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Implementing a Perinatal Depression Screening and Treatment Program  

in an Obstetric Health Department Setting 

Background and Significance 

Perinatal depression is one of the most common complications of the perinatal period and 

may be diagnosed anytime in pregnancy through the first year postpartum. It has been found that 

one in seven women suffer from perinatal depression that can also include anxiety, obsessive-

compulsive disorder, mania or psychosis (American College of Obstetrics and Gynecology 

(ACOG), 2015). Perinatal depression affects women, children, families, and communities.  

Untreated perinatal mental disorders in women have been linked to failure to seek prenatal care, 

unhealthy lifestyle choices, substance abuse, adverse obstetrical outcomes, preterm delivery, and 

low birth weight in the newborn (Gentile, 2017). For children, perinatal mental disorders can 

inhibit maternal-infant attachment, cause developmental delays, and impair social interactions. 

For families, it may result in marital discord, divorce, paternal/partner depression, substance 

abuse, suicidal ideation, child neglect or abuse. Families with a depressed parent over utilize 

health care services and emergency facilities (Earls, 2010). 

According to Gressier et al. (2016) 15 to 20% of perinatal women present with a mental 

disorder: statistics jump to 40 to 60% in teenage mothers and low-income women. Risk factors 

include being single, teen pregnancy, low-economic status, history of mental illness, unwanted 

pregnancy, poor marital relationship, stressful life events, and inadequate social support (O’Hara 

& Wisner, 2014). It has been estimated that maternal suicides account for approximately 20% of 

all postpartum deaths. This would make maternal suicide a leading causes of maternal mortality 

in the perinatal period (Gressier et al., 2015). Until 2018, universal reporting to the Center of 

Disease Control of maternal mortality data including maternal suicides has not been mandated, 
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though recommended. Updated data is expected to be published soon, and experts fear maternal 

suicide numbers are much worse than previously estimated.     

Despite the statistics, perinatal mood and anxiety disorders often go unreported and 

undiagnosed.  Universal screening is not required in the United States, though recommended by  

the U.S. Preventative Task Force and the American College of Obstetrics and Gynecology,  

leaving women and their children vulnerable.  Screening for depression in perinatal women 

comes with a unique set of challenges. Byatt et al. (2016) discussed that health care providers are 

often hindered by insufficient training on mental health, fear of liability, and lack of referral or 

consult services.   

Problem Statement 

The decision on which medical specialty should screen and treat perinatal depression is 

not straightforward. Health care providers must be prepared to combine screening with 

appropriate treatment when necessary. Often access to mental health services can be difficult to 

attain due to insurance coverage restrictions, lack of psychiatrists trained in perinatal depression, 

practical and economic burdens, and lack of resources. Often obstetricians and gynecologists are 

the only providers that women see, placing them in a unique position to recognize the need for 

psychiatric treatment.  

Research has shown that mental health care utilization is increased when barriers of care 

are considered and addressed (Byatt et al., 2012).  In July 2014, Massachusetts established a 

community-based program to increase access to mental health care among pregnant and 

postpartum women regardless of insurance.  Massachusetts Child Psychiatry Access Project 

(MCPAP) for Moms is the nation’s first statewide program to assist obstetric providers in 

screening and management of depression. Biebel and Byatt (2014) explained that MCPAP for 
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Moms trains frontline healthcare providers with identification and management of perinatal 

depression by providing screening and treatment toolkits and algorithms along with real-time 

perinatal psychiatrist consults when needed.  

Purpose Statement 

The purpose of this quality improvement project was to remove barriers, improve 

identification, and provide treatment and resources to women with perinatal depression by 

implementing and adapted version of the Massachusetts Child Psychiatry Access Project 

(MCPAP) for Moms program in an obstetric health department clinic.  

Review of Literature 

A literature search was conducted in the English language literature indexed in ProQuest 

Nursing and Allied Health Source, PubMed, Cumulative Index to Nursing and Allied Health 

Literature (CINAHL), Ovid, UpToDate, and Google Scholar, American College of Obstetricians 

and Gynecologists databases. The search included the terms perinatal depression, antenatal 

depression,  postpartum depression, perinatal mood disorders, perinatal mood and anxiety 

disorders, perinatal mental illness, prenatal depression, and maternal mental illness, matched 

with the following terms: screening,  universal screening, health screening, treatment(s), 

barriers, referrals, interventions, care models, programs, collaborative care, community, health 

models, obstetric, providers, perceptions, risk factors, disparities, facilitators, detection, 

outcomes, access, therapy, drug therapy, medications, antidepressants, untreated, and outcomes. 

