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EXECUTIVE SUMMARY 

One in seven women will experience depression during pregnancy or in the first 12 months after 

delivery, and more than 400,000 infants every year are born to mothers who are depressed, 

making perinatal depression the most underdiagnosed and untreated obstetric complication in 

the United States. This and other perinatal mood and anxiety disorders (PMADs) have been 

identified in women of every culture, age, income level and race. They can have very serious 

adverse effects on the health and functioning of the mother, her infant and her family, and 

although PMADs are treatable once recognized, 50 percent of all mothers who experience these 

disorders are never identified. 

It is in this context that the Maryland General Assembly enacted legislation in 2015 establishing 

the Task Force to Study Maternal Mental Health (‘Task Force’). Passed unanimously and signed 

into law by Governor Larry Hogan, Senate Bill 74 / Chapter 6 directed the Task Force to: 

 Identify vulnerable populations and risk factors for maternal mental health disorders; 

 Identify and recommend prevention, screening, identification and treatment strategies; 

 Identify successful postpartum mental health initiatives in other states and strategies for 

implementing similar initiatives in Maryland; 

 Identify and recommend evidence-based practices for health care providers and public 

health systems; 

 Identify and recommend private and public funding models; and 

 Make recommendations on legislation, policy initiatives, funding requirements, and 

budgetary priorities to address maternal mental health needs in Maryland, as well as any 

other relevant issues identified by the Task Force. 

The Task Force1 met eight times between September 2015 and November 2016. Notice of the 

meetings was posted in the Maryland Register and on the Maryland General Assembly website. 

Public comment was taken and considered at every meeting. The work of the Task Force was 

divided into five workgroups: Maryland Data, Provider Tools, Public Needs, Policy in Other States, 

and Co-Morbid Conditions. Each met multiple times to gather information, review relevant 

literature, share resources and develop recommendations to address the unmet maternal mental 

health needs in Maryland. The following report and recommendations are the result of that work.2 

                                                           
1 See Appendix I for a complete list of Task Force membership. 
2 Charged with studying maternal mental health, the Task Force recognizes that, in order to be inclusive of all 
postpartum experiences, these recommendations should include the postpartum experiences of transgender and 
gender non-conforming individuals that carry pregnancies, chest feed, and can experience the same postpartum 
mood disorders as their cis counterparts. While currently a small population, the Task Force acknowledges that 
limitations exist when recommendations are created using gender binary, rather than its spectrum. 
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SUMMARY OF RECOMMENDATIONS 

 Improve early identification of postpartum depression and other perinatal mood and anxiety 

disorders through increased screening and patient education. (Recommendations 1-2) 

 

 Develop continuing maternal mental health education for providers who interact with women 

of a reproductive age. (Recommendation 3) 

 

 Expand psychiatric consultation programs to assist obstetric, primary care, psychiatric and 

pediatric providers in addressing the emotional and mental health needs of pregnant and 

postpartum patients. (Recommendation 4) 

 

 Develop a Maryland Maternal Mental Health Initiative to coordinate ongoing advocacy, 

education, awareness, and treatment efforts. (Recommendations 5-8) 

 

 Develop and expand peer support networks and navigation to create opportunities for 

individuals with lived experience and to assist women and their families in maneuvering a 

complex system of care. (Recommendations 9-10) 

 

 Expand the array of maternal mental health services by establishing specialized day and 

inpatient programs, including mother-baby units. (Recommendation 11) 

 

 Take steps necessary to address co-morbid maternal mental health conditions including those 

related to substance use disorders, high risk pregnancies, perinatal loss and intimate partner 

violence. (Recommendation 12-13) 

 

 Expand access to paid family and medical leave to provide flexibility in the balancing of work 

and family demands. (Recommendation 14) 

 

 Create a standing Maternal Mental Health Commission to help guide state policy and decision-

making. (Recommendation 15) 

 

 

 

 



 

4 | Report of the Task Force to Study Maternal Mental Health 

SCOPE OF NEED 

Perinatal mood and anxiety disorders (PMADs) have been identified in women of every culture, 

age, income level, race and ethnicity. The term ‘perinatal’ generally refers to the time period of 

pregnancy through the first year postpartum.  

Research has shown that pregnancy is not protective against the development of psychiatric illness. 

This is especially true for women with a history of psychiatric illness, including mood and anxiety 

disorders. As many as 50 percent of women with a previous diagnosis of a mood disorder report 

significant mood symptoms during the perinatal period. Further, the risk for psychiatric relapse 

during pregnancy increases in the setting of psychiatric medication discontinuation. 

Approximately 68 percent of women with major depression who discontinued their medications 

for pregnancy relapsed in one study, while in another, more than 80 percent of women with 

bipolar disorder who stopped their medications relapsed. During pregnancy and the postpartum, 

anxiety and related disorders are extremely common – and also under-recognized. Current 

research indicates that anxiety disorders are common in the perinatal period, and may even have 

their onset at this time. Phobias and generalized anxiety disorders are the most common, and up 

to 27 percent of perinatal women report some form of anxiety. In addition, pregnancy-specific 

anxiety is experienced by about 14 percent of women, and consists of specific worries about the 

baby or the pregnancy. Additionally, untreated mood disorders are associated with higher 

incidence of substance use disorders, an association often recognized as self-medication for 

untreated psychiatric illness. 

Postpartum Mood Disorders. During the postpartum period, about 80 percent of women 

experience some type of mood disturbance. For most, the symptoms are mild and short-lived. 

However, 10 to 15 percent of women in the general population develop more significant 

symptoms of depression or anxiety. Perinatal psychiatric illness is typically divided into three 

categories along a continuum: (1) postpartum blues, (2) postpartum depression and anxiety, and 

(3) postpartum psychosis. 

Postpartum blues, or “baby blues,” is a common phenomenon, occurring in up to 80 percent of 

women, generally within a few days of labor and delivery. It is usually a self-limited process, 

resolving over the course of several days.  Symptoms include tearfulness, mood lability, and feeling 

overwhelmed, but can also include more positive feelings of happiness or elation. Postpartum 

blues are thought to be related to the hormonal changes that women experience after giving birth 

and are generally self-limited with no intervention needed beyond emotional and social support.  

Postpartum depression and anxiety in contrast, is less common, occurring in 10 to 15 percent of 

the general population. It lasts for at least two weeks and usually for much longer, particularly 
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without treatment. It is considered one of the most common medical complications during 

pregnancy and the postpartum period. Symptoms include intense and persistent sadness, feelings 

of hopelessness, worthlessness, inadequacy or guilt, and a range of somatic symptoms such as 

headaches and chest pains. Significant anxiety symptoms may also occur with some women 

developing recurrent feelings of intense worry or panic. The risk for postpartum depression is 

increased in women with a history of major depression, bipolar disorder, or a prior history of 

postpartum depression. While the etiology of postpartum depression is not known, it is likely to 

be multifactorial with psychological factors, biological factors including hormonal changes, and 

social factors all playing a role.   

Postpartum psychosis is a rare phenomenon, occurring in approximately 0.1 percent of all births. 

It is more common in women with bipolar disorder, occurring in up to 30 percent of those who 

have children. Postpartum psychosis is considered a psychiatric emergency and resembles a manic 

episode with decreased sleep, psychosis, and agitation. Up to four percent of cases of postpartum 

psychosis commit infanticide, and five percent suicide. Any woman with suspected postpartum 

psychosis should seek emergency treatment and will almost always require hospitalization.  

Effects of Perinatal Psychiatric Illness on Children. An area that is frequently overlooked is the risk 

to the fetus and newborn associated with untreated maternal psychiatric illness. There is a wealth 

of literature demonstrating that untreated maternal psychiatric illness during pregnancy is 

associated with poor outcomes for the exposed child. Depression during pregnancy has been 

associated with low maternal weight gain; increased rates of preterm birth; low birth weight; 

increased rates of cigarette, alcohol, and other substance use; increased ambivalence about the 

pregnancy; and overall worse health status, including higher rates of preeclampsia and gestational 

diabetes. Additionally, prenatal exposure to maternal stress has been shown to have 

consequences for the development of infant temperament. Children exposed to perinatal 

maternal depression have higher cortisol levels than infants of mothers who were not depressed, 

which continues through adolescence. Treatment of depression during pregnancy appears to help 

normalize infant cortisol levels. These findings may partially explain the mechanism for an 

increased vulnerability to psychopathology in children exposed to depression in utero. 

It is also clear that untreated prenatal anxiety can have adverse effects on the fetus. Anxious women 

experience increased nausea and vomiting, higher alcohol and tobacco use, more frequent doctor 

visits, and poor maternal attachment. Like depression, prenatal anxiety has also been associated 

with low birth weight, preterm birth, difficult infant temperament, poor attention regulation, 

emotional and behavioral problems, alterations in adaptive immunity, poor cognitive and motor 

development, and an increased risk of subsequent anxiety and depression.  

Untreated anxiety and depression during pregnancy is also one of the strongest risk factors for the 

development of postpartum depression. The literature regarding the effects of postpartum 



 

6 | Report of the Task Force to Study Maternal Mental Health 

depression on the infant is quite clear, with adverse outcomes such as lower IQ, slower language 

development, increased risk of attention deficit disorder, and increased risk of behavioral issues 

and psychiatric illness in the exposed offspring. Postpartum depression also has potentially 

devastating consequences including suicide and infanticide. While the risk for completed suicides 

and suicide attempts is lower during and after pregnancy than in the general population of 

women, suicides account for up to 20 percent of all postpartum deaths and represent one of the 

leading causes of perinatal mortality.  

In summary, psychiatric illness during pregnancy increases the risk for poor outcomes for the child 

as well as for postpartum psychiatric illness. Psychiatric illness during and after pregnancy should 

therefore be considered an exposure for the child in the same way that medication use during 

pregnancy is an exposure for the child. Many physicians remain unaware of the significant risks 

associated with untreated maternal psychiatric illness and may inappropriately recommend 

discontinuation of psychiatric medications during and after pregnancy or fail to screen and refer 

women with perinatal psychiatric illness. Early identification, treatment resources and education 

for both the public and providers of prenatal and postpartum services about PMADs and their 

impacts is sorely needed. 
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MARYLAND DATA 

There are approximately 72,000 live births in Maryland every year, and prevalence of PMADs is 

representative of the national averages. The Maryland Pregnancy Risk Assessment Monitoring 

System (PRAMS)3 reports that, for mothers who delivered in 2004 through 2008 and 2012 through 

2013, nearly 14 percent reported symptoms of postpartum depression. As shown in Fig. 1 below, 

rates of postpartum depression were highest among Asian, black non-Hispanic (NH), young (less 

than 25 years of age), non-college educated and single mothers.  

Fig. 1 – Postpartum Depression, Maryland PRAMS, 2004-2008 and 2012-2013 

  

Note: Data from 2009 through 2011 births were not used due to different PRAMS postpartum depression questions 

which were not as valid. 

Around 20 percent of mothers who delivered in 2009 through 2013 reported symptoms of 

perinatal anxiety. Rates among various demographics were similar to those reported for 

                                                           
3 Maryland PRAMS is a surveillance project supported by the Centers for Disease Control and Prevention (CDC). 
The Maternal and Child Health Bureau (MCHB), Vital Statistics Administration, and Maryland Department of Health 
and Mental Hygiene (DHMH) have a cooperative agreement with the CDC to participate in PRAMS. The project surveys 
new mothers randomly about their behaviors and experiences before, during and shortly after pregnancy. PRAMS 
findings may be used to guide recommendations for developing or modifying intervention programs or for securing 
resources for program changes.  
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postpartum depression, aside from a notable increase in prevalence among white non-Hispanic 

mothers (see Fig. 2). 

Fig. 2 – Perinatal Anxiety, Maryland PRAMS, 2009-2013 

 

Perceptions Among Providers and the Public  

Notwithstanding the prevalence outlined above, a significant stigma persists around issues related 

to maternal mental health. There is a lack of understanding among providers and the public about 

effective treatment options and medications and – to the extent resources for the public do exist 

– there is little knowledge about their availability.  

A series of focus groups commissioned by the Healthy New Moms campaign4 revealed frustrations 

among pregnant and new mothers about the lack of PMAD-specific information and input received 

from their providers. Specifically, the focus group evaluation concluded that “pregnant and 

postpartum women expect to receive information and access to treatment from their medical 

                                                           
4 The Healthy New Moms campaign, a program of the Mental Health Association of Maryland, works to raise 
awareness of PMADs and offer support and resources to providers and the public. Two consumer focus groups and 
one provider focus group were conducted over a two month period from February through April 2015. The consumer 
focus groups sought to determine public familiarity of maternal mental health issues and resources. The provider 
focus group was structured to elicit details on what information is routinely provided to pregnant and postpartum 
women, additional resource needs, and training and continuing education needs. The focus group report is included 
as Appendix II. 
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providers, but currently find little support.” The report went on to cite a need for easily accessible 

and culturally competent information related to PMADs, suggested an expansion of maternal 

mental health peer groups to include connections to professional resources, and identified better 

communication between patient and provider as necessary to the healing process. 

The focus groups exposed a similar frustration among providers. The participants reported that 

“there is little information available for providers, and even less training specific to PMADs.” 

Further, the report found that “many are uncomfortable addressing mood disorders and are not 

familiar with resources that do exist, preventing them from feeling confident in addressing 

patients’ needs.” 

These findings are reinforced by a recent provider survey conducted by the Johns Hopkins 

Women’s Mood Disorders Center,5 distributed online and targeted to OB/GYN providers at 

Hopkins and throughout Maryland. Of the clinicians surveyed, 80 percent reported they were not 

satisfied with the number and quality of psychiatric referral resources for their pregnant and 

postpartum patients (Fig. 3).  

Fig. 3 – Are you satisfied with the number and quality of psychiatric referral 

resources for your patients? 

 

Furthermore, 85 percent of the respondents indicated a strong desire for additional training and/or 

consultation in treating the mental health needs of these patients (Fig. 4). 

                                                           
5 The Women’s Mood Disorders Center was established to study PMADs and provide expert evaluation of women 
experiencing PMAD symptoms. Complete survey results are included as Appendix III. 

http://www.hopkinsmedicine.org/psychiatry/specialty_areas/moods/patient_information/clinic_women.html
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Fig. 4 – Would you be interested in receiving trainings and/or consultations about 

how to treat mental health in pregnancy and the postpartum? 

 

The survey also revealed that one in four OB/GYN providers lack confidence in their knowledge of 

psychiatric illnesses, medications and treatment (Fig. 5), and one in four providers have a low 

comfort level in treating depression and/or anxiety in pregnant patients (Fig. 6).  

Fig. 5 – To what degree do you feel 

confident about your knowledge of 

psychiatric illnesses, medications 

and treatment? 

 

 

Fig. 6 – To what degree do you feel 

comfortable treating depression 

and/or anxiety in pregnant patients? 
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RECOMMENDATIONS 

Improve Early Identification of Postpartum Depression and Other 

Perinatal Mood and Anxiety Disorders 

Perinatal mood and anxiety disorders (PMADs) affect one in seven women, and although the 

conditions are treatable once recognized, 50 percent of all mothers who experience these 

disorders are never identified. The symptoms often go undetected because they closely resemble 

those generally associated with pregnancy and the postpartum period, and stigma may make 

women reluctant to report changes in their mood. As a result, postpartum depression and other 

PMADs are often left untreated, to the detriment of the mother and her entire family. 

Recommendation 1: Require maternal mental health screening for all patients prenatally through 

the first year postpartum. 

Screening and identification of PMADs greatly improves the likelihood of a quick recovery for the 

mother, supports healthy child development, and offers long-term health care cost savings. The 

United States Preventive Services Task Force (USPSTF)6 recognized as much in January 2016, when 

it updated its recommendation for adult depression screening to specifically recommend 

screening for depression in pregnant and postpartum women. The panel gave its recommendation 

a “B” rating, meaning the service must be covered under the Affordable Care Act with no 

copayment, coinsurance or deductible. Additionally, recent guidance from the Centers for 

Medicare & Medicaid Services (CMS) discusses the importance of early screening for maternal 

depression and clarifies the role Medicaid can play in identifying and treating PMADs.7 

Several states require some level of maternal mental health screening. West Virginia, for example, 

requires that licensed health care professionals providing prenatal, postnatal or pediatric care 

invite the mother to complete a questionnaire (i.e. an assessment tool8) to detect perinatal mental 

health disorders. Women typically visit their obstetrician and gynecologist during pregnancy and 

visit a pediatrician for infant check-ups more often than other health professionals, so these 

providers are in an ideal position to screen for PMADs. 

