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Abstract

Perinatal mood and anxiety disorders are among the most common mental health conditions 

encountered by women of reproductive age. When left untreated, perinatal mood and anxiety 

disorders can have profound adverse effects on women and their children, ranging from increased 

risk of poor adherence to medical care, exacerbation of medical conditions, loss of interpersonal 

and financial resources, smoking and substance use, suicide, and infanticide. Perinatal mood and 

anxiety disorders are associated with increased risks of maternal and infant mortality and 

morbidity and are recognized as a significant patient safety issue. In 2015, the Council on Patient 

Safety in Women’s Health Care convened an interdisciplinary workgroup to develop an evidence-

based patient safety bundle to address maternal mental health. The focus of this bundle is perinatal 

mood and anxiety disorders. The bundle is modeled after other bundles released by the Council on 
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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. This commentary provides information to assist with bundle 

implementation.

The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition operationally 

categorizes and defines a variety of mental health disorders.1 Perinatal mood and anxiety 

disorders are among the classes of psychiatric conditions commonly encountered in women 

of reproductive age. Perinatal depression, one of the most common complications of 

pregnancy, affects one in every seven women.2,3 Likewise, perinatal anxiety disorder affects 

a significant number of women. Prevalence estimates of prenatal anxiety range from 13–

21%, with postpartum prevalence estimated at 11–17%.4 When left untreated, perinatal 

mood and anxiety disorders are associated with adverse effects for women and their 

children. Depression with peripartum onset, or perinatal depression, refers to a major 

depressive episode occurring during pregnancy or within 4 weeks after birth.1 A major 

depressive episode is defined as a depressed mood or anhedonia plus at least five associated 

depressive symptoms occurring over a 2-week period and interfering with daily functioning.
1

Maternal depression and anxiety are associated with adverse perinatal outcomes, including 

an increased risk of poor adherence to medical care, poor nutrition (either inadequate or 

excessive gestational weight gain), loss of interpersonal and financial resources, and 

smoking and substance abuse with their attendant risks.5,6 Owing to the prevalence of 

perinatal mood and anxiety disorders and the potential effects on both maternal and child 

health, optimizing maternal mental health care represents an important patient safety issue. 

Similar to depression, perinatal anxiety is associated with adverse pregnancy and neonatal 

outcomes and insecure maternal– newborn attachment4 and is a strong predictor of perinatal 

depression.7 Sixty percent of women with perinatal depression have pre-existing comorbid 

psychiatric disorders; of these, more than 80% are anxiety disorders.3

The American College of Obstetricians and Gynecologists (the College), the American 

College of Nurse-Midwives, and the U.S. Preventive Services Task Force all recommend 

universal screening of pregnant and postpartum women for depression as one component of 

quality obstetric care.8–10 In addition to these recommendations, many states legally 

mandate perinatal depression screening.11,12 However, screening alone does not improve 

perinatal outcomes. Systems must be in place to ensure consistent screening with 

appropriate assessment tools, interventions, and monitoring for women with identified 

perinatal mood and anxiety disorders.

In response to increasing recognition of maternal mental health as a critical component of 

quality perinatal care and maternal safety and the critical role of maternity care providers in 

diagnosing and treating maternal mental health conditions, the Council on Patient Safety in 

Women’s Health Care convened an interdisciplinary workgroup to develop a maternal 

mental health safety bundle based on existing evidence-based recommendations and 

actionable best practices (Box 1). The bundle, “Maternal Mental Health: Perinatal 

Depression and Anxiety,” does not introduce new guidance but summarizes existing 
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recommendations and pairs them with resources to aid in effectively implementing best 

practices in all maternity care settings. The following consensus document is designed to 

expand on the patient safety bundle by offering health care providers the resources needed to 

successfully implement the bundle domains—Readiness, Recognition and Prevention, 
Response, and Reporting and Systems Learning—in a wide variety of care settings.

READINESS (EVERY CLINICAL CARE SETTING)

The Readiness domain includes four areas of focus to be addressed in every clinical care 

setting to prepare health care providers for effectively identifying maternal mental health 

issues and triggering a treatment plan. We recognize that the capacity of each health care 

provider’s practice to implement all bundle elements will vary.