Inclusion criteria included articles that were full-text, peer reviewed, written in the English 

language, from the United States, Australia, United Kingdom, and Eastern Europe, abstracts that 

contained one or more of the key search terms identified.  Exclusion criteria included articles that 
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were not related to perinatal or postpartum depression, not scholarly, and not in the English 

language. 

Defining Perinatal Mental Illness 

The perinatal period is defined as the time from conception through the first year after 

delivery.  In 2013 the American Psychiatric Association (APA) updated the Diagnostic and 

Statistical Manual of Mental Disorders (DSM) to the fifth edition (DSM-V) and changed the 

diagnostic criteria for perinatal depression. The term “peripartum” replaced the term 

“postpartum” as a specifier for depression with a requirement that the depression onset occurs 

during pregnancy or the first four weeks postpartum (APA, 2013).  However, most clinicians and 

experts continue to define postpartum depression as occurring anytime within the first year 

postpartum (Stuart-Parrigon & Stuart, 2014).  By using the peripartum or perinatal descriptor, 

maternal mental health is considered from conception through the first year of a child’s life, and 

its effects on maternal well-being and the maternal-child relationship will be recognized by 

clinicians, researchers, and policymakers.   

 The term perinatal mood and anxiety disorders (PMAD) is used to describe the group of 

mental disorders that can inflict women in the perinatal period; this includes depression, anxiety, 

obsessive compulsive disorder, post-traumatic stress disorder (PTSD), mania and psychosis 

(O’Hara & Wisner, 2014). Other descriptors include perinatal depression, perinatal mood 

disorders, perinatal anxiety, perinatal mental illness, maternal mental illness, postpartum 

depression and postpartum, and are often used interchangeably in the literature.  For purposes of 

this literature review the author will focus on perinatal depression. Symptoms of perinatal 

depression are similar to those of generalized depression in the nonpregnant or non-postpartum 

population. Symptoms include frequent crying, irritability, inability to concentrate, sleep 
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disturbance, and fearfulness (O’Hara & Wisner, 2014). Other symptoms overlap those of normal 

physiological changes of pregnancy and postpartum such as appetite changes and increased need 

for sleep. Because of these overlapping symptoms, perinatal depression may be missed by 

mothers, family members, or health care providers.  

Screening Tools 

The American College of Obstetricians and Gynecologists (2015) recommended routine 

screening of all pregnant women for both antenatal and postpartum depression. However, routine 

screening is not mandated across the entire United States. ACOG does not specifically endorse 

any one screening tool, instead generalizing it to the use of a standardized, validated tool.  The 

Edinburgh Postnatal Depression Scale (EPDS) and the Patient Health Questionnaire, 9-item 

depression module (PHQ-9) are two widely used and validated screening tools used for detecting 

perinatal depression and anxiety.  Myers et al. (2013) advised that prior to screening, clinicians 

should ask two specific questions, seen in the Patient Health Questionnaire, 2-item depression 

module (PHQ-2) to prevent false positives or negatives: 1) During the past two weeks, have you 

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

you often been bothered by having little interest or pleasure in doing things? A positive response 

to either question should prompt a formal screening with a validated tool. Byatt, Levin, Ziedonis, 

Moore Simas, and Allison (2015) recommended that all patients who screen positive for 

perinatal depression also be screened for bipolar disorder to ensure appropriate diagnosis and to 

prevent manic episodes by inappropriate treatment with selective serotonin reuptake inhibitors 

(SSRIs).   
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Patient Health Questionnaire, 9-item depression module (PHQ-9) 

Gjerdingen and Yawn (2007) discussed a common screening tool that has been shown 

effective in the obstetrics/gynecology setting; the Patient Health Questionnaire, 9-item 

depression module (PHQ-9). This tool consists of the actual criteria on which the diagnosis of 

major depression is based from the DSM-V. The PHQ-9 incorporates the first two questions of 

the PHQ-2 and requires patients to rate the occurrence of depressive symptoms from the previous 

two weeks. This tool measures depression severity ranges and a score of 10 or greater associated 

with 88% sensitivity and specificity in diagnosing major depressive disorder (Zhong et al., 

2014). The PHQ-9 tool was studied on 6000 patients in eight primary care clinics and seven 

obstetrical/gynecology clinics, where construct and criterion validity were found to be very good 

with sensitivity and specificity of 83% and 92% respectively (Gjerdingen & Yawn, 2007).   