                                                           
6 The U.S. Preventive Services Task Force is an independent, volunteer panel of experts in prevention and evidence-
based medicine. The group works to improve the health of all Americans by making evidence-based recommendations 
about clinical preventive services such as screenings, counseling services, and preventive medications. 
7 The May 11, 2016 CMS guidance is included as appendix IV. 
8 A commonly-used assessment tool is the Edinburgh Postnatal Depression Scale (EPDS), a 10-item questionnaire 
developed to identify women with postpartum depression. A sample EPDS is included as Appendix V. 

http://www.uspreventiveservicestaskforce.org/Page/Name/about-the-uspstf
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However, as important as it is to ensure providers are detecting depression and other PMADs, it 

is equally critical that mothers and their families have the information necessary to recognize signs 

and symptoms when they occur. The more knowledge women have with regard to the prevalence 

of these illnesses, the more comfortable they will be discussing it with their providers, reducing 

stigma and improving early identification. 

Recommendation 2: Require health care providers to offer maternal mental health information 

and resources for care to mothers and families at various times during the perinatal period. 

Many states require this type of information distribution. Minnesota requires that information on 

postpartum depression be given to prenatal patients. West Virginia and Virginia require all 

hospitals to provide new mothers with PMAD materials prior to discharge. New York requires 

maternal mental health education as a routine aspect of postpartum care. 

Develop Continuing Maternal Mental Health Education for Providers 

Although screening is important for detecting perinatal depression and other PMADs, screening 

by itself is insufficient to improve clinical outcomes and must be coupled with appropriate follow-

up and treatment when indicated. The prevalence of the illness, combined with the potentially 

long-lasting and serious adverse effects on the health and functioning of the mother, her infant 

and her family, calls for the development of continuing medical education options to ensure a 

basic minimum level of understanding among certain healthcare providers about how to identify 

and treat PMADs.  

Recommendation 3: Require development of free maternal mental health CME/CEU trainings, 

including online options. 

At a minimum, available trainings should include information on signs and symptoms, perinatal 

medication usage, risk factors such as perinatal loss and high-risk pregnancies, how and when to 

screen for symptoms, brief intervention strategies, and evidence-based psychosocial treatments. 

It is noteworthy that a portion of the Task Force supported a stronger recommendation in this 

area. While not a unanimous opinion, these members recommended a CME/CEU requirement for 

certain providers, such as pediatricians, internal/family medicine providers, obstetricians and 

psychiatrists. New York mandates the availability of provider education on PMADs, but no state 

mandates that providers complete CME credits related to maternal mental health. However, 

states do require CME for other practice areas. Florida requirements include the completion of 

CME courses in medical errors, HIV/AIDS and domestic violence. Most California-licensed 

physicians are required to complete CME on pain management and the appropriate treatment of 

the terminally ill. California also requires CME in the field of geriatric medicine for certain general 

internists and family physicians. The State of Maryland already requires a one hour CME in 
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management of pain and opioid medications for physician license renewal, thus a requirement in 

this area would not be without precedent.  

Expand Psychiatric Consultation Programs 

The Maryland Behavioral Health Integration in Pediatric Primary Care program (BHIPP) is designed 

to support primary care providers in assessing and managing the behavioral health needs of their 

patients from infancy through young adulthood. Free of charge and regardless of a patient’s 

insurance status, BHIPP offers an impressive array of services to primary care clinicians treating 

children (Fig. 7). The program is made possible through funding from the Maryland Department 

of Health and Mental Hygiene (DHMH) and the State Department of Education (MSDE), and is 

offered in collaboration with University of Maryland School of Medicine, Johns Hopkins Bloomberg 

School of Public Health, Salisbury University, and community and advocacy groups.   

Recommendation 4: Expand BHIPP to assist obstetric, primary care, pediatric and other providers 

address the emotional and mental health needs of pregnant and postpartum patients. 

Fig. 7 – Array of BHIPP Services 
 

 

As noted in Fig. 4, Maryland providers treating pregnant and postpartum women indicate a strong 

desire for the same type of behavioral health consultation and support services now offered 
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through BHIPP to providers treating children. The Massachusetts Child Psychiatry Access Project 

(MCPAP) – the program on which BHIPP is modeled – has recently expanded its program in a 

similar way. MCPAP for Moms is a state-funded program open to all providers in contact with 

mothers prenatally through the first year postpartum. It includes real-time consultation with 

expert perinatal psychiatrists, includes screening and treatment toolkits for providers, helpful links 

for patients and the public, and assists both medical providers and families in connecting with 

community-based resources including therapy and support groups. 

Develop a Maryland Maternal Mental Health Initiative 

There is little understanding among providers and the public about maternal mental health issues, 

their impact and prevalence, effective PMAD treatment options and the availability of helpful 

resources. A dearth of information, confusion about where to turn for help and the lack of a 

coordinated statewide effort to increase awareness is feeding stigma and frustration. 

Recommendation 5: Establish an Office of Maternal Mental Health and Substance Use Disorders to 

coordinate and implement ongoing advocacy, education, awareness, and treatment efforts. 

Maryland must do more to address the service gaps and unmet need identified by providers and 

the public alike. An Office of Maternal Mental Health and Substance Use Disorders (‘Office’) in the 

Department of Health and Mental Hygiene would ensure a relevance and sustainability of efforts 

as the state moves proactively to tackle this issue. In addition to the overarching responsibilities 

outlined below, the Task Force envisions duties of the Office to include the approval and provision 

of training for peer support, frontline providers and perinatal navigators; the promotion of 

perinatal mental health policies at the state level; grant writing for maternal mental health 

initiatives; and acting as liaison to a newly expanded psychiatric consultation program. 

Recommendation 6: Expand state maternal mental health public awareness campaign efforts. 

As noted previously, focus groups identified education for the public as a critical unmet need. 

Many other states fund one or more public education efforts, including public awareness months 

and public service announcements (PSAs). The Task Force recommends the development of 

culturally competent PSAs to run on traditional media and online / social platforms, with particular 

attention to populations most at-risk. Pamphlets, posters, flyers and other resources should be 

made available in hospitals and provider waiting rooms. Sample materials are available in English 

and Spanish through the National Child & Maternal Health Education Program9 website.  

                                                           
9 The National Child & Maternal Health Education Program is the first national education program of the Eunice 
Kennedy Shriver National Institute of Child Health and Human Development. It provides a forum for reviewing, 
translating, and disseminating new research in the field of maternal and child health. 

https://www.nichd.nih.gov/ncmhep/terms/ordermaterials/Pages/index.aspx
https://www.nichd.nih.gov/ncmhep/terms/ordermaterials/Pages/index.aspx
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Certain groups across the state, including Heathy New Moms and Postpartum Support Maryland,10 

are already well organized and doing some of the outreach and education outlined here. Rather 

than reinvent successful ongoing efforts, it is recommended that the state coordinate and expand 

these efforts by expanding public-nonprofit partnerships with these and other organizations.  

Recommendation 7: Develop, maintain and promote centralized, multicultural educational 

materials and resources for patients and families. 

Consistent with the recommendation to increase public awareness is the need to ensure the 

availability of resources for those who may find themselves in need of maternal mental health 

services. A number of states have developed websites and hotlines to address this need, and 

Maryland should follow suit, leveraging existing programs such as the state’s Crisis Hotline and 

websites like Healthy New Moms and Postpartum Support Maryland. Additional materials should 

include updated and regional lists of mental health providers and PMAD support groups, as well 

as helpful links and educational resources. 

Recommendation 8: Create a centralized, multicultural online provider toolkit to assist in the 

identification and treatment of perinatal mood and anxiety disorders. 

Equally as critical as the need to educate and empower the public is the need to assist frontline 

perinatal care providers in the prevention, identification and treatment of depression and other 

mental health concerns in pregnant and postpartum women. Maryland providers are frustrated 

at the lack of available information and are not familiar with existing resources. They are therefore 

uncomfortable addressing their patients’ mood and anxiety disorders. Healthy New Moms has 

created an online resource for providers that includes prevalence and treatment information, 

assessment and screening tools, and a medication chart. Additional resources are needed.11  

Develop and Expand Peer Support Networks and Navigation 

Peer support programs provide an opportunity for communities of individuals who have lived with 

and significantly recovered from mental health disorders to use their experience to help others 

direct their own recoveries. Combined with skills often learned in formal training, peer supporters’ 

experience and institutional knowledge put them in a unique position to offer support. Considered 

a best practice by the federal Substance Abuse and Mental Health Services Administration 

(SAMHSA), peer support has been shown to reduce symptoms, hospitalizations, and costs of 

                                                           
10 Postpartum Support Maryland works to provide resources to families suffering from postpartum depression and 
to raise awareness within the community. 
11 The MCPAP for Moms toolkit is illustrative, and is included as Appendix VI. See also, Substance Use in Pregnancy: 
A Clinician’s Toolkit for Screening, Counseling, Referral and Care, available online at 
www.baltimorecountymd.gov/go/perinatal  

http://postpartummd.org/
https://www.mcpapformoms.org/Docs/Adult%20Toolkit.pdf
http://www.baltimorecountymd.gov/go/perinatal
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services; increase social support and participation in the community; improve well-being, self-

esteem and social functioning; and encourage more thorough and longer-lasting recoveries.  

Recommendation 9: Expand maternal mental health and substance use disorder peer support 

training and infrastructure. 

Although several maternal mental health and substance use disorder peer support programs are 

active in Maryland, the groups are operating with little or no resources. The services these 

programs provide – including support for new and expectant mothers and the provision of 

resources and information for families – are critical components of the Maryland system of care 

that should be expanded upon. The Task Force has identified the Massachusetts program 

MotherWoman12 as a model and recommends that Maryland support and partner with existing 

efforts in the state to develop a similar peer support capacity here. 

Similar in some aspects to the role of peer support specialists, perinatal navigators promote better 

health outcomes by helping obstetrical patients maneuver a complex system.  

Recommendation 10: Further explore the use of maternal mental health navigators, including 

issues related to insurance reimbursement and incentives for providing the service. 

Sometimes referred to as “women’s wellness guides,” perinatal navigators work to eliminate 

barriers to care by educating patients and assisting them in accessing essential health care 

monitoring and resources. These professionals play a critical role in cultivating relationships 

between the patient and their families, local and regional health care providers and other key 

players to ensure smooth transitions and timely access to care. The Task Force recommends 

further exploration into the use of maternal mental health navigators in Maryland, including 

consideration of methods to ensure that insurance carriers provide their consumers with coverage 

for perinatal navigation, and an examination into potential incentives for hospitals, clinics and 

other health care providers that offer this needed service to their patients. 

Expand the Array of Maternal Mental Health Services  

Specialized inpatient and day programs are quite common for a variety of illnesses and disorders. 

In Maryland and elsewhere, there are places people can go to address needs specifically 

associated with cancer, diabetes, post-traumatic stress disorder and many more. But there is 

nowhere in Maryland for pregnant women and new mothers to receive specialized treatment for 

postpartum depression and other PMADs. 

                                                           
12 More information on MotherWoman is available at http://www.motherwoman.org/  

http://www.motherwoman.org/
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Recommendation 11: Incentivize the use of evidence-based practices and the establishment of 

specialized maternal mental health outpatient and inpatient programs and mother-baby units. 

At least six states have established perinatal partial hospitalization programs to treat the needs of 

pregnant women and new mothers with depression, anxiety or other emotional distress with their 

babies in a warm, nurturing setting. The nation’s first such program, the Day Hospital,13 opened in 

Rhode Island in 2000. In the Day Hospital, every woman’s program is tailored to her unique needs 

and can include group, individual and family therapy; medication assessment; nutrition and 

lactation consultation; mother-baby bonding and connecting support; and personalized 

outpatient discharge planning. Like the programs in other states, the Day Hospital accepts health 

insurance and encourages inclusion of the infant in the treatment. 

Available in only three states, specialized inpatient programs are less widespread but provide more 

intensive treatment. The newest of these programs opened earlier this year in New York when 

Zucker Hillside Hospital cut the ribbon on a 20-bed, single-gender inpatient unit dedicated to 

easing the burden of maternal depression. Like their day program counterparts, all of these 

inpatient programs encourage the presence of the infant and accept insurance. 

It is worth noting that, although day and inpatient programs across the country allow for the infant 

to participate in treatment during the day, none allow for the child to stay overnight (i.e. joint 

admission). The United States has lagged behind Europe and Australia in this respect, where joint 

admission is now routine. These “mother-baby” units have many advantages, including the 

avoidance of breastfeeding disruption or cessation, direct observation of mother-infant 

interaction, and the promotion and modeling of a healthy maternal-child relationship. The Task 

Force also recommends the integration of evidence-based intervention and prevention strategies 

– including psychosocial group treatments for perinatal depression and anxiety – into settings that 

serve women and families, such as obstetrics and pediatrics. 

Take Steps Necessary to Address Co-Morbid Maternal Mental 

Health Conditions  

As complicated and debilitating as postpartum depression and other PMADs can be, the issues 

associated with these disorders may be compounded by the existence of co-morbid conditions, 

including those related to substance use disorders, perinatal loss, high-risk pregnancies and 

intimate partner violence. When implementing the recommendations outlined in this report, it is 

essential to remain cognizant of the unique needs of these women.  

                                                           
13 More information on the Day Hospital is available at http://www.womenandinfants.org/services/behavioral-
health/day-hospital.cfm  

http://www.womenandinfants.org/services/behavioral-health/day-hospital.cfm
http://www.womenandinfants.org/services/behavioral-health/day-hospital.cfm
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Recommendation 12: Ensure coordination and integration of treatment for both mental health 

and substance use disorders. 

Substance-Use Disorders (SUDs) – Figures related to SUDs during pregnancy are startling. Eight to 

10 percent of pregnant women continue to drink throughout their pregnancy. Four percent of 

pregnant women across the nation report a current use of illicit drugs. In Maryland, over five 

percent of female admissions to SUD treatment are pregnant. More than nine percent of Maryland 

women report tobacco use during pregnancy, and in the presence of an SUD that number can 

exceed 90 percent.  

SUD-specific strategies include: 

 Use evidence-based tools to screen for SUDs throughout the pregnancy 

 Encourage brief intervention by prenatal providers as appropriate, guided by screening 

results 

 Facilitate timely referral to SUD treatment for pregnant and postpartum women as needed 

 Ensure that various treatment providers secure releases necessary to communicate with 

each other early in the pregnancy 

 Encourage SUD treatment providers to incorporate both prenatal care and mental health 

care into their overall treatment plans 

 Improve postpartum follow-up 

 Implement the final recommendations of the Maryland Heroin & Opioid Emergency Task 

Force,14 particularly those related to expanding access, enhancing quality, boosting 

overdose prevention efforts, and improving state support services 

Recommendation 13: Adopt strategies to address the unique needs of pregnant women and new 

mothers with other co-morbidities. 

Perinatal Loss – 15 to 20 percent of all recognized pregnancies end in miscarriage. Approximately 

25 percent of bereaved parents demonstrate significant psychological difficulties during the first 

two years after perinatal losses. Strategies to address this issue include: 

 Ensure expertise on management of perinatal loss at all delivering hospitals 

 Provide outreach to parents remote from the loss 

 Establish preconception counseling services for subsequent pregnancies 

 

                                                           
14 The final report of the Maryland Heroin & Opioid Emergency Task Force is available at 
https://governor.maryland.gov/ltgovernor/wp-content/uploads/sites/2/2015/12/Heroin-Opioid-Emergency-Task-
Force-Final-Report.pdf  

https://governor.maryland.gov/ltgovernor/wp-content/uploads/sites/2/2015/12/Heroin-Opioid-Emergency-Task-Force-Final-Report.pdf
https://governor.maryland.gov/ltgovernor/wp-content/uploads/sites/2/2015/12/Heroin-Opioid-Emergency-Task-Force-Final-Report.pdf
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High-Risk Pregnancies and Deliveries – As many as six percent of women will experience a post-

traumatic stress disorder (PTSD) following a complicated pregnancy or delivery. The risk for PTSD 

is much higher in pregnancies requiring an emergency cesarean section or an operative vaginal 

delivery, or for those where there is a general feeling of loss of control during delivery. Mothers 

whose babies require medical attention in neonatal intensive care units are also at significantly 

increased risk for depression, anxiety, and trauma-related symptoms. 