1. Identify Mental Health Screening Tools to be Made Available in Every Clinical Setting

Without consistent, validated screening, perinatal mood and anxiety disorders often go 

unrecognized by clinicians, patients, and families because common perinatal mood and 

anxiety disorder symptoms, such as changes in sleep patterns, appetite, and anxiety, are 

attributed to the normal physiologic changes of pregnancy, the unique neuroendocrine 

environment, or the expected psychosocial adjustments of pregnancy and newborn care. This 

is compounded by evidence that, even when women know something is wrong, the vast 

majority (more than 80%) will not report symptoms to a health care provider.13

When choosing a screening instrument, characteristics to consider include availability, cost, 

ease of administration and interpretation, validity and acceptability, and sensitivity and 

specificity; data on these factors are available for nine depression screening instruments 

studied in perinatal populations.14,15 The College Committee Opinion on screening for 

perinatal depression identifies seven of these as acceptable for use in pregnant and 

postpartum women.8 Information for these seven depression screening instruments is 

presented in Table 1. Four are freely available in multiple languages, are self-administered, 

take little time to complete, are scored by the clinical care team, and are considered with 

regard to established cut-points—they are the Edinburgh Postnatal Depression Scale, the 

Patient Health Questionnaire 9, the Center for Epidemiologic Studies Depression Scale, and 

the Zung Self-rating Depression Scale. Of these four, the Patient Health Questionnaire 9 and 

the Edinburgh Postnatal Depression Scale have been validated in perinatal populations. The 

Edinburgh Postnatal Depression Scale includes anxiety-relevant questions.14,15 Although 

screening tools are most commonly used as standalone resources, screening first with the 

following two short questions may be considered to help reduce false-positive or false-

negative results: 1) During the past month, have you often been bothered by feeling down, 

depressed, or hopeless? and 2) During the past month, have you often been bothered by 

having little interest or pleasure in doing things?14 If either question is answered in the 

affirmative, the administration of a more specific instrument should be considered.

Although not the focus of this bundle, bipolar disorder is an important differential diagnosis 

for women meeting diagnostic criteria for a major depressive disorder1 with perinatal onset 

and should be considered. Bipolar disorder includes both depression and irritable or elevated 

mood states. In women, depression is the predominant mood state, and bipolar disorder 
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frequently is misdiagnosed as unipolar depression. Misdiagnosis may lead to both 

inappropriate treatment with selective serotonin reuptake inhibitors and a manic episode. It 

is recommended that a screen for bipolar disorder, such as the Mood Disorders 

Questionnaire or the World Health Organization Composite International Diagnostic 

Interview-Based Bipolar Disorder Screening Scale, be used before prescribing 

antidepressants.12,16,17 If the Mood Disorders Questionnaire or other bipolar screen is 

positive, the patient should be referred to psychiatric care as soon as possible.18

2. Establish a Response Protocol and Identify Screening Tools for Use Based on Local 
Resources

Consistent application of the identified screening tools is critically important. Staff 

education about the selected tool and the importance of screening during the perinatal period 

aids in consistent application of the practice protocol. It may be beneficial to inform patients 

that screening is a routine aspect of care to reduce any associated stigma or barriers to 

completion.19

To aid in referrals for positive screening results, it is vital to identify existing community-

based maternal mental health care providers and resources to improve resource linkage and 

utilization at the local level. Response protocols will vary based on local resources. Each site 

should consider the development of a maternal mental health–specific referral list to improve 

access to community-based maternal mental health care providers, support groups, and 

resources. These resources can be leveraged to assist in identifying treatment considerations 

and local mental health care providers. Private payers also may maintain listings of mental 

health care providers with experience in treating perinatal mood and anxiety disorders. Some 

examples of helpful resources are outlined in Table 2. The availability of mental health care 

providers and other support resources varies among communities. In areas where such 

mental health resources are scarce or nonexistent, maternity care providers may need to 

consider how distance-mediated resources, such as telemedicine and telephonic consultation 

and referral, can begin to fill this gap.

3. Educate Clinicians and Office Staff on Use of the Identified Screening Tools and 
Response Protocol

Each site should establish a system to ensure consistent and effective completion of routine 

mental health screening. Health care providers should be trained on how to properly conduct 

the screen, when to administer screening instruments, and how to facilitate effective referral 

and follow-up. Each site should develop a management algorithm for women with positive 

screening results, facilitating appropriate interventions and referral to identified resources 

when a woman screens positive for a perinatal mood and anxiety disorder. These algorithms 

should clearly delineate additional assessments that mandate immediate escalation of care as 

well as options for treatment and available emergency support in the event of suicide risk. 

The Massachusetts Child Psychiatry Access Project for Moms provides another example of 

symptoms and Edinburgh Postnatal Depression Scale screening cutoffs reflective of each 

level of a positive screening result along with a stepped-care approach to treatment (https://

www.mcpapformoms.org/Toolkits/Toolkit.aspx). Although all components of a management 

strategy may not be readily available to all health care providers at all institutions, each 
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element is relevant to planning during the readiness phase. Consideration of the individual 

elements, such as a stepwise approach to incorporating additional screens depending on risk 

status, decisions to initiate pharmacotherapy, and consideration as to how to access 

psychotherapy or crisis resources, may be more challenging but is relevant in settings with 

fewer resources.

