alliance
that centers Black mamas and birthing people to advocate, drive research, build power,
and shift culture for Black maternal health, rights, and justice

BBEI (pronounced “Bay”) is a component of the Swedish Doula Program that seeks to
honor Black lives by centering and uplifting the Black birth experience with culturally
congruent doula care. The Black Birth Empowerment Initiative provides doula care created
for us by us to empower Black/African American clients for delivery and after their baby
arrives.

Perinatal Support Washington (PS-WA) is a statewide non-profit committed to shining a
light on perinatal mental health to support all families and communities. We support
people in the emotional transition to parenthood, including those experiencing
depression, anxiety, loss, infertility, trauma, and more. Our toll-free telephone support
line, the "Warm Line", has been operating since 1991, providing peer support to parents in
need. We also offer mental health therapy, free and low-cost new parent support groups,
culturally-matched peer support in King County, training and consultation for health care
providers, and education and advocacy. We do all of this with the help of our dedicated
staff, board members, and dozens of volunteers.
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