The Task Force suggests that specific components related to high-risk pregnancies and the 

experience of having an infant with medical issues be incorporated into the training and provider 

toolkit recommendations above. 

Intimate Partner Violence - Intimate partner violence is not uncommon during pregnancy and 

postpartum. Women who are at high risk for IPV are especially at risk for depression as 

well. Maryland PRAMS data indicates that four out of 10 women who reported physical abuse 

during pregnancy also reported symptoms of depression. In several studies, 30 to 60 percent of 

pregnant women with substance use disorder have a history of IPV and / or sexual abuse as a child. 

IPV has also led to multiple incidents of maternal homicide and suicide, as well as infanticide. In 

Maryland and across the country, homicide is a significant cause of maternal mortality and most 

of these deaths are perpetrated by a current or past intimate partner. Screening and counseling 

for current and past IPV needs to be integrated with maternal mental health and addiction 

treatment services to potentiate improvement in perinatal health. 

Expand Access to Paid Family and Medical Leave 

As important as these recommendations are, many will be limited in their effectiveness unless 

working mothers and their families have the time and flexibility to avail themselves of the services. 

The federal Family and Medical Leave Act (FMLA) allows eligible employees of covered employers 

to take unpaid, job-protected leave for specific family and medical reasons, but many in the 

workforce are not covered by FMLA, cannot afford to take unpaid leave, or need longer periods 

than are allotted to address their maternal mental health needs. 

Recommendation 14: Support mothers and families by expanding access to paid family and 

medical leave in Maryland. 

Paid family and medical leave programs have been associated with a range of positive effects on 

the health of the mother and her family. These benefits include lower infant and child mortality, 

better prenatal and postnatal care, an improvement in the child’s cognitive and behavioral 

development, and an overall improvement in the mother’s mental health over an extended period 

of time, including fewer and less severe depressive symptoms. Unfortunately, although 75 percent 

of women entering the workforce will become pregnant at least once, less than 20 percent of 

expecting mothers qualify for FMLA. Even fewer have access to paid family and medical leave. 
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Create a Standing Maternal Mental Health Commission  

This Task Force has worked over the past year to shine a light on an issue that is too often suffered 

by many in silence. It has brought together dozens of individuals with varying expertise and lived 

experience in the development of a blueprint for tackling a critical unmet need. The 

recommendations outlined in this report are a starting point, but the work must continue.  

Recommendation 15: Create a standing Maternal Mental Health Commission to guide state policy 

and decision-making. 

As awareness and understanding of PMADs increases, and as the science evolves, it is important 

to ensure that state policy and decision-making are driven by best practices and current research. 

A Special Legislative Commission on Postpartum Depression has been meeting quarterly in 

Massachusetts since 2012 to provide continuing guidance and advice to the governor and 

legislature on “best and promising practices in the prevention, detection and treatment of 

postpartum depression.” The group conducts public hearings and forums, sponsors state and 

regional conferences, and makes policy and legislative recommendations. Maryland would benefit 

from the establishment of a similar multidisciplinary commission to guide and oversee state 

maternal mental health efforts. 
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MENTAL HEALTH ASSOCIATION OF MARYLAND 

HEALTHY NEW MOMS CAMPAIGN 

FOCUS GROUP EVALUATION 

APRIL, 2015 

BACKGROUND 

In 2005, with grant support from HRSA, the Mental Health Association of Maryland 
initiated a progr~m consisting of o'utreach and education regarding postpartum 
depression (PPD). The program, Healthy New Moms, was structured as a campaign 
and targeted three distinct ,audiences: the general public; pregnant and postpartum 
women; and providers of health, mental health and support services. 

To reach the general public, the campaign developed and disseminated articles 
highlighting the topic of PPD and advertisements in specific media outlets. For pregnant 
women and new mothers, brochures that discussed symptoms, screening and 
resources for treatment were created and distributed. Providers were targeted through 
hospital grand rounds, print materials and training programs - both in person and on 
line. 

The effectiveness of the Healthy New Moms campaign was evaluated in 2007. With 
regard to consumers, the evaluation was specifically designed to determine if the 
campaign was reaching the desired audiences, and if there was a corresponding 
increase in the use of the Health New Moms website and PPD Hotline. On the provider 
side, campaign success was assessed in terms of the number of providers who 
participated in the education and training programs delivered across the state. This 
early evaluation showed that the campaign was on track in achieving its goals in 
outreach and education. 

In 2014, MHAMD initiated an effort to further assess the impact and effectiveness of its 
campaign materials in preparation for a renewed and expanded organizational effort on 
maternal mental health. Structured as a qualitative evaluation , it consisted of a series of 
three focus groups - two with consumers and one with providers. The goal of the focus 
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wjfrosh@wendyfrosh.com 

21 Tidewater Farm Road 
Greenland, NH 03840 
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groups was to determine how familiar consumers were with PPD and with perinatal 
mood disorders (PMAD), where they would typically seek information , where they were 
currently getting information, how well the campaign materials met their purpose, and 
what other resources would be useful. [Attachment 1 contains the Consumer Focus 
Group Guide.] For providers, the focus group was structured to elicit information on 
what information was routinely provided to pregnant and postpartum women , additional 
resource needs, and training and continuing education needs and opportunities. 
[Attachment 2 contains the Provider Focus Group Guide.] 
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FOCUS GROUP FINDINGS 

The focus groups were conducted over a two month period, from February through 
April , 2015. Participants for the consumer sessions were recruited through Postpartum 
Support Maryland for a session in Prince Georges County (16 women) and Johns 
Hopkins Women's Mood Disorders Center (18 women) for a session in the city of 
Baltimore. 

The recruitment process for the consumer sessions was not designed to create a 
demographically representative sample. It was conducted through individual contact, 
posters, and outreach through the two programs' websites, and participants signed up 
on a first come - first served basis. Women were offered refreshments and a gift card 
as incentives to participate in the process. 

Both consumer groups included individuals from diverse racial and ethnic backgrounds, 
although determination of diversity was visual and not confirmed by the participants. It 
was interesting to note that in both groups, women tended to cluster. Some of the 
women knew each other from the community and/or support group activity, and sat 
together through the session. Others seemed to connect more easily with racial and/or 
ethnic peers. While these observations are anecdotal, they underscore the need for the 
MHAMD to address the development of programs and materials for PMAD/PPD in a 
culturally sensitive and competent manner. 

Participants for the provider session were recruited by MHAMD's Director of Youth and 
Family Programs, who oversees the Healthy New Moms program. · While the 23 
providers came from a wider geography, the session was held in Lutherville at the 
MHAMD offices. 

Consumer Input 

The two consumer focus groups were similar in terms of participants' knowledge and 
understanding of PMAD/PPD, and their access to information regarding those 
conditions. Clearly, as the recruitment was handled through channels that provide 
support for women with PMAD/PPD, the participants, although diverse, were not a 
random sample of the general population. The women in the focus groups were familiar 
with PMAO/PPD, and the majority reported experiencing symptoms during and/or after 
pregnancy. The women consistently reported that there was a dearth of information 
regarding PMAD/PPD, and very few of them had received what they considered 
adequate information from their providers during or after their pregnancies. They 
reported confusion regarding symptoms - what should I watch for; what is serious; how 
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would I know if I have PMAD/PPD? They also indicated that they, themselves, were 
afraid to answer "yes" to questions about symptoms. 

"I wondered what the symptoms were. I was a high risk pregnancy, but no 
one ever said anything about PPD." 

"Despite the fact that I was on antidepressants, my doctor never 
discussed it with me." 

"I'd heard of the 'baby blues', but from my sisters, not my doctor." 

The participants described what they considered to be the continuing stigma around 
perinatal depression and anxiety, and strongly suggested that public awareness of 
PMAD/PPD, its symptoms and incidence be enhanced. As new mothers, they were 
expected to be happy and able to handle the role of motherhood, but they felt that the 
reality they experienced was far from those expectations. They described fears of 
feeling judged and inadequacy as they discussed their reactions to experiencing 
PMAD/PPD, but were most surprised by how unprepared they felt as their anxiety and 
depression took root. 

"I looked forward to having a baby, but I didn't realize how tough it would 
be. There's no 'out' now." 

"You judge yourself, and other people judge you. They say it was your 
choice, you should be joyous." 

"I didn't feel prepared to be a new mom, felt ashamed." 

Many noted that their physicians and midwives never mentioned the possibility of 
PMAD/PPD, and downplayed symptoms that had begun to occur. Self-diagnosis was 
commonly reported, and information was gathered through discussion with friends and 
online searches. The lack of input from providers - obstetricians, pediatricians, 
midwives, lactation consultants, and hospital social workers among them - created 
additional anxiety, as these women described their own wariness of admitting that there 
were problems. It was noted that materials on breast feeding and shaken baby 
syndrome were routinely distributed and discussed in the media, but references to 
PMAD/PPD were not. 

"I cried at every appointment, but there was no intervention." 
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"After seven hospital admissions, I was finally diagnosed in the ED, even 
though I had given my doctor my history of PPD after my first pregnancy." 

"Our pediatrician never acknowledged my concerns. I called the lactation 
consultant, and even she didn't have answers for me." 

"I had to advocate for myself. That was hard given how depressed and 
ashamed I was." 

When women had access to screening tools - mostly through online sources - again, 
they had a significant number of questions regarding the extent and severity of 
symptoms, and what constituted a condition for which medical/mental health care was 
warranted . Women who approached their caregivers for help and information were 
often shunted from one provider to another - obstetricians referring back to primary 
care, and vice versa. Several women described calling mental health provider systems, 
but never hearing back. The participants also found insurance coverage to be a barrier 
to care. When a provider with expertise in the field could be found, often that individual 
was not participating in the individual's insurance plan. Seeking referrals, using 
provider directories, and obtaining authorizations were all cited as obstacles to obtaining 
appropriate care. 

Interestingly, there were several women who had given birth outside of Maryland - in 
Europe, Canada, and North Carolina - who had dramatically different and more positive 
experiences in those locations. While their experiences were not identical, they reported 
having had access to screening , information , referral and follow-up - a system of care 
that enabled them to deal more effectively with symptoms of PMAD/PPD. Several 
individuals referred to state requirements (New Jersey, for example) where screening is 
mandatory, as models for emulation. 

After searching for resources, many participants predominantly found assistance and 
support from friends, family members and/or peer groups in an effort to cope with their 
symptoms. Some found specific groups that were targeted to women with PMAD/PPD, 
while others looked to on line chat rooms and Facebook. Still others sought help 
through neighborhood play groups, "new moms" groups, and La Leche league. The 
more focused these groups were to mood disorders, the more satisfied the participants 
were with the experience. In contrast, several women noted that joining "generic" new 
moms' groups added to their sense of stigma and shame, as their experiences were not 
common to the other members. But the majority felt that peer support groups were an 
excellent tool for addressing PMAD/PPD, and suggested that hospitals could build on 
the birthing class model and encourage postpartum reunions. 
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"I don't know what I would have done without my support group." 

"Stories about other women , who were having the same experiences as I 
did , helped me feel less anxious." 

"I felt isolated in the new moms' group, because everyone else was doing 
fine ." 

When asked where resources on PMAD/PPD should be available, the participants had 
numerous suggestions. There was a clear expectation that all providers - hospitals and 
hospital staff, obstetrical providers, etc. - who work with pregnant and postpartum 
women should be discussing mood disorders, risk factors, symptoms and signs. They 
should also be able to direct women to resources for screening, diagnosis and 
treatment. Many women noted that because they see pediatricians for routine follow up 
care for their children, these practitioners should have the knowledge base and tools to 
direct new mothers to appropriate intervention. They cited the need for direct 
communication by doctors, nurses, and/or social workers upon discharge from the 
hospital, noting that because of the volume of information given a new mother, 
pamphlets were not sufficient. They felt that a conversation about the appropriate 
response to mood changes should be a critical piece of the discharge process, and 
included in a routine follow up call or visit post-discharge. 

Beyond the providers who routinely work with obstetrical patients and their children -
obstetricians, midwives, pediatricians, etc. - participants suggested that they and their 
peers would benefit from and seek information through a variety of sources. These 
included community resources such as birthing classes, lactation programs, childcare 
centers, gyms, retailers and resellers in the baby/chi ldren business, community bulletin 
boards, faith-based organizations and public libraries; electronic media such as 
Facebook, on line chat rooms, and professional sites like WebMD; and hotlines 
sponsored by insurance companies and service organizations. But many of the 
participants felt that any and all of these resources should provide a pathway to 
personal contact and/or intervention. Other suggestions included providing respite 
daycare, bartering networks, classes for new mothers in Yoga, coping with sleep 
deprivation, and planning for what comes next. Because PMAD/PPD can be very 
isolating, it was suggested that having a place to go was very important. As one 
participant said, "It takes a village." 

"It would be great if the hospital could give you a partner, a mentor, 
someone who 's been through it when you start to come in for your regular 
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appointments. Women aren't always comfortable telling their doctors 
what's going on for fear of being judged." 

"The OB should evaluate you at every visit. I like the idea of journaling -
writing down my thoughts and feelings every day and bringing that with 
me to my appointments." 

"Wouldn't it be great if we could have a bartering network? We could 
support each other and get things done that we can't do ourselves." 

"How about a place, maybe the hospital, that offers respite daycare? 
When you're having a hard time, you could bring your baby somewhere 
that you know is safe, so you can have some time for yourself." 

Another common theme was the importance of engaging spouses, partners, and family 
members in identifying and addressing PMAD/PPD. Participants felt that education and 
outreach to members of that "extended family" would help with early identification and 
intervention. They also felt that by preparing these significant others, stigma could be 
reduced , and outcomes improved. Including materials in FMLA packets distributed by 
human resources departments/professionals was another suggested means of reaching 
partners/spouses, in addition to pregnant women. 

"It would have been so helpful if my husband had known what to look for, 
what to do. I felt so isolated ." 

"My family expected me to be so happy. They didn't know how to cope 
with my anxiety." 

"The hospital should have a patients' library that has lots of resources for 
you on depression and anxiety. A place where you can easily sit and read 
and find what you need." 

Participants were asked to review the MHAMD brochure, "Depression & New Moms" 
and discuss their reactions within the group. Overall , the women found the brochure to 
be out of date, both visually and content-wise. To many, the photographs were off­
putting, and did not visually address the issues in the text. The stated campaign goal of 
"ending depression, during and after pregnancy" was viewed as unrealistic. The 
principal focus on depression was considered inadequate, failing to address the other 
common aspects of PMAD. Some felt that the term anxiety would be a better choice, 
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and resonate more effectively with the intended audience, as the term depression was 
considered "loaded". Additionally, by addressing only "new moms", many felt the 
brochure did not speak to the symptoms that may begin during pregnancy and/or 
continue for a significant period after delivery. Participants suggested that the language 
used in the brochure should focus on the theme "you are not alone" and "this is 
common", as they felt that the sense of isolation among those who experience 
PMAD/PPD can be intense. 

There were strong reactions to the trajectory of the information in the brochure -
warning signs to treatment - as the section on treatment focused principally on 
medication and only later touched on counseling as an adjunct to medication. 
Participants felt that there were many other approaches that should be presented in 
future publications. A list of resources would be a critical addition. Acknowledging that 
not everyone has access to computers, directing women to physical resources -
hotlines, libraries, hospitals, etc. - would be very important. To the extent possible, any 
local information would be a priority, although keeping that updated was seen as a 
potential problem. 

Participants had many suggestions as to where information should be distributed and 
available. Ensuring that OB/Gyn and pediatric practices and hospital maternity units 
have and distribute the material was their first priority, but there were a lot of other 
places that participants thought would help provide women with greater access. These 
included public libraries, childcare centers, birthing classes, lactation programs, WIC 
sites, retailers (such as Babies R Us, Target, IKEA), women's gyms, grocery 
store/community bulletin boards, EAP counselors, and employer human resources 
offices. The need for information in languages in addition to English that resonate with 
diverse audiences was also discussed. 