4. Identify an Individual Who Is Responsible for Driving Adoption of the Identified 
Screening Tools and Response Protocol

To facilitate usage, each site should consider identifying an individual who is responsible for 

driving adoption of the identified screening tools and response protocol. This individual is 

responsible for communicating the importance of the tools and helping to ensure that all 

health care providers and office staff work toward consistent usage.

RECOGNITION AND PREVENTION (EVERY WOMAN)

The Recognition and Prevention domain addresses three areas for incorporation into the care 

of every woman. Recognition of maternal mental health issues allows for early intervention 

and facilitates appropriate management and referral processes, with the goal of preventing or 

ameliorating adverse outcomes.

5. Obtain Individual and Family Mental Health History

Many of the well-accepted risk factors for mental illness can be identified during the initial 

obstetric visit. Family history is an important risk factor for perinatal depression.20,21 

Women with both a family and personal history of depression have been shown to have a 

more than twofold increased risk for antenatal depression.20 Further, a history of a mental 

health disorder, especially anxiety and depression, and a history of psychiatric treatment 

during either a previous pregnancy or at any time are other well-established risk factors for 

perinatal depression. Therefore, the comprehensive prenatal intake assessment should 

include questions about personal medical history and family history of mood disorders and 

anxiety, as well as current and prior medication use for such conditions.

6. Conduct Validated Mental Health Screening During Appropriately Timed Encounters

Although there is little evidence supporting an optimal screening time or interval, data have 

shown that, for women who are diagnosed with postpartum depression, 27% enter 

pregnancy with a mental health disorder, another 33% have onset in pregnancy, and 40% 

have postpartum onset.3 Recommendations have been made for assessment both during 

pregnancy and in the postpartum period.17 Consideration should be given for screening at 

initiation of obstetric care, again later in pregnancy, and then again in the postpartum period. 

Regardless of timing, it is critical that internal screening protocols and approaches be 

established to aid in developing consistency. Existing protocols should not supplant clinical 

judgment in guiding decisions regarding screening intervals and referrals for women with 

multiple risk factors.
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7. Provide Awareness Education to Women, Family Members, and Other Support Persons

Early identification is shown to predict better outcomes.22 Providing appropriate and timely 

educational materials related to perinatal depression and anxiety can help patients and 

family members identify the signs and symptoms of this common disorder of pregnancy and 

postpartum,19,23 especially given that perinatal mood and anxiety disorders often go 

undiagnosed and undertreated. The stigma surrounding mental health is well-documented.24 

When pregnancy and childbirth are added into the equation, stigma is magnified along with 

self-doubt and guilt.23 Timely education about the warning signs and prevalence of perinatal 

mood and anxiety disorders helps to reduce this stigma, empower women and their families 

to seek help, and provide information that a woman needs to advocate for herself or others. 

By including information related to perinatal mood and anxiety disorders along with 

educational materials on other common pregnancy conditions and complications, mood 

disorders are normalized, stigma is reduced, and women and families have the information 

needed to be proactive in identifying signs, symptoms, and risk factors.19,23 Information 

about “red flags” is needed to aid family members and support persons in understanding 

when to ask for help. Helping mothers and families understand the differences between 

normal anxiety, “baby blues,” and perinatal mood and anxiety disorders raises awareness of 

these conditions. Providing specific resources on how to access services encourages patients 

to reach out for care and feel confident in treatment.3,22 See Table 2 for a listing of existing 

resources for both patients and health care providers.

RESPONSE (EVERY POSITIVE SCREENING RESULT)

The Response domain describes four interventions to be used in all cases of a positive 

screening result for perinatal mood and anxiety disorders.

8. Initiate a Stage-Based Response Protocol for a Positive Mental Health Screening Result

Having an algorithm in place to respond to a positive screening result for depression, 

anxiety, and suicidal or homicidal ideation is important. Because perinatal mood and anxiety 

disorders are common and can be complex, the initial response to a positive screening result 

should focus on determining maternal and infant (and other children’s) safety and then 

following a management algorithm. A significant component of stage-based care is 

activation of family, friends, and community in a systematic way. Stage-based management 

plans are important, because screening alone does not appear to improve pregnancy or 

maternal– child outcomes.24 Several recent studies have evaluated the effect of universal 

screening programs that include assessment and initiation of treatment incorporated into 

perinatal care settings. These programs show promise in improving patient engagement in 

treatment. They also have demonstrated the feasibility of onsite assessment, the positive 

effect of training perinatal health care providers, and how access to mental health 

consultation may lead to better clinical outcomes for perinatal patients.25–27

Psychotherapy is an important aspect of treatment. A variety of therapy modalities, such as 

cognitive behavioral therapy,28 have been shown to be effective for perinatal mood and 

anxiety disorders. Mindfulness-based cognitive therapy is another example of a therapeutic 

model that appears to reduce the risk of relapse or recurrence in perinatal populations.29 
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Less resourced communities or individuals, such as those who are non–English speaking, 

uninsured, or geographically isolated, may experience cultural, logistic, and financial 

barriers to accessing psychotherapy services.

In addition to therapy, strong consideration of initiation (or restart) of selective serotonin 

reuptake inhibitors or serotonin-norepinephrine reuptake inhibitors in women with moderate 

to severe symptomatology is important. In addition to therapeutic effect, medication may 

provide some relief until therapy can be coordinated and follow-up with a mental health care 

provider can be arranged. It is important to remember that symptom improvement may not 

be realized until 2–4 weeks after initiation of pharmacologic treatment. After initiation of 

pharmacotherapy, frequent evaluations and dose adjustment are recommended. Coordination 

of care among maternity care and mental health care providers can assure safe management 

of the therapeutic regimen.

9. Activate an Emergency Referral Protocol for Women With Suicidal or Homicidal Ideation 
or Psychosis

Suicide is a leading cause of maternal mortality, accounting for approximately 20% of 

postpartum deaths.30–32 Part of any response to suicidal or homicidal ideation includes an 

emergency management plan that should provide direction for the following: 1) determining 

the working diagnosis: severe depression, psychotic features (such as auditory, visual, 

olfactory, or tactile hallucinations), delirium, or mania; 2) triggering emergency psychiatric 

consultation, treatment, transport (by ambulance), or admission; 3) facilitating open 

communication between the perinatal care team and the psychiatric team and defining all 

members’ respective roles during the initial evaluation and initiation of treatment, as well as 

for additional care and follow-up; and 4) identifying medication, resources, support staff and 

family, and other tools needed by personnel at each stage. Identification of an emergency 

process for getting the patient safely to care should occur in the Readiness phase of planning 

before the first emergent event.

10. Provide Appropriate and Timely Support for Women, as Well as Family Members and 
Staff, as Needed

As with other severe maternal events, a mental health crisis and emergency referral is 

traumatic for mothers, their children, their families, and other support persons. Although 

severe symptomatology and psychosis can occur rapidly, the scenario is commonly one of 

prolonged deterioration leading to suffering and crisis. Family members often feel helpless 

and uncertain as to how to respond. Anticipatory guidance and follow-up that includes 

partners and support persons, as well as resource provisions to help before the crisis or 

deterioration, is both supportive and preventative. See Table 2 for useful resources.

11. Obtain Follow-up From Mental Health Care Providers on Women Referred for Treatment

Establishing seamless transitions in care and follow-up for women with perinatal mood and 

anxiety disorders among maternity care providers, mental health care professionals, and 

primary health care providers for care beyond the postpartum period is essential. If the 

maternity health care provider will not be treating a woman beyond the postpartum period, a 

plan to provide a bridge to her primary health care provider or mental health care provider is 
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strongly encouraged to support continuity of care and minimize disruption of psychotherapy 

and pharmacotherapy. Unlike other severe maternal events with high morbidity and 

mortality, perinatal mood and anxiety disorders tend to resolve over a more protracted time. 

If all involved clinical care providers are not part of a shared electronic health record, having 

patients complete the appropriate forms required for release of information will facilitate 

communication between mental health care providers and perinatal teams.

REPORTING AND SYSTEMS LEARNING (EVERY CLINICAL CARE SETTING)

The Reporting and Systems Learning domain addresses three focus areas for incorporation 

into every clinical care setting to facilitate learning and guide quality improvement.

12. Establish a Nonjudgmental Culture of Safety

Eliminating judgment is one of the first steps in establishing an atmosphere in a clinical 

setting in which reporting and systems learning can take place. A culture of safety is defined 

as one in which people are encouraged to work toward change and take action to make 

change happen when needed.33 By integrating knowledgeable professionals in behavioral 

disciplines into the day-to-day care of perinatal patients with depression and anxiety 

disorders, misconceptions and stigmas can be dispelled and better therapeutic outcomes can 

be achieved. This often will include direct engagement of patients and their families, to the 

extent desired, in ongoing care decisions.34

13. Perform an Interdisciplinary Review of Adverse Mental Health Outcomes

Interdisciplinary reviews are an important tool in promoting patient safety and engaging 

both families and patients in decision making.35 An effort to debrief should be made after 

severe maternal mental health crises, to troubleshoot patients who are “lost to follow-up,” 

and to review the protocol to make changes as necessary.