At the close of both consumer group sessions, individuals engaged with each other and 
exchanged contact and resource information. It was clear that the opportunity to 
network and reach out to others who had experienced similar issues was welcome, as 
was the chance to broaden knowledge and understanding. 
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Provider Input 

The provider focus group was very diverse, comprised of physicians, nurses, 
psychologists, social workers, lactation consultants and case managers. They 
represented several hospitals and private practices, as well as clinics and support 
groups. Many of the same themes that were evident in the consumer groups were 
raised by providers as well . Prominent among them were stigmatization of mental 
health problems including PMAD/PPD, a dearth of information directed to pregnant 
women and new mothers, an inadequately trained provider workforce, and a lack of a 
sufficient number of providers to address clients' needs vis a vis PMAD/PPD. 

There was consensus in the group that there is a need to reach out to women during 
pregnancy to discuss PMAD/PPD signs and symptoms. Ensuring that the topic is 
discussed in prenatal classes was considered essential and engaging spouses/partners 
and other family members in that educational process was considered ideal. Many 
noted that when women did report problems, the concerns and presenting symptoms 
were more frequently tied to anxiety rather than to depression, but that overall , there 
was a good deal of denial regarding the need for intervention until/unless symptoms 
were dramatic. It was suggested that this was a result of the sense of stigma associated 
with PMAD/PPD as a mental health problem. 

Those providers who were hospital-based reported that there was an effort to distribute 
material on PMAD/PPD to pregnant women who used their facilities. Many reported 
familiarity with the MHAMD brochures and distribute them to new mothers. Others 
indicated that a video on postpartum issues, including PMAD/PPD, was shown to 
women prior to discharge. While many of these facilities still offer birthing classes, 
currently they are not as popular as they were a decade ago. One facility representative 
did report that child birth classes for obstetrical patients are required. But it was noted 
that prior to delivery, women tend to be focused on preparing for birth , and do not show 
an interest in the potential problems that may come later, making discussion of 
PMAD/PPD difficult. Additionally, it was noted that the target population is not 
homogeneous, and thus, efforts to reach individuals need to be targeted to the specific 
audience. For some, pregnancy is a welcome life event, while for others, it is 
unintended and an additional stress in a difficult life. For those at high risk because of 
pre-existing mental health problems or complicated living circumstances, efforts to avoid 
stigmatization are crucial. 

While statistically PMAD/PPD is not common, it would be optimal to include questions in 
the pre-admission intake form to screen for possible problems. Many providers 
indicated that problems begin during pregnancy, rather than postpartum, and so 
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screening and intervention should be available throughout pregnancy. One individual 
noted that the Edinburgh screening tool was used at her facility. There were significant 
concerns regarding physicians' knoi,yledge base, about PMAD/PPD in general, and 
about treatment in particular. Many participants reported that obstetricians will take 
women off certain medications, including antidepressants, without consulting the 
prescribing psychiatrist, putting women with a history of depression and/or anxiety at 
risk for mood disorders. 

Most attendees reported that there is little information available for providers, and even 
less training specific to PMAD/PPD. Many are uncomfortable addressing mood 
disorders and are not familiar with resources that do exist, preventing them from feeling 
confident in addressing patients' needs. It was the strong sentiment of the group that 
there is a need to create more opportunities for CE/CEU programming , both in-person 
and online, to educate providers on the screening and identification of mood disorders, 
as well as on treating identified problems. 

In addition to formal training programs, creating a summary of existing literature for 
professionals was recommended. While it was initially suggested that MHAMD develop 
a directory of providers who focus on PMAD/PPD, it was the consensus that a directory 
might imply qualifications that would be beyond the organization 's ability to monitor and 
certify. That said, however, attendees felt that there needed to be a way to link 
obstetricians and pediatricians with mental health providers who were competent and 
capable in the field . Utilizing information available through licensing boards was 
suggested as a means for reaching out to targeted provider groups. 

Participants offered many suggestions regarding how to reach patients with information 
and resources on PMAD/PPD: creating or obtaining a video that could be played in 
physician waiting rooms; hospital-sponsored "baby showers" for new mothers; 
distributing information at WIC sites; including information in formula packaging; 
information developed and mailed to patients registered with OBs, clinics, etc.; using 
faith-based groups and parish nursing to distribute information; include material in 
health department "healthy start" programs; build into home visiting programs, 
specifically those that target women with a history of mental health, substance abuse 
and domestic violence issues; and including in "baby booster" programs run by local 
organizations. 

While attendees felt that all these efforts would be useful , they circled back to the 
importance of de-stigmatizing mood disorders as a means to improve early detection 
and treatment. It was strongly suggested that all pregnant women and their families be 
introduced to the subject of PMAD/PPD through their medical and social service 
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providers, and the general public engaged through a public awareness campaign. But 
even as these professionals identified ways to reach the population with information 
about PMAD/PPD, they acknowledged that there was still a lack of workforce resources 
to treat identified problems. 

The provider focus group had the unanticipated benefit of linking a diverse group of 
individuals engaged in working with pregnant and postpartum women. At the end of the 
session, participants requested that an attendance list with individuals ' areas of 
expertise/specialization be developed and distributed. In turn, they offered to provide 
information regarding appropriate locations and sources for distribution of materials, at 
the time that they submit their professional details. Lastly, they also requested an 
updated list of resources be put on the MHAMD website, including information regarding 
training opportunities. 
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CONCLUSIONS 

In spite of the diversity of the participants in the three focus groups, there were a 
number of broad, underlying commonalities. 

• Participants - consumers and providers alike - believe that PMAD/PPD and mood 
disorders in general, are still seen as carrying significant stigma. In order for women 
to identify, acknowledge and address symptoms, the knowledge about PMAD/PPD 
needs to be elevated within the general public. Conveying information about the 
incidence and frequency of mood disorders would assist women greatly. 

• Pregnant and postpartum women expect to receive information and access to 
treatment from their medical providers, but currently find little support. Providers 
also feel that they and their colleagues should be equipped to identify symptoms, as 
well as treat, or refer for treatment. 

• There is a dearth of providers who have the knowledge basis to comfortably 
diagnose and treat PMAD/PPD. Efforts to provide training and disseminate 
knowledge need to be enhanced. 

• Women find support through peer groups, both formal and informal, in person and 
online. It was suggested that these networks should be enhanced by connections to 
professional resources whenever possible, to maximize their efficacy. 

• There is a need for easily accessible information on PMAD/PPD - signs/symptoms, 
when to seek help, resources for treatment. In addition to having this information 
available through "traditional" professional venues, ensuring that materials are 
disseminated through "local" channels such as libraries, bulletin boards, childcare 
centers and other community sites is critical to reaching women in need. 

• These materials should also be available online, on websites, in chat rooms, on 
Facebook and Twitter, but it was noted that not all women have access to the 
internet. 

• The need for culturally competent materials was also cited by consumers and 
providers alike. 

Overall, the majority of women who participated in the consumer focus groups 
expressed a strong desire for resources that create personal contact, rather than just 
written or electronic information. The need to "connect" - with experts and with peers -
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to talk about and address symptoms of mood change and mood disorder was a very 
deep underlying theme. For these women, overcoming the sense of isolation requires 
an opportunity for dialogue and personal contact. They repeatedly identified better 
communication between patient and provider, support groups, and access to talk 
therapy as necessary to the healing process. 

The MHAMD has a unique opportunity to update and enhance its campaign, Healthy 
New Moms. Based on the feedback from three focus groups, there continues to be a 
need for significant public education to increase early identification and intervention for 
those who suffer with PMAD/PPD, as well as to reduce the stigma associated with 
these problems. Clearly, in order for women to have access to the services that they 
require, there is a corresponding need for a campaign among providers to enhance their 
knowledge base and level of comfort in diagnosing and treating these disorders. 
Finally, while access to written and electronic resources on PMAD/PPD is important, so 
too are opportunities for women to connect in structured settings, to share experiences 
and find support. The MHAMD is well positioned to undertake the challenge of 
continuing and expanding its comprehensive approach to addressing PMAD/PPD. 
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APPENDIX III 

~. 

Johns Hopkins WMDC Survey 
Resu~ts 

Jennifer L. Payne 

Lauren 0. Osborne 



Conducted an online survey distributed in two waves: 

Wave 1: Johns Hopkins OB/GYN Department 

7 53 responses 

Wave 2: OB/GYN Providers in Maryland 

-Distributed via ACOG of MD 

7 42 responses 

TOTAL: 95 Completed Surveys 



Attending 
Physician 

55% 

Roles of Providers 

Resident 
Physician 

,.31% 

_ Certified Nurse --
--Registered Midwife 

Nurse 2% 
1 erSocial Worker 2% 

3% 2% 



Sex of Providers 

Female 
79% 

Male 

• Male 



Where do Providers Practice? 

Community Clinic • 

Community Hospital -

Academic Medical Center Outpatient 

Academic Medical Center Inpatient 

Private OB office -
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To what degree to you feel confident about your 
knowledge of psychiatric illnesses, medications, and 

treatment? 

-Not at all 
confident 

Minimally 
confident 
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confident 

Mostly 
confident 

Completely 
confident 
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To what degree to you feel comfortable treating the 
medical conditions of a patient with a diagnosed 

psychiatric illness? 

• Not at all 
comfortable 

Minimally 
comfortable 

Moderately 
comfortable 

Mostly 
comfortable 

Completely 
comfortable 
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To what degree to you feel comfortable treating 
depression and/or anxiety in pregnant patients? 

-Not at all Minimally 
comfortable comfortable 

Moderately 
comfortable 

Mostly 
comfortable 

-Completely 
comfortable 



Do you recommend that patients stop anti-
1 am not a depressants during pregnancy? 

prescribe... ------------Mos~ of the 
time 
6% 

Never 
15% 

• Always 

• Rarely 

• Most of the time 

•Never 

rSometimes 
22% 

• Sometimes 

Always 
0% 

I am not a prescriber 



Do you feel comfortable prescribing 
antidepressants during pregnancy? 

No 

• Yes 

I am not a 
prescriber 

5% J 



Do you feel comfortable prescribing anti­
depressants while patients are breast 

feeding? 

• Yes 

I am not a 
- prescriber 

5% 



Do you feel you have sufficient training to 
treat depression and anxiety in 

pregnancy? 

Do you feel you have sufficient 
training to treat depression and 

anxiety in the postpartum 
period? 



Are you satisfied with the number and 
quality of psychiatric referral resources for 

your patients? 

• Yes • No 



Would you be interested in 
receiving trainings and/or 

consultations about how to 
treat mental health in 

pregnancy and the postpartum? 

• 
• Yes/Depends • No 



If a telephone consultation service were 
established, how quickly would a 

psychiatrist need to call back to make it 
useful? 

30-60 min <4 hrs <12 hrs 



Would such a service be more appealing if it 
included the option of a face-to-face 

evaluation of your more severe patients by 
the psychiatrist? 

• Yes • No 



How quickly would such face-to-face 
evaluation need to occur to make the 

service useful? 

59 

3 -t "'11 days Within 1 week Within 2 weeks Within 1 month 
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SUBJECT: Maternal Depression Screening and Treatment: A Critical Role for Medicaid 
in the Care of Mothers and Children 

Introduction 

This Informational Bulletin discusses the importance of early screening for maternal depression 
and clarifies the pivqtal role Medicaid can play in identifying children with mothers who 
experience depression and its consequences, and connecting mothers and children to the help 
they need. State Medicaid agencies may cover maternal depression screening as pait of a well­
child visit. In addition, states must cover any medically necessary treatment for the child as part 
of the Early and Periodic Screening, Diagnostic and Treatment (EPSDT) benefit. 

Prevalence and Impact of Maternal Depression 

Maternal depression is a serious and widespread condition that not only affects the mother, but 
may have a lasting, detrimental impact on the child's health. Maternal depression presents a 
significant early risk to proper child development, the mother-infant bond, and the family. 
Maternal depression screening and treatment is an important tool to protect the child from the 
potential adverse physical and developmental effects of maternal depression. According to the 
American Academy of Pediatrics (AAP), screening mothers for maternal depression is a best 
practice for primary care pediatiicians ca1ing for infants and their families 1 and can be integrated 
into the well-child care schedule, as well as included in the prenatal visit. 

Maternal depression is characterized by a spectrum of severity: the common "maternity blues" or 
"baby blues" are usually gone after a few days or one to two weeks and are helped with 
reassurance and support for the mother. This is distinct from postpartum depression and post­
partum psychosis (the most se1ious condition), which meet specific diagnostic crite1ia. 2 

According to AAP, it has been estimated that 5 percent to 25 percent of all pregnant, postpartum 
and parenting women have some type of depression depending on the population surveyed. 
"Maternal depression" in this guidance encompasses the full spectrum of severity, not only the 
most severe diagnoses. Mothers who have low incomes are more likely to experience some f01m 
of depression than the general population of mothers. For low-income women, rates of 
depressive symptoms are repo11ed to be between 40 percent and 60 percent. 3 There are estimates 
that 11 percent of infants in families with incomes below the federal poverty level live with a 
mother who has severe depression and that more than half (55 percent) of all infants living in 
poverty are being raised by mothers with some fo1m of depression. 4 

In light of recent evidence that children living with mothers with depression may be at risk for 
long-term physical and behavioral health consequences, the imp011ance of screening and treating 
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maternal depression is clear. As Harvard University's Center on the Developing Child indicated 
in 2009, children raised by a clinically depressed mothers may perfonn lower on cognitive, 
emotional, and behavioral assessments than children of non-depressed caregivers, and are at risk 
for later mental health problems, social adjustment difficulties, and difficulties in school. 5 The 
risk to the child may depend on the severity of the maternal depression, but timely screening and 
appropriate treatment can reduce maternal depression and its consequences. 

According to the AAP, "If the maternal depression persists untreated and there is not 
intervention for the mother and the dyadic relationship, the developmental issues for the infant 
also persist and are likely to be less responsive to intervention over time." 6 Recent research 
shows promising results for intensive interventions that focus specifically on mother-child 
interactions, suggesting that treatments designed to improve child well-being must attend both to 
relieving the mothers' depression and focus on interactions with the child as central dimensions 
of the interventions. 7 

Medicaid's Role in Maternal Depression Screening and Treatment 

Screening 

Maternal depression screening is endorsed by several independent expe1t medical panels that 
in1pact services provided to Medicaid eligible children and adults. For example: 

The AAP-endorsed Bright Futures: Guidelines for Health Supervision of Infants, Children and 
Adolescents TM is used by many states to implement their EPSDT well-child visits. Bright 
Futures includes reconunendations for well-child visits at one week and one and two months of 
age, including a recommendation for "Parental (maternal) well-being," which includes a 
postpa1tum checkup, with depression and substance abuse screening. Any suggestion of 
depression should trigger screening questions and providers furnishing these services as pait of a 
well-child visit are guided to refer the mother to her obstetrician or other health care professional 
and approp1iate community-based mental health services. In terms of Medicaid coverage, 
covering Bright Futures reconunended services as pait of the preventive benefit strengthens 
access to these services. 

In addition, the United States Preventive Services Task Force (USPSTF) recently published 
recommendations for screening for depression in the general adult population, including 
pregnant and postpaitum women. 8 The reconunendation was given a B grade, based on the 
quality and strength of the evidence about potential benefits and hmm for screening for this 
purpose. For state Medicaid agencies, section 4106 of the Affordable Care Act (ACA) 
established a one percentage point increase in the Medicaid federal medical assistance 
percentage (FMAP) applied to expenditures for preventive services to states that cover all 
USPSTF grade A and B preventive services and the Advisory Committee on Inmmnization 
Practices (ACIP) recommended vaccines. 

The EPSDT benefit is Medicaid' s comprehensive child health benefit. Under the EPSDT 
benefit, eligible individuals under age 21 must be provided pe1iodic screening services (well 
child exams). 9 One required element of this screening is a comprehensive health and 
developmental history, including assessment of physical and mental health development. 
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A maternal depression screening can be considered an integral pait of a risk assessment for the 
child, in light of the evidence that maternal depression can place children at risk of adverse 
health consequences. There are several validated screening tools for depression which are 
simple to administer and can help identify maternal depression and potential risk to the child. 10 

Some of these screening tools are specific to postpa1tum women and some are more general. 

Some states cover maternal depression screening as pait of a Medicaid well-child visit. These 
states may instruct providers to claim for this activity either as a service for the child or for the 
mother, depending on the mother's Medicaid eligibility. The Centers for Medicare & Medicaid 
Services (CMS) wishes to clarify that, since the maternal depression screening is for the direct 
benefit of the child, state Medicaid agencies may allow such screenings to be claimed as a 
service for the child as pait of the EPSDT benefit. State Medicaid agencies have discretion to 
dete1mine reimbursement approaches available to the pediatric provider for furnishing the 
maternal depression screening. 

In keeping with the expert recommendations, several state Medicaid agencies have recognized 
the imp01tance of the maternal depression screening and are allowing providers to perfonn and 
bill for this screening as pait of the EPSDT well-child visit: 

• Colorado: The Colorado Depa1tment of Health Care Policy and Financing issued 
Provider Bulletins with guidance on maternal depression screening. Staiting January 
2014, postpaitum depression screening is covered as an annual depression screening and 
Medicaid primary care providers are encouraged to screen new mothers at a well-child 
visit using the mother's Medicaid ID number. To facilitate screening in more settings, 
providers seeing an infant for a well-baby visit are alternatively allowed to bill for the 
service using the Medicaid ID of the infant. 11 

• Illinois: The Illinois Depaitment of Healthcare and Family Services (HFS) covers 
perinatal depression screening when an approved screening instrument is used. If the 
postpa1tum depression screening (for the woman) occurs during a well-child visit or 
episodic visit for an infant (under age one) covered by HFS ' Medical Programs, the 
screening may be billed as a "risk assessment" under the infant's Medicaid identification 
number. Alternatively, if the woman is postpa1tum and covered by HFS' Medical 
Programs, the postpaitum depression screening may be billed under the woman's 
identification number. 12 

• North Dakota: No1th Dakota Medicaid covers maternal depression screening as a 
separate service when performed in conjunction with a Health Tracks (EPSDT) screening 
or any other pediatric visit, and is considered a risk assessment for the child. Up to three 
maternal depression screenings are allowed for a child under the age of one. Providers 
are instructed to bill only when one of the standardized screening tools is used and to bill 
using the child's No1th Dakota Medicaid ID Number. 13 

• Virginia: Virginia covers the Behavioral Health Risks Screening Tool developed for 
pregnant and non-pregnant women of child-beating age through the Maternal, Infant, and 
Early Childhood Home Visiting Program. The state provided info1mation to practitioners 
on how to bill Medicaid for using the screening tool as well as what treatment services 
are available to women who screen positive. The Edinburgh Postnatal Depression 
Anxiety Subscale is used to address depressive symptoms and risk of co-occuning 
anxiety. Pregnant women are eligible for additional services, including case management 
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during pregnancy and up to the end of the month following their 60th day post-paitum. 
Infants are eligible for case management services up to their second bilthday. 14 

Diagnostic and Treatment Services 

If a problem is identified as a result of an EPSDT screen, states have an obligation to atTange for 
medically necessary diagnostic and treatment services to address the child ' s needs. 15 Diagnostic 
and treatment services directed solely at the mother would be coverable under the Medicaid 
program only if the mother is Medicaid eligible. Mothers who are not Medicaid eligible may 
receive some benefit from diagnostic and treatment services directed at treating the health and 
well-being of the child (such as family therapy services) to reduce or treat the effects of the 
mother' s condition on the child. Consistent with cmTent policy regarding services provided for 
the "dii·ect benefit of the child," such diagnostic and treatment services must actively involve the 
child, be directly related to the needs of the child and such treatment must be delivered to the 
child and mother together, but can be claimed as a direct service for the child. Such services also 
must be coverable under one or more section 1905( a) benefit categories such as rehabilitative 
services or other licensed practitioner services. 

State Medicaid agencies should encourage the child's provider to refer mothers for other 
appropriate care, including diagnosis, therapy and/or medication. Mothers who are Medicaid 
eligible should be referred to their p1imary care providers or other approp1iate providers. 
Mothers who are ineligible for Medicaid, or lose their eligibility 60 days postpartum, can be 
referred to community resources that offer appropriate mental health services, such as 
community mental health programs, federally qualified health centers or other programs that 
may exist in the community. For example, the Substance Abuse and Mental Health Services 
Administration (SAMHSA) offers a behavioral health treatment service locater at 
https://findtreatment. samhsa.gov/. Eligibility levels for parents in state Medicaid programs vary; 
in states that have taken up Medicaid 's expansion of eligibility to low income adults, 
significantly greater number of low income mothers will be eligible and can receive 
comprehensive coverage than in states that have not. 

The Health Resources and Services Administration (HRSA) in paitnership with the 
Administration for Children and Families (ACF), funds states, tenitmies and tribal entities to 
create home visiting evidence-based programs that improve maternal and child health, prevent 
child abuse and neglect, encourage positive parenting, and promote child development and 
school readiness. Medicaid coverage authorities offer states the flexibility to provide services in 
the home, which may frnprove care and service delivery for eligible pregnant women, parents, 
and young children. The majority of evidenced-based home visiting programs deliver services 
such as screening, case management, family support, counseling, and skills training for pregnant 
women and parents with young children and many of these services are also Medicaid-coverable. 
CMS issued an Info1mation bulletin on March 2, 2016 describmg the intersection between home 
visiting models and Medicaid 16

. 

Promoting Maternal Depression Screening Under Medicaid 

Generally, experience in states has shown that there is broad agreement that communication to 
providers about screenillg tools, Medicaid billing codes, referral options and other information is 
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central for successful uptake and continued use. 17 States and managed care plans use a variety of 
approaches to promote maternal depression screening among providers, including: 

• Posting info1mation about maternal depression screening on provider websites and 
publishing information in provider newsletters. 

• Delive1ing provider trainings to promote the use of maternal depression screening tools 
and proper billing codes. 

• Conducting in-person visits to clinics to train providers on how to implement screenings, 
help practices modify clinic flow, and discuss refe1Tal strategies. 

• Offering practitioners continuing medical education (CME) credits for participation. 

States that elect to cover this service utilizing a managed care delivery system must ensure that 
the service is appropiiately reflected in the managed care plans ' contract, and can include 
perfmmance standards to ensure that the service is widely performed. Activities designed to 
promote maternal depression screenings among Medicaid providers and to train them on how to 
incorporate maternal depression screening and treatment into the EPSDT well-child visit are 
generally eligible for Medicaid administrative matching funds. 

Conclusion 

Maternal depression can take a substantial toll on the health and well-being of both mothers and 
children, and can increase related health costs, impede the development of the child, and create 
negative social consequences. Maternal depression screening during the well-child visit is 
considered a pediatric best practice and is a simple way to identify mothers who may be 
suffe1ing from depression and may lead to treatment for the child or referral for mothers to other 
appropriate treatment. In addition to cove1ing this screening for Medicaid eligible mothers, 
states may cover maternal depression screening for non-Medicaid eligible mothers during the 
well-child visit. States may also cover treatment for the mother when both the child and the 
mother are present, treatment focuses on the effects of the mother's condition on the child, and 
services are for the direct benefit of the child. 

States interested in learning more on this topic and to request technical assistance may contact 
Kirsten Jensen, Director, Division of Benefits and Coverage at Kirsten.jensen2@cms.hhs.gov. 
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APPENDIX V 
Edinburgh Postnatal Depression Scale (EPDS) 

Date: ___ _______ Clinic Name/Number: ___ _________ _ ___________ _ _ 

Your Age_· ___________ Weeks of Pregnancy/Age of Baby: _ _ _ _____________ _ 

Since you are either pregnant or have recently had a baby, we want to know how you feel. Please place a CHECK MARK (V') on 
the blank by the answer that comes closest to how you have felt IN THE PAST 7 DAYS-not just how you fee/ today. Complete all 
10 items and find your score by adding each number that appears in parentheses (#) by your checked answer. This is a 
screening test; not a medical diagnosis. If something doesn't seem right, call your health care provider regardless of your score. 

Below is an example already completed. 

I have felt happy: 
Yes, all of the time 
Yes, most of the time 
No, not very often 
No, not at all 

~(O) 
1(1) 

_ (2) 

_(3) 

This would mean: "I have felt happy most of the time " in 
the past week. Please complete the other questions in the 
same way. 

·. 
1. I have been able to laugh and see the funny side of 

things: 
As much as I always could 
Not quite so much now 
Definitely not so much now 
Not at all 

2. I have looked forward with enjoyment to th ings: 
As much as I ever did 
Rather less than I used to 
Definitely less than I used to 
Hardly at all 

_(O) 

_ (I) 
__ (2) 

_(3) 

_(O) 

_ (I ) 

_(2) 

_ (J) 

3. I have blamed myself unnecessarily when things went 
wrong: 
Yes, most of the time 
Yes, some of the time 
Not very often 
No, never 

_ _ (J) 

_(2) 
__ (I) 

_ (O) 

4. I have been anxious or worried for no good reason: 
No, not at all __ (OJ 
Hardly ever __ (I) 
Yes, sometimes __ (2) 

Yes, very often _ _ (3) 

5. I have felt scared or panicky for no good reason: 
Yes, quite a lot _ _ (J) 

Yes, sometimes __ (2) 

No, not much __ (I) 
No, not at all __ (OJ 

6. Things have been getting to me: 
Yes, most of the time I haven't been able to 
cope at all 
Yes, sometimes I haven't been coping as well 
as usual 
No, most of the time I have coped quite well 
No, I have been coping as well as ever 

__ (J) 

__ (2) 

__ (I) 

_(O) 

7. I have been so unhappy that I have had difficulty 
sleeping: 

Yes, most of the time 
Yes, somet imes 
No, not very often 
No, not at all 

8. I have felt sad or miserable: 
Yes, most of the time 
Yes, quite often 
Not very often 
No, not at all 

9. I have been so unhappy that I have been crying: 

_(3) 
__ (2) 

_ (I ) 
__ (O) 

_ _ (J) 

__ (2) 

__ (l) 

_(O) 

Yes, most of the t ime __ (3) 

Yes, quite often __ (2) 

Only occasionally __ (t) 
No, never _ _ (o) 

10. The thought of harming myself has occurred to me:* 
Yes, quite often __ (3) 

Sometimes __ (2) 

Hardly ever __ (t ) 

Never __ (O) 

TOTAL YOUR SCORE HERE ..... 

* If you scored a 1 , 2 or 3 on question 10, PLEASE CALL YOUR 
HEALTH CARE PROVIDER (OB/ Gyn, family doctor or nurse­
midwife) OR GO TO THE EMERGENCY ROOM NOW to ensure your 
own safety and that of your baby. 

If your total score is 11 or more, you cou ld be experiencing 
postpartum depression (PPD) or anxiety. PLEASE CALL YOUR 
HEALTH CARE PROVIDER (OB/ Gyn, family doctor or nurse· 
midwife) now to keep you and your baby safe. 

If your total score is 9-10, we suggest you repeat this test in one 
week or call your health care provider (OB/Gyn, family doctor or 
nurse-midwife). 

If your total score is 1-8, new mothers often have mood swings 
that make them cry or get angry easily. Your feelings may be 
normal. However, if they worsen or continue for more than a week 
or two, call your health care provider (08/Gyn, fami ly doctor or 
nurse-midwife). Being a mother can be a new and stressful 
experience. Take care of yourself by: 

Iii> Getting sleep-nap when the baby naps. 
Iii> Asking friends and family for help. 
Iii> Drinking plenty of fluids. 
Iii> Eating a good diet. 
Iii> Getting exercise, even if it's just walking outside. 

Regardless of your score, if you have concerns about depression 
or anxiety, please contact your health care provider. 
Please note: The Edinburgh Postnatal Depression Scale (EPDS) is a screening tool 
that does not diagnose postpartum depression (PPDJ or anxiety. 

See more information on reverse . ..,... 
Edinburgh Postnatal Depression Scale (EPDS). Adapted from the British Jottrnal of Psychiatry, June, 1987 , vol. 150 by J.L. Cox, J.M. Holden, R. Segovsky. 



Edinburgh Postnatal Depression Scale (EPDS) Scoring & Other Information 

ABOUT THE EPDS 

Studies show that postpartum depression (PPD) affects 

at least 10 percent of women and that many depressed 

mothers do not get proper treatment. These mothers 

might cope with their baby and with household tasks, but 

their enjoyment of life is seriously affected, and it is 

possible that there are long term effects on the family. 

The Edinburgh Postnatal Depression Scale (EPDS) was 

developed to assist health professionals in detecting 

mothers suffering from PPD; a distressing disorder more 

prolonged than the "blues" (which can occur in the first 

week after delivery). 

The scale consists of 10 short statements. A mother 

checks off one of four possible answers that is closest to 

how she has felt during the past week. Most mothers 

easily complete the scale in less than five minutes. 

Responses are scored 0, 1, 2 and 3 based on the 

seriousness of the symptom. Items 3, 5 to 10 are reverse 

scored (i.e., 3, 2, 1, and 0). The total score is found by 

adding together the scores for each of the 10 items. 

Mothers scoring above 12 or 13 are likely to be 

suffering from depression and should seek medical 

attention. A careful clinical evaluation by a health care 

professional is needed to confirm a diagnosis and 

establish a treatment plan. The scale indicates how the 

mother felt during the previous week, and it may be useful 

to repeat the scale after two weeks. 

INSTRUCTIONS FOR USERS 

1. The mother checks off the response that comes closest 

to how she has felt during the previous seven days. 

2. All 10 items must be completed. 

3. Care should be taken to avoid the possibility of the 

mother discussing her answers with others. 

4. The mother should complete the scale herself, unless 

she has limited English or reading difficulties. 

5. The scale can be used at six to eight weeks after birth 

or during pregnancy. 

Please note: Users may reproduce this scale without further permission providing they respect the copyright (which remains with the 
British Journal of Psychiatry) , quote the names of the authors and include the title and the source of the paper in all reproduced copies. 
Cox, J.L., Holden, J.M. and Sagovsky, R. (1987). Detection of postnatal depression: Development of the 10-item Edinburgh Postnatal 
Depression Scale. British Journal of Psychiatry, 150, 782-786. 

Cox, J. L .. Holden, J. M., & Sagovsky, R. (1987). Detection of postnatal depression: Development of the 10-item Edinburgh Postnatal Depression Scale. 
British Journal of Psychiatry, 150, 782-786. The Spanish version was developed at the University of Iowa based on earlier Spanish versions of the 
instrument. For further information, please contact Michael W. O'Hara, Department of Psychology, University of Iowa, Iowa City, IA 52245, e-mail: 
mikeohara@uiowa.edu. 



APPENDIX VI 
Table of Contents 

For Moms 

This is the MCPAPfor Moms toolkit , created to assist front-line perinatal care providers in the prevention, identification 
and treatment of depression and other mental health concerns in pregnant and postpartum women. This toolkit 
contains the following: 

Assessment Tools 
[]] Assessment of Depression ~verity and Treatment ~tions 

Highlights the signs and symptoms of depression and options for treatment as they relate to dinical assessment 
and/ or EFDSocore. 

[ill Key Oinical Cbnsiderations When Assessing the Mental Health of Pregnant and R:>stpartum Women 
Highlights key information/ concepts to consider when assessing the mental health of pregnant and postpartum 
women. 

D 8.Jmmary of Emotional Cbmplications During Pregnancy and the R:>stpartum ~riod 
An overview of the range of emotional complications that can oro.ir pregnancy and postpartum induding Baby 
Blues, ~rinatal Depression, ~rinatal Anxiety, R:>sttraumatic Dirorder (PT8J), Cl>sessive-Cbmpulsive Dirorder 
(CXD), and R:>stpartum Psychosis. 

S:reening Tools & Treatment Algorithms 
D 6'.:linburgh R:>stnatal Depression S:;ale (s=DS) 

The EFDSisa widely-used and validated 10-item questionnaire to identify women experiencing depression during 
pregnancy and the postpartum period. 

D Depression frreening Algorithm for Obstetric Providers (2-sided) 
Provides guidance on administering the s=osand next steps depending on s=DSscore. Sde one isa simplified 
version of the algorithm -side two provides more detailed information induding talking points and sugge&ed 
language re: how to diro.issthe s=osand resultant ocoreswith patients. 

When Treatment with Antidepressants is indicated 
D Bipolar Dirorder S:reen 

A brief ro-een derived from the Composite International Diagnostic Interview-Based Bipolar Dirorder frreening 
S:;ale to be used prior to starting treatment with an antidepressant. 

D Recommended Sepsbefore Beginning Antidepressant Medication Algorithm 
Talking points re: antidepressant use, and the risks of antidepressant use vs. risks of under or no treatment of 
depression during pregnancy and the postpartum period. 