Although it is common practice to debrief an adverse event with the care team, it is critical 

to engage an interdisciplinary team when mental health is either the precipitating or a 

contributing factor. Although team members from behavioral health, pharmacy, and other 

departments may be readily available in a hospital, convening the interdisciplinary health 

care team could prove challenging in an office- or community-based setting. If a relationship 

with a specialty behavioral health practice has been established previously for the purposes 

of consultation or referral, it may be possible to further engage those professionals when 

debriefing after an adverse event. The key to the success of an interdisciplinary debrief is 

documenting actionable follow-up items, even if it is simply a commitment to learning more 

about risk factors identified during the debrief. The Council on Patient Safety in Women’s 

Health Care bundle “Patient, Family, and Staff Support After a Severe Maternal Event” 

provides resources on conducting debriefs with the health care provider team.36 The team 

may choose to use existing tools such as the Council’s Severe Maternal Morbidity Review 

Form as part of the debrief process.37
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14. Establish Local Standards for Recognition and Response to Measure Compliance, 
Understand Individual Performance, and Track Outcomes

Typically, standards for quality processes and outcomes are governed by nationally 

recognized groups such as the Joint Commission, the Leapfrog Group, the National 

Committee for Quality Assurance, or the National Quality Forum. Some states have 

instituted requirements for mental health screening for patients who receive coverage from a 

public source such as a state Medicaid program. Conferring with state-based public health 

representatives to identify office- or hospital-based requirements for screening and reporting 

may be important for ensuring compliance. Recommendations from the College and the U.S. 

Preventive Services Task Force8,10 also may be considered when developing local standards. 

To standardize screening, consider incorporating it into documentation at specified intervals 

in the electronic health record. Appropriately documenting screening results and diagnosis 

codes in the patient’s record is an important tool in establishing standardized screening 

processes.38

DISCUSSION

Perinatal mood and anxiety disorders, in their most severe forms, can be a tragic and 

preventable cause of maternal and infant mortality. Perinatal mood and anxiety disorders and 

their sequelae can be addressed by actively screening patients, having a plan in place for 

treatment or referral for those who screen positive, and actively engaging patients, their 

families, and supporters in recognizing symptoms and seeking help in a timely manner. 

Health care providers, community resources providers, patients, and their families must 

work together to remove the stigma that still surrounds mental health disorders. Although 

standardization is encouraged, the bundle elements have remained intentionally general so 

that health care providers in a variety of settings will be able to adapt them to best fit their 

circumstances. It is the intention of the Council that obstetric health care providers in all 

disciplines and practice settings will find this bundle useful in facilitating a consistent 

approach to recognition and treatment of perinatal mood and anxiety disorders.
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Box 1

Maternal Mental Health: Perinatal Depression and 

Anxiety Patient Safety Bundle: Council on Patient 

Safety in Women’s Health Care
Readiness (Every Clinical Care Setting)

1 Identify mental health screening tools to be made available in every clinical setting (outpatient 
obstetric clinics and inpatient facilities)

2 Establish a response protocol and identify screening tools for use based on local resources

3 Educate clinicians and office staff on use of the identified screening tools and response protocol

4 Identify an individual who is responsible for driving adoption of the identified screening tools and 
response protocol

Recognition and Prevention (Every Woman)

5 Obtain individual and family mental health history (including past and current medications) at intake, 
with review and updates as needed

6 Conduct validated mental health screening during appropriately timed patient encounters, to include 
both during pregnancy and in the postpartum period

7 Provide appropriately timed perinatal depression and anxiety awareness education to women and 
family members or other support persons

Response (Every Case)

8 Initiate a stage-based response protocol for a positive mental health screening result

9 Activate an emergency referral protocol for women with suicidal or homicidal ideation or psychosis

10Provide appropriate and timely support for women, as well as family members and staff, as needed

11Obtain follow-up from mental health care providers on women referred for treatment (this should 
include release of information forms)

Reporting and Systems Learning (Every Clinical Care Setting)

12Establish a nonjudgmental culture of safety through multidisciplinary mental health rounds

13Perform a multidisciplinary review of adverse mental health outcomes

14Establish local standards for recognition and response to measure compliance, understand individual 
performance, and track outcomes