D Antidepressant Treatment Algorithm 
Provides a step-by-step guide to prescribing antidepressants, with specific first and second line treatment 
recommendations and guidelines for ongoing assessment and treatment . 

Informational Material 
D MCPAPfor Moms Oterview 

A brief, one-page summary of the MCPAPfor Moms program, induding contact information for the Medical 
Director (Nancy Byatt, D.O.) and Program Director (Kathleen Biebel, Fh.D.). 

D How to Rnd a Primary care Practitioner 
0 How to Talk to Your Health care Provider 

M<J>APfor Moms: Fromoting maternal mental health during and after pregnancy 
R:ivision 07.25.14 

Funding provided by the Massachuootts Department of Mental Health 

www.mcpapformoms.org 
Tel : 855-Mom-MCPAP(855-666-6272) 



Assessment of Depression ~verity and Treatment Options1 

For M om!! 
S:OS0-8 s=DS9-13 S:OS14-18 EFD&19 

ffiJSSJ:ff or 
dinical assessment 

SGIJSAND 
Sr'M PfO\llSOF 

DERtffiON 

UMITIDlDNO Sl'MPTOMS 
L:J R!portsoa:asional sadness 

u Aacid - only reflecting inner 
tension 

0 Seepsasurual 

L:J Normal or increased appetite 
L.J No difficulties in concentrating 

UiJ No difficulty starting everyday 
activities 

L.W Normal interest in 
rurroundings & friends 

L!i.I No thoughts of self-reproach, 
inferiority 

[ii] No ruiddal ideation 

UMITIDTONOSl'MPTCXVIS 

Cbnsider asaugmentation: 
Cbmplemenlary/ Jl.Jlernalive 
therapies(brighl light therapy, 
Onega-3fattyadds, 
acu unclure. folale, massa 
SJpport with dysregulaled 
baby; crying, sleep, feeding 
problems 
Al 'cal activi t 

MILD S1'M PTCl\.1 S 
u Mild apparent sadness but 

bri<titensup easily 
u Ox::asional feelingsof edginess 

and inner tension 
u Sifjll difficulty dropping off to 

sleep 
D SidlllY reduced aooetile 
u Ox::asional difficulty in 

concentratinQ 
u Mild difficultiesstartingeveryday 

activities 
u Rlduced interest in rurroundings 

& friends 
u Mild thoughts of self-reproach, 

inferiority 
u Reeling ruiddal thoughts 

M ILDSl'MPTOMS 

Cbnsider medication 

Therapy for mother 
Dyadic therapy for mother/ baby 

M OOERA. lESl'M PTOM S 
u R!ports pervasive feel ings of 

sadnessor goominess 
U Cbntinuousfeelingsof inner 

LJ 

LJ 
u 

L..:J 

l..!:.I 

L..:J 

LJ 

tension/ intermittent panic 
Seep reduced or broken by at 
least two hours 
No appetite - food is tasteless 
Dfficultyconcentratingand 
rustainingthoughts 
Dfficulty starting simple, 
everyday activities 
Loss of interest in rurroundings 
and friends 
A3rsistenl self-aocus:itions, self-
reproach 
SJiddal thoughts are common 

M ODffiA lESl'M PTOM S 
Cbnsider inpatient hospitalization 
when s:ifety or ability to care for 
self is a concern 

S:rongyconsider medication 

Therapy for mother 
Dyadic therapy for mother/baby 

u 

u 

LJ 

LJ 
LJ 

LJ 

LJ 

L..J 

L..:.J 

ffi!Eff:Sl'M PTOMS 
R!portsc:ontinuoussadnessand 
misery 
Unrelenting dread or anguish, 
overwhelming panic 
Less than two or three hours sleep 

Needs oerruasion lo eat 
Unable to read or converse without 
great initiative 
Unable lo do anything without help 

Emotionally paralyzed, inability to 
feel anger, grief or plearure 
Dalusionsof ruin, remorse or 
unredeemable sin 
1-fstoryof severe depression and/ 
or active oreoaralions for ruidde 

Qmsider inpatient hospilalizition 
when s:ifety or ability to care for 
self is a concern 

S:rongy consider medication 
,; lherapyformother 

Dyadic therapy for mother/baby 

• Cbmmunily/sodalrupport 
indudi 9J rt OU S 

Cbnsider asaugnentation: 
Cbmplernentary/ Alternative 
lherapies(bright light therapy, 
Qnega-3fatty acids, acupuncture, 
folate,ma 
S:Jpport with dysregulaled baby; 
crying, sleep, feeding problems 

ITD Fhysical activity 

t: Salf-care(sleep, hygiene, Salf-care(sleep, hygiene, healthy Salf-<:are(sleep, hygiene, healthy :. Salf-care(sleep, hygiene, healthy 
[TIJ health diet diet diet diet 

'Information adapted from: Montgomery So. Asberg M: AneN depression scale designed to besensitivetodla'lge. BitishJxxnal a ~iatry 134:382-389, 1979 

Limited or no symptoms of depression ~vere symptoms of depression 

MCPAPfor Moms: Ffomoting maternal mental health during and after pregnancy 
Fevision07.24.14 

www.mcpapforrnomsorg 
Tel: 855-Mom-MCPAP(855-666-6272) 

Cbpyrighl © MCPAPfor Moms 2014 all rights reserved. Authors: Byall N., Biebel K , R'eeman M., & Cbhen L 
R.lnding provided by the Massachusetts Department of Mental Health 



M ~ P P 
Key Oinical Considerations When Assessing the 

Mental Health of Fregnant and Fbstpartum Women 
f o r Moms 

Assessing lhoug,ts of Harming Baby 

Thoughts of Harming Baby that O:n.ir S:mndaryto 
OJsesc:ion&' Anxiety 

llil G:>od insight 
[ill Thoughts are intrusive and ro:iry 

!ID No p&ychoticsymptoms 
[ill Thoughts cause anxiety 

i 
SJggestsnot at risk of harming baby 

Thoughts of Harming Baby that On.Jr S:mndary to Fbstpartum 
R;ychosis/ SJspeded Fbstpartum R;ydlosis 

lli1 Fbor insight 
D R;ychotic &ymptoms 
D celusional beliefswith distortion of reality present 

SJggestsat risk of harming baby 

Assessing SJicidal Ideation 

Lower Ask 

[ill No prior attempts 
lliJ No plan 
D No intent 
D No SJbstance use 
Gl A"otective factors(what prevents you from acting?) 

Higher Ask 

[ill History of SJidde attempt 
D High lethality of prior attempts 
[ill G..lrrent plan 
[ill G..lrrent intent 
Q SJbstance use 
!ID Lack of protective factors (induding s::>dal SJpport) 

SJggests Medication May Not be Indicated 8Jooests Medication Treatment Slould be Qmsidered 

illl Mild depression based on dinical asressnent 
D No SJiddal ideation 
D Bigaged in p&ycho-therapy or other non-medication 

treatment 
[ill r::::epression has improved with p&ychotherapy in the 

past 
llil Able to care for 931f/baby 
[]] 3rong preference and acress to p&ychotherap 

D Moderate/severe depression based on dinical asressnent 
D SJidda ideation 
D Dfficulty functioning caring for 931f/ baby 
D R;ychotic symptoms present 
D Hstory of savere depression and/or SJidde ideation/attempts 
D CDmorbid anxietydx/S<S 

Ask Factors for Fbstpartum Depression 1 

[ill Pers::>nal history of major or postpartum depres9on 
[[] Family history of postpartum depres9on 
1111 Gestational diabetes 
[ill Dfficulty breastfeeding 
[ill Fetal/ newborn loss 
ill] Lack of pers::>nal or community res::>urces 
ill] Rnandal challenges 

illl CDmplic:a[B,U3t pregnancyililborllillivery[Q}- infanCTmlafil 
[ill Teen pregnancy 
[ill Unplanned pregnancy 
[ill Major life streSSJrs 
[ill Violent or abusive relationSiip 
1111 ls::>lation from family or friends 
QI] SJbstance u93/ addiction 

I How to Talk about Perinatal Depression with Moms1 

m:l How are you feeling about being pregnant/ a mother? 
[ill What things are you most happy about? 
[ill What things are you most roncerned about? 
llil D:> you have anyone you can talk to that you trust? 
illl How is your partner doing? 
[]] Are you able to aijoyyour baby? 

' lhisgJidel ine has been adapted from mata-ials madeavailabte by HealthTeamWorksand theCblorado Department of AJblicHealth '"1d 6ivironment (a:B-IE) http://www.heatthteamworks.orq'auidelines'depres5ion.html. 

M<PAPfor Moms: A"omoting maternal mental health during and after pregnancy www.mcpapformoms.org 
Fevision 10.06.15 Tel: 855-Mom-M<PAP(855-666-6272) 

(bpyriqht © M<PAPfor Moms2014 all riqhts reserved. Authors: Bvatt N., Biebel K, R-iedman, L . Lundquist R . R-eeman M .. & Cbhen L 
R.mding providoo by the Massad1usetts Department of Mental Health 



' Summary of Em otional Compl icati ons During Pregnancy and the Postpartu m Period 

Baby Blues Perinatal Depression Perinatal Anxiety F\Jsttraumatic Disorder Obsessive-Cbmpulsive F\Jstpartum Psychosis 
(PTID) Dirorder 

What is it? Common '"1d tempora-y Clep< es9ve episode that A range of '"1xiety disorders, Clstres9ng "1!Ciety symptoms lntru9ve repetitive thoughts that cw-e Very rae aid safous. 9.Jdden onset of 
expeienceright afle- childbirth OCOJrs during pregnancy or induding generali2'!d '"1xiety, experienced after traumatic 'S:ay Clld do not ma<e sense to ps;dlotic symptoms following 
when a ne.v mother may have within a year of giving panic, social anxiety and events(s). mother/expectant mothe-. May childbirth (increased ri!l< with bipol;r-
SJdden mood swings. feeling very birth. PT9'), experienced during indude rituals(e.g., oountlng, disorder}. l.Jrually involves poor inSght 
h'l'.>py, then v<ry sad, or cry for no pregnancy or the postpartum deaning, hand washing). May OCOJr about illness/symptoms. m<i<ing it 
~pa"ent reason. period. with or without depres9on. extrenelv daooe"OUS. 

When does it Rrst week after delivery. Pea<s3-5 Mo& often oa:ursin the Immediately after deliv<ry to May be present before 1 week to 3 months postpartum. Typically presents rapidly after birth. 

start? days after delivery and urually first 3 months postpCl'"tum. 6weekspostpa-tum. May pregnancy/birth. Can present Occa9onally begins after weaning Onset is usually between 2 - 12 weeks 
resilves rn-12 dayspostp..-tum. May also begin during also begin during pregnancy, as a res.ill of traimatic birth. booy or when menstrual cyde after detiV<ry. Wach carefully if seep 

pregnancy, after weaning after weaning baby or when Underlying PIIDcan :>so be resimes. May also OCOJr in mi.-iveClbr "48 Cd.JrO 
baby or when menstrual menstrual cyde rerumes. worsened by traumatic birth. pr'9nancy. 
cvde resumes 

Rsk factors Life changes. lad< ol rupport Life changes. lackol Life manges. lad< of support Lack of partner support, Fanily history of CXD, other anxiety El polar dioorder, history of psycllo9s, 
and/or addit ional challenges(e.g., SJpport and/or additiooa '"1dlor addit ional challenges elevated depres9on disorders. Depres9ve symptoms. history of postpartum psycho9s (80% 
diffirult pregnancy, birth, health challenges(e.g., diffiOJlt (e.g., difficult pregnancy, symptoms, more physical A'ior pregnancy loss will rel'l'.>se), f..-nily history of psychotic 
challenges for mom or booy, pregnancy, birth, health birth, health challenges for problems9nce birlh, less Dysregulated baby-aying, feeding, illn~ Seep deprivation, medication 
twins). A'ior pregnancy loss challenges for morn or mom or baby, twins). Afar health pr0010ting behaviors. sleep problems. discontinuation for bipolar disorder 
Dysregulated baby-crying, feeing, baby, twins). A'ior pregnancy loss Dysregulated A'ior pregnancy loss (especially when donequid<ly). A'ior 
seep pr obi ems. pregnancy loss baby-crying, feeding, sleep Dysregulated baby-crying, pregn'"1cyloss Dysregulated baby-

Dysregulated baby-crying, problems. feeding, sleep problems. crying, feeding, sleep problems. 
feedinQ, sleen probiems. 

How long A few hours to a few weeks. 2 weeks to a ye;x or longer. Rom weeks to months to From 1 month to longer. Rom weeks to months to longer. Until treated. 

does it last? ~ptorn onset may be longer. 
wadual. 

How often Co:urs in up to 85%of women. Oc:o.Jrs in up to 19%of Generaliied alJciety oa::urs in O:o.Jrs in 2-15%of women. May cx::rur in up to 4%of women. Oxursin 1-2or 3 in 1,000 births. 

does it occur? women. 6-8% in first 6 months ctter A'""'nts after childbirth in 2-
delivery. Palicdis::>rder 9%of women. 
cx::rurs in .5-3%of women 6-
10 weeks postpartum. Slcia 
~xiety OCOJrsin 0.2-70/oof 
e..-lv postoartum women. 

What Women experience dy<>lhoric Ol'"1Qe in appetite, sleep, Fe..- and anxiety, panic Cllangein cognition, mood, Osturbing repetitive thoughts Mood fluctuation, oonfusion, marked 
happens? mood, crying, mood !abilit y, energy, motivation, and attacks. shortness of breath, arousal assxiatedwith (whim may indude ha-ming baby), oognitive impairment. Bizarre 

anxiety, seeplessness, loss of oonoentration. May r'l'.>ld pulse, diZliness, mest or traumatic event(s) and adapting compulsive behavior to behavior, inSlf1lnia, virual and auditory 
~ite, aid irritability. experieice negative stomach pans, fe..- of avoidanoo of &imuO prevent baby from being ha-med hallucinations and unu9.Jal (e.g,. tcdile 

thinking induding guilt, detachment/doom, fe..- of ass:xlated wi th traJmatic (seconda-y to obses9ona thoughts and olfactory) hallucinations. May 
Fbslpartum depression Is hopelessness, helplessness, going cr<!Zf or dying. May event. about ha-ming baby that scare have moments of lucidity. May indude 
independent of baby blues but and worthlessness. May have intrusive thoughts. women). altruiSicdeluSons about infanticide 
broy blues is a risk factor for as:i experience suicidal Md/or homicide and/or SJicide that 
postpa-tum depres9on. thoughts and evolut ion of need to be addressed immediately. 

P5Vchotic:ssvmptorns. 

Rolsources Mayresdve naturally. R:s:lurces For depres9on, anxiety, PIIDand CXD, treatment optionsindude individual ther'l'.>y, dyadic ther'l'.>Y for mother and booy, '"1d ~uires immediate psychiatric hefp. 

and ind ude support groups, ps;dlo- medication. Fes::AJrc:es include SJpport g'"OUps, psycho-education, and romp1ementary and alternative therapiesindudng exercise aid Hmpitalization usually necessa-y. 

treatment education (see Ma>Af'for Morns yoga. 61courage self-care induding heathy diet aid massage. 81coorage engagement in social aid community rupports (induding Medication is usually Indicated. If 
webste and matei:>s for detailed rupport groups)( see Ma>Af'for Mornswebste and materias for detailed resources). Encourage seep hygiene and askinglaooepting history of postpa-tum psymosis, 
information) and Seep hY1Jiene hetp from others during nighttime feedings. Address infait behavioral dy.n9ulation -ay;ng, Seep, feeding problems- in context of preventative treatment is needed in 
(asking/aooepting othe- help during perinatal erootional romplications. rubsequent pregnancies. Blrourage 
nighttime feedings). Address infant seep hygiene for prevent ion (e.g., 
behavioral dys'egulation -crying, Addit ional oomplernent..-y and alternative ther'l'.>ies options for depres9on indude bright light therapy, Omega-3, fatty adds, oonsistent seep/wake t imes help with 
sleep, feeding problems- in oontext arupund.ure and folate. feedings at night). 
of perinata emotiona 
oomclications. 

, AdaplOO from S.,san 1-ickman. Fh.D~ Direct°' or the Pb5lparlum Mood Di::.orde.- Oinic. Sin Di~: Valerie 0 . Raskin, M.0 .. Assistait Prof8S$Cll' of Oinical ~i atry al the lkliverS1ty of Oucago,IL rPNents~ September 1996) 
20Hara MW. Wisner Kl. Perinatal mental il lness.: Definition, du:ription and aetiology. Be st Pr act ResOin Cbstel Ojnaecol. 2013 O:t 7. pii: $1521-6934(13)00133-8. doi: 10.10161 j .bpobqyn .20 13.09.002. !Epub ahead of print) 

MCPAPfor Moms: A'omoting maternal mental health during and after pregnancy www.mcpapformoms.org 
lbvison 10.06.15 Tel: 855-Mom-MCPAP(855-66&-6272) 

O:>pyrighl © MCPAPforMoms2014 all rightsreoorved. Authors: Byatt N., BiebeJ K, R"iedman, L, Lundquist R , Freeman M., & O:lheo L 
fimding providOO by theMass:id1usettsDepartmoot of Mootal Health 



Edinburg hO=>os tn ata ICbep ress i o nCScal e~( EPDS) 
Name: Address: 

Your Date of Birth: 

Baby's Date of Birth: Phone: 

As you are pregnant or have recently had a baby, we would like to know how you are feeling. Please check 
the answer that comes closest to how you have feltONDrHEIJ:>AslfrCbAYS, not just how you feel today. 

Here is an example, already completed. 

I have felt happy: 
L Yes, all the time 
ll!1 Yes, most of the time 
L No, not very often 

This would mean: "I have felt happy most of the time" during the past week. 
Please complete the other questions in the same way. 

L No, not at all 

In the past 7 days: 

1. I have been able to laugh and see the funny side of things 
As much as I always could 
Not quite so much now 
Definitely not so much now 
Not at all 

2. I have looked forward with enjoyment to things 
.., As much as I ever did 
-i Rather less than I used to 

Definitely less than I used to 
Hardly at all 

*3. I have blamed myself unnecessarily when things 
went wrong 

Yes, most of the time 
Yes, some of the time 
Not very often 
No, never 

4. I have been anxious or worried for no good reason 
No, not at all 

-; Hardly ever 
Yes, sometimes 
Yes, very often 

*5 I have felt scared or panicky for no very good reason 
Yes, qui te a lot 
Yes, sometimes 
No, not much 
No, not at all 

Administered/R3vie.ved by _ __________ _ 

*6. Things have been getting on top of me 
Yes, most of the time I haven't been able 
to cope at all 
Yes, sometimes I haven't been coping as well 
as usual 
No, most of thetime I have coped quite well 
No, I have been coping as well as ever 

*7 I have been so unhappy that I have had difficulty sleeping 
Yes, most of the time 
Yes, sometimes 
Not very often 
No, not at all 

*8 I have felt sad or miserable 
Yes, most of the time 
Yes, quite often 
Not very often 
No, not at all 

*9 I have been so unhappy that I have been crying 
Yes, most of the time 
Yes, quite often 
Only occasionally 
No, never 

*10 The thought of harming myself has occurred to me 
Yes. quite often 
Sometimes 
Hardly ever 
Never 

Date------ - ----

1S::lurce: O::lx, J.L., Holden, J.M., and Sagovsky, R 1987. Detection of posnatal depression: Development of the 10-item 
Edinburgh Fbsnatal Depression &:ale. British Journal of Psychiatry 150:782-786 . 

2S::lurce: KL. Wisner, B. L Parry, C. M. Rontek, Fbspartum Oepres9on N Blgl JMed vol. 347, No 3, July 18, 2002, 
194-199 

Users may reproduce the scale without further permission providing they respect ropyright by quoting the names of the 
authors, the title and the source of the paper in al l reproduced copies. 



Edinburg hCPo st n ata I Cbep res s i o nCscal e~( E P OS) 

Postpartum depression is the most common complication of chi ldbearing.2 The 10-question Edinburgh 
Postnatal Depression Scale (EPDS) is a valuable and efficient way of identifying patients at risk for "perinatal" 
depression. The EPDS is easy to administer and has proven to be an effective screening tool. 

Mothers who score above 13 are likely to be suffering from a depressive illness of varying severity. The EPDS 
score should not override clinical judgment. A careful clinical assessment should be carried out to confirm the 
diagnosis. The scale indicates how the mother has feltl}j uringClhe!'.Previous8Neek. In doubtful cases it may 
be useful to repeat the tool after 2 weeks. The scale will not detect mothers with anxiety neuroses, phobias or 
personality disorders. 

Women with postpartum depression need not feel alone. They may find useful information on the web sites of 
the National Women's Health Information Center <www.4women.gov> and from groups such as Postpartum 
Support International <www.chss.iup.edu/postpartum> and Depression after Delivery 
<www. depressionafterdel iverv. com> .D 

lscORINGP 
QUESTIONS01,C2,C&lliQwithoutl1nl1) 
Are scored 0, 1, 2 or 3 with top box scored as 0 and the bottom box scored as 3.0 

QUESTIONSlJ3,[501 oQmarkedlWithl1nl1) 
Are reverse scored, with the top box scored as a 3 and the bottom box scored as 0. 

Maximum score: 30 
Possible Depression: 10 or greater 
Always look at item 10 (suicidal thoughts) 

Users may reproduce the scale without further permission, providing they respect cqpyright by quoting the 
names of the authors, the title, and the source of the paper in all reproduced copies.l:J 

In stru ctio nsGo rw s i ngO: heCEd in burg hQ:>o stn atalCbepressi on03cal e: 

1. The mother is asked to check the response that comes closest to how she has been feeling 
in the previous 7 days. 

2 . All the items must be completed . 

3. Care should be taken to avoid the possibility of the mother discussing her answers with 
others. (Answers come from the mother or pregnant woman.) 

4 . The mother should complete the scale herself, unless she has limited English or has difficulty 
with reading. 

1Source: Cox, J.L., Holden, J.M., and Sagovski'.i R. 1987. Detection of postnatal depression: Development of the 10-item 
Edinburgh Postnatal Depression Scale.OBritishl.Jlournalilit!Psychiatry 150:782-786. 

2Source: K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol. 347, No 3, July 18, 2002, 
194-199 



Depression S::reening Algorithm for Obstetric Providers 

For Moms 

If first a=DS 
screen 

Oinical support ~ 
staff explains EP03 ~ 

&:ore <10 
w 

Does not suggest 
depression 

Oinical support staff 
educates woman about the 
importance of emotional 
wellness 

Ffovide informat ion about 
community resources (e.g., 
support groups, MCPAPfor 
Moms website) to support 
emot ional wellness. 

Cbnta:;t dinical support staff to 
arrange follow-up care if 
needed. Gve woman 
information about communit y 
resources (e.g., support 
groups, MCPAPfor Moms 
website ­
www.mcpapformoms.org), E­
and we encoura;;ie women to 
engage in social supports. 
If woman is alrea:ly in 
treatment , ensure follow up 
appointment is scheduled. 

should be administered during: 
Init ial intake or first obstetrics visit 
Visit following Glucola test 
If high-risk patient ,* 2 weeks postpartum 

r; 6weekspostpartumvisit If subsequent 
EPOSsaeen 

Woman completes the EPCB 3aff tallies 
score and enters into medical record. 3aff 
informs CB provider of score prior to patient 
appointment. 

I 

..- Gve s=osto woman ...., __ , 
' to complete 

A"ovider steps are in this 
ourolebox 

&:ore~ 10 

" 
SJggests patient is depressed 
1. Pssess to determine most 

appropriate treatment (refer to 
Assessment of Depression E'everity 
and Treatment Q:>tions and Key 

Fbsitive score on question 10 ! 
9..Jggests patient may be at risk 
of self-harm or suicide 

Qi nical Cbnsiderations documents) 

PJwaysconsider comorbid psychiatric 
illnesses (e.g., psychosis, substance use) 
and medical cause of depression (e.g., 
anemia, thyroid disorders). 

If antidepressant medicat ion is 
indicated 
1. S:reen for bipolar disorder (refer 

to Bipolar Depression S::reen) 

2. Refer to Recommended Seps 
before Begnning Antidepressant 
Medication PJgorithm and 
Antidepressant Treatment 
Algorithm 

3. Offer psychotherapy 

D:> NOT leave woman/ baby in 
room alone until further 
assessment or treciment plan 
has been established. 
Immediately assess further: 
1. In the past two weeks, how 

often have you thought of 
hurting your~f? 

2. Have you e;er attempted 
to hurt yourself in the 
past? 

3. Have you thought about 
how you could harm 
yourself? 

D:>rument asse$1Tlent and plan 
in medical rerord. 

If there is a d inical question, call 
MCPAPfor Moms855-Mom-
M CR\P (855-666-6272) or ref er 
to emergency services. 

I ALWAYSDlffiJS3ALL SJPFORT/ TA:ATu1ENrOPTIQ\JSINQUDINGFSYO-Kl:DJCATION, CO'v1MUNl1Y, & PSYG-lcs::xJALSJFPCRTSI 

• Hgh-risk =women with a history of Depression or a positive EPOSS:Ore. or those taking or who have taken psychiatric medicat ions. 

MCPAPfor Moms: R"omoti ng maternal mental health during and after pregnancy www.mcpapformoms.org 
R:!vision 04.25.16 Tel : 855-Mom-MCPAP(855-66!>-6272) 

Cbpyright © MCPAPfor Moms2014 all rights reserved. Authors: Byatt N., 13iebel K, Friedman, L , Hosein S , Lundquist R, Freeman M., & Cbhen L 

Fi.Jnding provided by the Massachusetts Clepartment of Mental Health 



M ~ P P 
Depression Sxeening Algorithm for Cl>stetric Providers 

(with 9.Jggested talking points) 

For Moms The dinical 
Initial intake or first obstetrics v isit support 
Visit following Gucola test staff/ 

The~should be administered during: 

I I If su bsequent If first EPOSscreen If high-r isk pat ient ,* 2 weeks postpartum provider 
' 6 weeks post part um v isit s=DSscreen 

~ 
speak the 
italicized 

Oinical support staff explains EPDS '' text 

8notional oomplicat ionsare very oommon during Woman completes the EFDS 

pregnancy and/ or afterbirt h. 1 in 7 women 3aff tal Ii es g:ore and enters 
~ G ve EFDSto 

into medical reoord. 3aff experience depression, anxiety or frightening r+ w oman to 
thoughts during this t ime. It is important that w e informs OB provider of score oomplete 
screen for depression because it is twice as common prior to patient appointment. 

as diabetes and it often happens for the first t ime + during pregnancy or after birth. It can also impact 

I you and your baby' s health. QTh w ill be seeing you a s=>DSS:ore A"ovider steps are in this lot over the next months and want to support you. 

I purple box ,,. 

" 
S::ore ~ 10 

"' 
Positive &X>re on question 10 '1 

S::ore <10 
8.Jggest spat ient may be at risk SJggestspat ient isdepressed 

Does not suggest depression 
You may be having a diffirult t ime or be 

of self-harm or suicide 

Oinical support staff educates depressed. What things are you most It sounds like you are having a lot 
woman about the importance of concerned about? Getting help is the best of strong feel ings. It is really 
emotional wellness: t hing you can do for you and your baby. It common for w omen to experience 

From the screen, it seems like you 
can al9) help you cope with the stressful these kinds of feelings. Many 

are doing well. Having a baby is things in your life (give examples). You effective support opt ions are 

always challenging and every may not be able to change your sit uat ion available. I would like to talk to you 

woman deserves support. D:> you 
right now; you can change how you cope more about how you have been 

have any ooncerns that you would with it. Many effective support options are feel ing recently. 
available. like to talk to us about? Do NOT leave w oman/ baby in 

Provide informat ion about Assess to determine most appropriate room alo ne unt il further 

community resources (e.g. , t reat ment (refer to Assessment of assessment or t reciment pla-i has 

support groups, M CPAPfor Moms Depres9on ~veri ty and Treatment been established. 

website) to support emot ional Opt ions and Key Oi nical Consider at ions lmmediciely ~ss furt her: 

wellness. documents) 1. In the past two weeks, how 
oft en have youthought of 

/>Jways consider comorbid psychiatric hurting yourself? 
Contact d inical support staff to illnesses (e.g., psychosis, substance use) 2. Have you ever attempted to 
arrange follow-up care if needed. and medical cause of depres9on (e.g., hurt yourself in the past? 
Give woman information about anemia, thyroid disorders). 3. Have you thought about how 
community resources (e.g. , you oould harm yourself? 
support groups, M CPAP for I 
M oms w ebsite - If ant idepressant ~edication is 

If concerned about the safety of 
www .mcoaoformoms.org). woman/baby: You and you baby 

indicated deserve for you to feel wel l. Let 's talk 
M y office staff and I are available 1. S::reen for bipolar disorder (refer to about ways we can support you. 
to help you and provide ongoing Bipolar Depression S::reen) 

support . I+- 2. R:fer to Recommended 3eps before Doa.Jment asse5'911ent and plan in 
Beginning Antidepressant Med icat ion medical record. If there is a d inical 

If woman is already in treatment , Algorithm and Antidepressant question, call M CPAPfor Moms 
ensure follow up appoint ment is Treatment Algorithm 855-M om-MCB\P (855-666-6272) 
scheduled. 3. Offer psychotherapy or refer to emergency services. 

~ 
I 

~ -
"' ALWAYS DI SJJffiAU.. SJFFOITT/ ~ lM ENT OPTIONS I NQUDI NG PSYQ-iCIDUCA TION, CDfv1 M UNllY, & PSYG-iOSXJAL SJffi)Rl"S I 

.. 
• H1gh-n9< =women with a history of Depression, a post1ve !3"a38::ore, or those taking or who have taken psychiatric med1cat1ons. 

MCPAPfor Moms: A'omoting maternal mental health during and after pregnancy www.mcpapformoms.org 
R:lvision 04.25.16 Tel : 855-Mom-MCPAP (855-66(}6272) 

Cbpyright © MCPAPfor Moms 2014 all rights reserved. Authors: Byatt N., Biebel K . Friedman, L. Ho~n S , Lundquist R , Freeman M .. & Cbhen L 

Funding provided by the Massachusatts Department of Mental Healt h 
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M~P P 
For Mo m • 

Bipolar Disorder Sxeen 

This algorithm can be used when treatment with antidepressants is indicated, in conjunction with the Depression S::reening 
Algorithm for Obstetric A-oviders. 

In this algorithm, the provider speaks the italicized text and summarizes other text. 

::;; 
::J 
0 
....... 
0 
Ci 
0 ....... 
:::; 
.0 
c 
CD 
!Li 
c» 
::J 
(fl 

Qo 

N 

S:::reen for bi polar disorder1 

1. S:>me people have periods lasting several days or longer when they feel much more excited and full of 
energy than usual. Their minds go too fast. They talk a lot. They are very restless or unable to sit still and 
they sometimes do things that are unusual for them, such as driving too fast or spending too much 
money. Have you ever had a period liked this lasting several days or longer? 

2. Have you ever had a period lasting several days or longer when most of the time you were so irritable or 
grouchy that you started arguments, shouted at people, or hit people? 

The s::reen suggests the 
patient may have bipolar 

If you have questions or need 
telephone con$.Jltation with a 
psychiatrist call MCPAPfor Moms 
855-M om-MCPAP (855-666-
6272) 

If yes to questions 1 and/ or 2 + 
O:mtinue screen for bipolar disorder1 

If yes to 
question 3 3. Feopl e who have episodes like this oft en have changes 

int heir thinking and behavior at the same time, Ii ke 
being more talkative. needing very little sleep, being 
very restless, going on buying sprees, and behaving in 
ways they would normally think are inappropriate. Dd 
you ever have any of these changes during your 
episodes of being (excited and full of energy/ very 
irritable or grouchy)? 

.... 

, , If no to question 3 
-

R:lfer to the Recommended S:eps 
before Beginning Antidepressant 
Medication Algorithm 

I CAl.l..M<J>APFORMOMSWITHQINIC'ALQUESTlONSTHATARl8=DURINGrnJINGORrn=ATM8'JTAT855-666-6272 I 
1Taken from the O:>mposte International Dagnostic lnterview-Baffid Bipolar Drorder S:::reening ~e (J<esSer. Akiskal , Angst et al., 2006) 

MCPAPfor Moms: A"omoting maternal mental health during and after pregnancy www.mcpapformoms.org 
~vision 07.24.14 Tel : 855-Mom-MCPAP{855-666-6272) 

O:>pyright © MCPAPfor Moms 2014 all rights reserved. Authors: Byatt N., Biebel K, Hoooin S, Lundquist R, Freeman M .. & O:>hen L 
Funding provided by the Massachuootts Department of Mental f1ealth 



For Mo m s 

Recommended 3eps before Beginning Antidepressant Medication During 
R-egnancy and Lactation 

(Di scussion should indude yet not be limited to the below) 

O::>unsel patient about antidepressant use: 
[IT] No decision during pregnancy is risk free. 