Modified from Council on Patient Safety in Women’s Health Care. Available at: http://

www.safehealthcareforeverywoman.org/. Retrieved November 28, 2016.
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Table 1

Depression Screening Tools

Screening Tool
No. of
Items

Time to Complete
(min)

Sensitivity and
Specificity

Spanish
Available

Edinburgh Postnatal Depression Scale 10 Less than 5 Sensitivity 59–100% Yes

Specificity 49–100%

Postpartum Depression Screening Scale 35 5–10 Sensitivity 91–94% Yes

Specificity 72–98%

Patient Health Questionnaire 9   9 Less than 5 Sensitivity 75% Yes

Specificity 90%

Beck Depression Inventory 21 5–10 Sensitivity 47.6–82% Yes

Specificity 85.9–89%

Beck Depression Inventory-II 21 5–10 Sensitivity 56–57% Yes

Specificity 97–100%

Center for Epidemiologic Studies Depression Scale 20 5–10 Sensitivity 60% Yes

Specificity 92%

Zung Self-rating Depression Scale 20 5–10 Sensitivity 45–89% No

Specificity 77–88%

Reprinted with permission from Screening for perinatal depression. Committee Opinion No. 630. American College of Obstetricians and 
Gynecologists. Obstet Gynecol 2015;125:1268–71.

Obstet Gynecol. Author manuscript; available in PMC 2018 May 17.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Kendig et al. Page 14

Ta
b

le
 2

U
se

fu
l R

es
ou

rc
es

R
es

ou
rc

e
D

es
cr

ip
ti

on
A

va
ila

bl
e 

A
t

Pa
tie

nt
 a

nd
 p

ro
vi

de
r 

ed
uc

at
io

na
l 

re
so

ur
ce

s

  D
ep

re
ss

io
n 

D
ur

in
g 

an
d 

A
ft

er
 

Pr
eg

na
nc

y:
 A

 R
es

ou
rc

e 
fo

r 
W

om
en

, 
T

he
ir

 F
am

ili
es

, a
nd

 F
ri

en
ds

Pr
ov

id
es

 a
 

co
m

pr
eh

en
si

ve
 

bo
ok

le
t d

es
ig

ne
d 

fo
r 

w
om

en
 w

ith
 p

er
in

at
al

 
de

pr
es

si
on

 a
nd

 th
ei

r 
fa

m
ili

es
. P

ro
vi

de
s 

an
sw

er
s 

to
 c

om
m

on
 

pa
tie

nt
 q

ue
st

io
ns

 a
nd

 
of

fe
rs

 li
nk

ag
es

 to
 

ad
di

tio
na

l s
up

po
rt

iv
e 

re
so

ur
ce

s

ht
tp

s:
//m

ch
b.

hr
sa

.g
ov

/s
ite

s/
de

fa
ul

t/f
ile

s/
m

ch
b/

M
at

er
na

lC
hi

ld
H

ea
lth

To
pi

cs
/m

at
er

na
l-

w
om

en
s-

he
al

th
/D

ep
re

ss
io

n_
D

ur
in

g_
an

d_
A

ft
er

_P
re

gn
an

cy
_E

N
G

L
IS

H
.p

df

  D
ep

re
ss

io
n 

in
 M

ot
he

rs
: M

or
e 

T
ha

n 
th

e 
B

lu
es

: A
 T

oo
lk

it 
fo

r 
Fa

m
ily

 
Se

rv
ic

e 
Pr

ov
id

er
s

D
es

ig
ne

d 
fo

r 
co

m
m

un
ity

-b
as

ed
 

he
al

th
 c

ar
e 

pr
ov

id
er

s,
 

th
e 

to
ol

ki
t d

el
iv

er
s 

ba
ck

gr
ou

nd
 

in
fo

rm
at

io
n 

ab
ou

t 
de

pr
es

si
on

 a
nd

 o
ff

er
s 

id
ea

s 
th

at
 h

ea
lth

 c
ar

e 
pr

ov
id

er
s 

ca
n 

us
e 

da
ily

 w
he

n 
he

lp
in

g 
m

ot
he

rs
 w

ho
 m

ay
 b

e 
su

ff
er

in
g 

fr
om

 
de

pr
es

si
on

 a
nd

 th
ei

r 
fa

m
ili

es

ht
tp

://
st

or
e.

sa
m

hs
a.