[ill Most studies on antidepressant use during pregnancy have examined s:Rls. 

BJ s:Rls are among the best studied class of medications during pregnancy. 

[}] Ebth medication and non-medication options should be considered . 

I 
DJ &lcourage non-medication treatments(e.g., psychotherapy) in addition to medication 

treatment and/ or as an alternative when clinically appropriate. 

Antidepressant use during pregnancy may 
increase risk of: 

CTI Persistent pulmonary hypertension of the 
newborn (FH-1N), but low absolute risk 

[ill R'e-term labor 
rn::l Transient neonatal symptoms 
illl Long-term developmental effects, data are 

mostly reassuring 

illl lhe preponderance of evidence does not 
suggest associationswith birth defects(with 
possible exception of paroxetine). 

----
Asks of under treatment or no treatment 
of depression during pregnancy: 

Ctl A:>stpartum depression 
n:;il 0.. cl . U:!.J ,, e-e am psi a 
[El R'e-term labor 
ctJ 8.Jbstance abuse 
f"'f.il a,· "d L.l.:.J .:u I Cl e 
ctl A:>or self-care 
[t] Impaired bonding with baby 

Im A:>stpartum depression is associated with 
negative outcomes for mother, baby, and 
family. 

s:EANT1D~TTFe.1MB\JT ALGORITHM ON BAO<FORGUIDB.JNES!t Ffffi:RIBINGMEDIC'A110NS 

I CALiMCPAPFORMOMSWlll-lQJNICALQUESllONSll-lATARl3=DURINGs:JHNINGORTRfATM 8\JTAT855-666-62721 

MCPAPfor Moms: A-omoting maternal mental health during and after pregnancy www.mwapformoms.org 
Revision 10.06.15 Tel: 855-Mom-MCPAP(855-666-6272) 

CDpyright © MCPAPfor Moms2014 all rights reserved. Authors: Byatt N., Biebel K, 1-bsein S , l.J.mdquist R , Freeman M ., & CDhen L 
Fi.Jnding provided by the Massadlusetts Department of Mental Health 
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Antidepressant Treatment Algorithm 
For M om& (use in conjunction with Depression S::reening Algorithm for OJstetric R"oviders) 

I Is patient currently taking an antidepressant? I 
Yes No 

w 

'' 1 ~ 
Does pat ient have a history of taking an 

If medication has helped 
anti depressant that has helped? 

If patient is on therapeutic 
Yes ! 

! 
No and patient is on a low dose for 4-8 weeks that has 

dose: increasedoseof not helped: consider Use sert rali ne, current medication (ree changing medication. If R"escribe 
fluoxetine or table below) questionscontact MCPAP antidepressant that 
citalopram (see 

for Moms for consultation helped patient in the 
past (see table below) table below 

' , 

To minimize side effects, half the reoommended dose is used initially for 2 days, then increase in small 
increments as tolerated. 

L _ _ _ _ Rrst line treatment _l~s)_ __ _ _ _ __ 
j*sertraline(Zoloft) 50-200 mg fluoxetine (A"ozac) 20-00mg dtalopram (~lexa) 20-40 mg --resdtalopram (Lexapro) 10-20mg 
Increase in 50 mg increments Increase in 10 mg increments Increase in 10 mg increments 

1
1naease in 10 mg inaem01ts 

I 

~oond line treatment 
s.<:Rls $\JRls Other If a first or seoond line medicine 
* paroxetine (Paxil) 20-60mg venlafaxine (Effexor) 75-300mg bupropion (Wellbutrin) 300-450m£ is currently helping, continue it 
Increase in 10 mg incnments Increase in 75 mg inaem01ts lncra:isein 75mg inaem01ts 

Srongly oonsider using first or 
*fluvoxamine (Luvox) 50-200mg duloxetine (Ojmbalta) 30-60mg mirtazapine (F€meron) 15-45mg seoond line medicine that has 
Increase in 50 mg increments Increase in 20 mg increments lncra:ise in 15 mg increm01ts ~orked in past 

* O::>nsidered a S3fer alternative in lactation as it has the lowest degree of translactal passage and fewest reported adverse effects 
compared to other antidepressants. In general, if an antidepressant has helped it is best to oontinue it during lad at ion. 

+ 
I Reevaluatedepres.5ion treatment in 2-4weeksvia s=DS& dinical assessment I 

If no/ minimal dinical If dinical improvement and 
improvements after 4-8 weeks, ' '' no/ minimal side effects 

1.lf patient has no or minimal side effects, increase dose R:levaluate every month and at postpartum visit. R:lfer 

2. If patient has side effects, switch to a different med back w::.µaffiih[j]provider and/ or dinical support staff 
for psychiatric care once 03 care is complete. O:mtact 

If you have any questions or need consultation, contact MCPAPfor Moms if it is difficult to coordinate ongoing 

MCPAPfor Moms at 855-Mom-MCPAP(855-666-6272) psychiatric care. Continue to engage woman in 
psychotherapy, support groups and other non-
medication treatments. 

I C'AllMCPAPFORMOMSWITH QINICALQUESTIONSTHAT ARl~DURINGSR:ENINGORTREATMB\JT AT855-666-6272 I 
MCPAPfor Moms: A'omoting maternal mental health during and after pregnancy www.mcpapformoms.org 
R::!vision 10.06.15 Tel: 855-Mom-MCPAP(855-666-6272) 

Copyright© MCPAPfor Moms2014all rights reserved. Authors: Byatt N., Biebel K, Hosein S , Lundquist R, R"eernan M., & Cbhen L 
Funding provided by the MaSS3chusetts Department of Mental Health 



Mru.sachusetrs Child Psych1arry Access Prniect 

For Moms 

MCPAPCfQ>r%1oms:<ffiromot i ng%1aternal%1ental <}i:lea l th<IDuring~d%fter<ffiregnancy% 

One!out !of!every!eight!women!experience!depression!during!pregnancy!or!in !the!postpartum!period.!!Many!health! 
care!providers!are!on!the!front!line!serving!these!women!and!their!families,!often!with!limited!access!to!the!mental! 
health!resources!and!supports!needed!to!address!depression .!!! 

MCPAP!for!Moms!is!an!exciting!new!statewide!program!designed !to!bridge!this!gap.!!l t!is!an!expansion!of!the! 
successful!Massachusetts!Olild!Psychiatry!Access!Project!(MCPAP),!which!has!improved!child!mental!health!care!in! 
Massachusetts!by!offering!pediatric!primary!care!providers!rapid!access!to!child!psychiatr y!consultation,! 
education,!and!care!coordination.!!MCPAP!for!Moms!aims!to!promote!maternal !and!child!health!by!building!the! 
capacity!of!providers!servi ng!pregnant !and !postpartum !women !and !their !children !up!to!one!year !after !del ivery!to! 
effectively!prevent ,!identify,!and!manage!depression.!!Providers!working!with!fathers!and !other !caregivers! 
experiencing!postpartum!depression!can!also!access!MCPAP!for!Moms.! 

MCPAP!for!Moms!wi l l!have!three!core!components:! 

Train i ngs%1d'Yi§Jol k its!for!providers!and!thei r!staff!on!evidenceEbased!guidel i nes!for:!depression 
screeni ng,!tri age!and !referral ,!r i sks!and !benefits!of!medicati ons,!and !discussion !of!screeni ng!results!and 
treatment!options. 
Real =ti me~sych i atr ic<Monsul tati on %1d<tiare<Moord i nati on<f@r!providers<JServi ng!pregnant!and 
postpartum !women !and !their !babies!i ncl udi ng!obstetrici ans,!pedi atri ci ans,!adult !pri mary!care!physi ci ans, 
and!psychiatrists. 
Lin kages~i th<Mom mu nity=based o/<Bsou rces!i ncl udi ng!mental !health!care,!support!groups!and!other 
resources!to!support !the!wel I ness!and !mental !health !of!pregnant !and !postpartum !women .!!MCPAP!for 
Moms!is!partnering!with!MotherWoman!and!MSPP!lnterface!Referral !Service!to!develop!community 
resources!and!link!women!with!depression!to!these!supports!across!the!state. 

The!MCPAP!for!Moms!phone!line!E!855EMomEMCPAP!(855E666E6272)!E!will!open !J.Jl y!1,!2014.! 

lmproving!access!to!and!engagement!of!pregnant!and!post:;partum!women!in!depressi on!treatment!leads!to!improved! 
outcomes!for!mothers,!which!leads!to!better!outcomes!for!babies,!children,!and!families.! 

For%lore%1for m ati on%bout%1CPAP<f@r %1om s°Mld/ or '!'i§J%:;hed u I e%'Yi ai n i ng'Miro/flfor mat i anal ~ssi on%t% 
your~ract ice,~l easeci1ontact:% 

MCPAP!for !Moms!Medical !Di rector !Nancy!Byatt,!DO,!MBA,!FAPM! 
Nancy.Byatt@umassmemorial.org! 

MCPAP!for!Moms!Program!Director!Kathleen!Biebel ,!PhD! 
Kathleen.Biebel@umassmed.edu! 

Or !vi sit !our!website!at:!www .mcpg_pfor mom s.o rg% 

MCPAP!i s!f u nded !by !the!Massachusetts!Depart ment !of!Mental !Health! 



~ ~ ~~~~}~TERFACE 
at the Massachusetts School of Professional Psychology For Moms 

How to Rnd a A-imary Care A-actitioner 

A primary care practitioner (R:P) is typically your first resource when you have a medical concern, 
induding mental health concerns. For the purpose of most health insurance plans, this is also the 

person to coordinate your care. Your R:Ps role is to provide preventive care to you, such as conducting 

a physical exam. They can also identify and treat common medical concerns, like a cold. It is important 

that you build a relationship with a R:P. This happens by seeing them over an extended period of time, 
so they become familiar with your medical history and can help identify specialists that can treat any 

specific needs that come up. Your R:Pcan also help optimize your mental health by providing direct 
treatment and/or ensuring that you receive the mental health care you need and deserve. 

How do I start my search for a A"imary care A"actitioner? 
[ill Contact your insurance company, either by phone or online, to obtain a list of available 

practitioners that qualify as FCPs in your area. RPs can be inlliilnal meITiiline 55l:iliils, family 
practitioners, nurse practitioners or physician assistants. In some cases, a doctor who is an 

obstetrician/ gynecologist can also be a R:P. 

m:I A personal referral is another good way to identify a F(p_ You may want to ask for suggestions 

from friends or family members that you trust . You can also ask your chil[]a pell1Whan or your 
C!2Jmidwifethat helped you during your pregnancy whom they would recommend. When 
asking for suggestions, consider your own temperament and qualities of the individuals that you 

have found comforting. A family member or friend who likes someone who is more strict and 

to the point might not be a good fit for you if you are looking for oomeone that values spending 
time with their patients and is more available for questions or concerns. 

[]] Sate level medical associations, nursing associations or physician assistant associations aloo 

maintain lists of who is practicing in your area and can make referrals to providers who are 
members of the association. 

How do I choose a A"imary care A"actitioner? 
U'.J Making the final decision is up to you. Below are some questions you may want to consider: 

o Do you prefer working with a male or female F(F? 

o ls the age of the F(por the years of experience important to you? 

o If a F(p is recommended by oomeone, do you know why they would recommend them? 

o Doest his practice or F(paocept your insurance? 

o ls the RPsoffice staff or location important? 
o Do you need a F(pwho is available to you online oo you can aocessthem when you have 

time rather than during the typical work day? 

o Do you want a F(pwho has certain training or experience? 

o What are your current health needs? Are you generally in good health and do not anticipate 
needing to see your F(poften, or do you have an ongoing medical issue where you may 
need ongoing support and consultation? 

o Does the F(poffer urgent appointments and who covers when your F(pis away? 
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w::hat should I do if I don't have health insurance? 
II:l All Massachusetts residents are required to have health insurance. If you are ooncerned you 

cannot afford health insurance, you can apply for MassHealth ooverage. To apply for 
MassHealth, call the MassHealth Enrollment Center at 888-665-9993 or go online to download 

an application at: http://www.mass.gov/ eohhs' oonsumer/ insurance/ apply-for-masshealth.html 

ITJ If you qualify for insurance through your work but have not enrolled because you are ooncerned 

about the oosts, you may qualify for help for paying your premiums. To learn more about this 

option visit the Massachusetts Health Connector at: https:// www.mahealthoonnector.org/ 

[2J Having a baby is oonsi~eDJa "qualifying evenCTJwhich means you can revisiQ¥bur benefillilf 

you need to change your plan to ensure your baby is oovered. If you had insurance available to 

you lliilough your work bu~131iil:e i[jjbr yourself, you can now choose to enroll to oover 

yourself and your baby. 

[ill You can aloo talk with the hospital at the time of delivery to ensure that your child has 

Massl-lealth if you do not have other insurance. At the time of delivery, you can also enroll in 

MassHealth as well. 

[[] If you are just not sure where to turn or you need help in applying, oontact Health Care for All, 
which has a free helpline available Monday through Friday from 9am to 5pm at 1-800-272-4232 

or oontact them at their website: https://www.hcfama.org/ 
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Ffegnant or just had a baby? Ne you worrying about your mental health? 
How to talk to your health care provider 

Emotional oomplications are very oommon during pregnancy and/ or after birth. 1 in 8 women experience 
depression, anxiety or frightening thoughts during this time. Depression often happens for the first time during 
pregnancy or aflliil birIBJ 1c::cJ:in impacr¥bu an~our baby's healOO C£ITIIb help isllik be$J1ill,g you can do for 
you and your baby. You may not be able to change your situation right now; however, you can change how you 
oope with it. Many effective support options are available. Women see health care providers a lot during 
pregnancy and after giving birth and it is important to let your health care provider know how you are feeling. 

How do I know if I Siould talk to a health care provider about my mental health? 
CJ Your mental health is an important aspect of your overall health during and after pregnancy. J.Jst as you 

would talk with your health care provider about any other health related experience, you should let your 
provider know about any mental health experiences you've h~ 

CJ If you are planning on beooming pregnant, are currently pregnant or just had a baby and you have a history of 
depression, anxiety or other mental health ooncerns. 

D If you have experienced any of the following for 2 weeks or more: feeling restless or moody, feeling sad, 
overwhelmed, or hopeless, having no energy or motivation, crying a lot, not eating enough or too much, 
feeling that you are sleeping too little or too much, not feeling like you can care for your baby, having no 
interest in your baby or are worrying about your baby so much that it is interfering with caring for yourself 
and/ or baby. 

llil If you have experienced strong feelings that oould indude thoughts about hurting yourself or your baby, 
seeing or hearing lliihgs ~en'rnI!l:iere or worrying that people may be out to get you or want to hurt you. 
If you are experiencing these kinds of feelings, it is important that you call your health care provider right away 
or go to the emergency room to seek help. 

How do I prepare to talk with my health care provider? 
D Sart a list of specific things that are ooncerning you and how they affect your life. lndude any questions and 

details about any previous mental health ooncerns. This will help ensure that you do not forget anything and 
that your questions are anwered. 

CJ Cbnsider asking someone to attend your appointment with you like a family member or friend. You may hear 
a lot of new information and it can help to have someone with you so you do not miss anything. 

0 If you feel at any point that your provider is not hearing your ooncerns, let them know that you feel as if they 
are not hearing you. You also can also ask to speak with a different health care provider. 

What will happen when I talk to my health care provider? 
GJ They may t alk with you to better underst and the experiences you are having. This will allow him/ her to offer 

you the most appropriate resources or treatment for your situation. 
D They may suggest that you meet with a therapist to support you and help you learn how to oope with the 

intense emotional experiences that you may be experiencing. 
D They may refer you to a support group to help you oonnect with other new mothers having similar 

experiences. 
0 They may discuss medication as a treatment option. If you took medication prior to beooming pregnant, talk 

with your provider about whether they would reoommend that you stay on the medication during pregnancy. 

Having a baby is always challenging and every woman deserves support. 
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