go
v/

sh
in

/c
on

te
nt

/S
M

A
14

-4
87

8/
SM

A
14

-4
87

8.
pd

f

  M
as

sa
ch

us
et

ts
 C

hi
ld

 P
sy

ch
ia

tr
y 

A
cc

es
s 

Pr
oj

ec
t f

or
 M

om
s 

(M
C

PA
P 

fo
r 

M
om

s)
 T

oo
lk

it

O
ff

er
s 

re
so

ur
ce

s 
to

 
as

si
st

 f
ro

nt
-l

in
e 

pe
ri

na
ta

l c
ar

e 
pr

ov
id

er
s 

in
 th

e 
pr

ev
en

tio
n,

 
id

en
tif

ic
at

io
n,

 a
nd

 
tr

ea
tm

en
t o

f 
de

pr
es

si
on

 a
nd

 o
th

er
 

m
en

ta
l h

ea
lth

 
co

nc
er

ns
 in

 p
re

gn
an

t 
an

d 
po

st
pa

rt
um

 
w

om
en

ht
tp

s:
//w

w
w

.m
cp

ap
fo

rm
om

s.
or

g/
To

ol
ki

ts
/T

oo
lk

it.
as

px

  M
as

sa
ch

us
et

ts
 G

en
er

al
 H

os
pi

ta
l 

C
en

te
r 

fo
r 

W
om

en
’s

 M
en

ta
l H

ea
lth

O
ff

er
s 

a 
ra

ng
e 

of
 

cu
rr

en
t i

nf
or

m
at

io
n,

 
in

cl
ud

in
g 

di
sc

us
si

on
 

of
 n

ew
 r

es
ea

rc
h 

fi
nd

in
gs

 in
 w

om
en

’s
 

m
en

ta
l h

ea
lth

 a
nd

 
ho

w
 s

uc
h 

in
ve

st
ig

at
io

ns
 in

fo
rm

 
da

y-
to

-d
ay

 c
lin

ic
al

 
pr

ac
tic

e

ht
tp

s:
//w

om
en

sm
en

ta
lh

ea
lth

.o
rg

  M
om

s’
 M

en
ta

l H
ea

lth
 M

at
te

rs
O

ff
er

s 
ed

uc
at

io
n 

to
 

co
ns

um
er

s 
an

d 
he

al
th

 
ht

tp
s:

//w
w

w
.n

ic
hd

.n
ih

.g
ov

/n
cm

he
p/

M
M

H
M

/P
ag

es
/in

de
x.

as
px

Obstet Gynecol. Author manuscript; available in PMC 2018 May 17.

https://mchb.hrsa.gov/sites/default/files/mchb/MaternalChildHealthTopics/maternal-womens-health/Depression_During_and_After_Pregnancy_ENGLISH.pdf
http://store.samhsa.gov/shin/content/SMA14-4878/SMA14-4878.pdf
https://www.mcpapformoms.org/Toolkits/Toolkit.aspx
https://womensmentalhealth.org
https://www.nichd.nih.gov/ncmhep/MMHM/Pages/index.aspx


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Kendig et al. Page 15

R
es

ou
rc

e
D

es
cr

ip
ti

on
A

va
ila

bl
e 

A
t

ca
re

 p
ro

vi
de

rs
 a

bo
ut

 
w

ho
 is

 a
t r

is
k 

fo
r 

de
pr

es
si

on
 a

nd
 

an
xi

et
y 

du
ri

ng
 a

nd
 

af
te

r 
pr

eg
na

nc
y,

 th
e 

si
gn

s 
of

 th
es

e 
pr

ob
le

m
s,

 a
nd

 h
ow

 to
 

ge
t h

el
p

  M
ot

he
rT

oB
ab

y
Pr

ov
id

es
 e

xp
er

t 
in

fo
rm

at
io

n 
ab

ou
t 

m
ed

ic
at

io
n 

an
d 

de
pr

es
si

on
 r

is
ks

 
du

ri
ng

 p
re

gn
an

cy
 a

nd
 

la
ct

at
io

n.
 A

va
ila

bl
e 

to
 

m
ot

he
rs

, h
ea

lth
ca

re
 

pr
of

es
si

on
al

s,
 a

nd
 th

e 
ge

ne
ra

l p
ub

lic

ht
tp

://
m

ot
he

rt
ob

ab
y.

or
g/

ab
ou

t-
us

/

  P
os

tp
ar

tu
m

 S
up

po
rt

 I
nt

er
na

tio
na

l
Pr

ov
id

es
 m

an
y 

re
so

ur
ce

s 
to

 h
el

p 
fa

m
ili

es
, h

ea
lth

 c
ar

e 
pr

ov
id

er
s,

 a
nd

 
co

m
m

un
iti

es
 le

ar
n 

ab
ou

t t
he

 e
m

ot
io

na
l 

an
d 

m
en

ta
l h

ea
lth

 o
f 

fa
m

ili
es

. O
ff

er
s 

a 
to

ll-
fr

ee
 W

ar
m

lin
e 

th
at

 a
ny

on
e 

ca
n 

ca
ll 

to
 g

et
 b

as
ic

 
in

fo
rm

at
io

n,
 s

up
po

rt
, 

an
d 

lin
ka

ge
 w

ith
 

lo
ca

l r
es

ou
rc

es

ht
tp

://
w

w
w

.p
os

tp
ar

tu
m

.n
et

/

Pr
ov

id
er

 c
ar

e 
co

or
di

na
tio

n 
re

so
ur

ce
s

  C
ol

la
bo

ra
tio

n 
in

 P
ra

ct
ic

e:
 

Im
pl

em
en

tin
g 

Te
am

-B
as

ed
 C

ar
e

Id
en

tif
ie

s 
an

d 
di

sc
us

se
s 

si
x 

pr
in

ci
pl

es
 a

s 
co

re
 

co
m

po
ne

nt
s 

gu
id

in
g 

te
am

-b
as

ed
 c

ar
e

ht
tp

://
w

w
w

.a
co

g.
or

g/
R

es
ou

rc
es

-A
nd

-P
ub

lic
at

io
ns

/T
as

k-
Fo

rc
e-

an
d-

W
or

k-
G

ro
up

-R
ep

or
ts

/C
ol

la
bo

ra
tio

n-
in

-P
ra

ct
ic

e-
Im

pl
em

en
tin

g-
Te

am
-B

as
ed

-C
ar

e

  P
at

ie
nt

, F
am

ily
, a

nd
 S

ta
ff

 S
up

po
rt

 
A

ft
er

 a
 S

ev
er

e 
M

at
er

na
l E

ve
nt

 
Pa

tie
nt

 S
af

et
y 

B
un

dl
e

Pr
ov

id
es

 r
es

ou
rc

es
 o

n 
co

nd
uc

tin
g 

de
br

ie
fs

 
w

ith
 th

e 
pr

ov
id

er
 

te
am

 a
ft

er
 a

 s
ev

er
e 

m
at

er
na

l e
ve

nt

ht
tp

://
sa

fe
he

al
th

ca
re

fo
re

ve
ry

w
om

an
.o

rg
/p

at
ie

nt
-s

af
et

y-
bu

nd
le

s/
su

pp
or

t-
af

te
r-

a-
se

ve
re

-m
at

er
na

l-
ev

en
t-

su
pp

or
te

d-
by

-a
im

/

Obstet Gynecol. Author manuscript; available in PMC 2018 May 17.

http://mothertobaby.org/about-us/
http://www.postpartum.net/
http://www.acog.org/Resources-And-Publications/Task-Force-and-Work-Group-Reports/Collaboration-in-Practice-Implementing-Team-Based-Care
http://safehealthcareforeverywoman.org/patient-safety-bundles/support-after-a-severe-maternal-event-supported-by-aim/

	Abstract
	READINESS (EVERY CLINICAL CARE SETTING)
	1. Identify Mental Health Screening Tools to be Made Available in Every
Clinical Setting
	2. Establish a Response Protocol and Identify Screening Tools for Use Based
on Local Resources
	3. Educate Clinicians and Office Staff on Use of the Identified Screening
Tools and Response Protocol
	4. Identify an Individual Who Is Responsible for Driving Adoption of the
Identified Screening Tools and Response Protocol

	RECOGNITION AND PREVENTION (EVERY WOMAN)
	5. Obtain Individual and Family Mental Health History
	6. Conduct Validated Mental Health Screening During Appropriately Timed
Encounters
	7. Provide Awareness Education to Women, Family Members, and Other Support
Persons

	RESPONSE (EVERY POSITIVE SCREENING RESULT)
	8. Initiate a Stage-Based Response Protocol for a Positive Mental Health
Screening Result
	9. Activate an Emergency Referral Protocol for Women With Suicidal or
Homicidal Ideation or Psychosis
	10. Provide Appropriate and Timely Support for Women, as Well as Family
Members and Staff, as Needed
	11. Obtain Follow-up From Mental Health Care Providers on Women Referred for
Treatment

	REPORTING AND SYSTEMS LEARNING (EVERY CLINICAL CARE SETTING)
	12. Establish a Nonjudgmental Culture of Safety
	13. Perform an Interdisciplinary Review of Adverse Mental Health
Outcomes
	14. Establish Local Standards for Recognition and Response to Measure
Compliance, Understand Individual Performance, and Track Outcomes

	DISCUSSION
	References
	Box 1
	Table 1
	Table 2