Edinburg Postnatal Depression Scale (EPDS)  

The Edinburg Postnatal Depression Scale (EPDS) is a 10-item self-reporting scale that 

takes five to ten minutes to complete, is printed in over 50 different languages, requires low 

reading levels, and is easy to score (ACOG, 2015). The EPDS has been extensively used and 

validated across multiple countries, communities, and cultures.  The tool is designed to be 

completed by the patient and asks about symptoms she may have experienced in the previous 

seven days. This tool does not include somatic symptoms that are seen in major depressive 

disorder but are typical of a normal pregnancy or in the postpartum period.  A score of 10 or 

greater is considered “possible depression” while a score of 13 or above is considered “probable”  

(Cox, Holden, & Henshaw, 2014).  Question 10 of the EPDS assesses for suicidality; a positive 

result to this question is considered a positive screening, regardless of the total score.  EPDS 



PERINATAL DEPRESSION PROGRAM 8 

 

 

 

results should not override clinical judgment and a positive screening should be assessed for 

severity and comorbidities.  

It is important to note the range of depression. Screening tools such as the Patient Health 

Questionnaire, 9-item depression module (PHQ-9) have established severity ranges from 

minimal to severe.  The EPDS is the only validated tool specific for perinatal women but lacks 

severity ranges. McCabe-Beane, Segre, Perkhounkova, Stuart and O’Hara (2016) studied 1,516 

postpartum women using the EPDS tool and established similar ranges seen in the Beck 

Depression Inventory (BDI). Severity ranges noted in this study included: none or minimal 

depression (0–6), mild depression (7–13), moderate depression (14–19), severe depression (19–

30). Established severity ranges help health care providers gauge what services are needed. Early 

identification and measures in mild depression can possibly stave off more severe depression 

later in pregnancy; severe depression may require more intensive interventions or hospitalization.   

Barriers to Treatment  

It is important to address barriers of care when discussing perinatal depression screening, 

treatment and service utilization. There are three barrier levels that interfere with women seeking 

or receiving depression care during the perinatal period: patient-level barriers, provider-level 

barriers, and system-level barriers.  

Patient-Level Barriers 

For many women depression is not easily recognized or accepted. One study by Yazici, 

Kirkan, Asian, Aydin, and Bulent-Yazici (2015), involved women that were screened using 

several different depression screening tools in the first trimester for perinatal depression. 

Comparison of variables was performed using a t-test, significant level for the tests was 

established as p< 0.05, and chi-square test was conducted for categorical variables.  Of the 360 
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women who were screened, 78 were diagnosed with depression and referred for treatment.  

Those who screened positive were given the choice of medication alone, psychotherapy alone, or 

a combination of the two. Twenty-one (28.7%) of the 78 women sought and received treatment 

for their depression, 52 (71.3%) of the 78 declined.  In the treatment group, 14 (66.7%) received 

medication alone, five (23.8%) received therapy alone, and two (9.5%) received both medication 

and psychotherapy.  Of these, 73 were contacted two years later for post evaluation.  In the 

treated group (n=21), no postpartum depression was determined (0%), and no statistically 

significant difference was seen in postnatal depression scores between treatment models 

regarding results (Yazici et al. 2015). However, of the untreated group (n=52), 92% of those that 

had not sought treatment in pregnancy screened positive two years later (p<0.01) and had 

increased EPDS scores (p<0.05).   

Some interesting themes were uncovered from this study.  Although all of the women 

were referred for treatment, only a small percentage actually sought treatment.  The women that 

declined treatment in pregnancy had higher depression scores in the postpartum period than their 

initial screening, suggesting that untreated depression during pregnancy can result in more severe 

depression in the postpartum period, even years later. For those women who did seek treatment, 

no differences were seen in treatment regimens, insinuating that any therapy that helps women 

with depression in pregnancy is better than neglecting it. Limitations of this study include the 

small sample size, which prevented a study and comparison of treatment models and their 

outcomes.  Strengths of this study include using several validated depression screening tools 

used to diagnose depression, and evaluation of the same women both prenatally and postpartum 

with significant variances of the treated versus untreated depression scores.  
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  Flynn, Henshaw, O’Mahen, and Forman (2010) conducted a descriptive qualitative study 

of 43 women who screened positive for depression using EPDS tool.  The women were 

interviewed to explore experiences of their pregnancy concerning mood, depression and anxiety 

symptoms and perspectives on treatment seeking and facilitating the process.  Two themes 

materialized from the interviews: practical barriers and psychological barriers. Practical issues 

that impede with follow through of treatment included location, transportation, ineligibility of 

services, lack of clinical support in the referral process, and lack of treatment options. 

Psychological factors included stigma, being labeled as depressed, feelings of guilt or failure as a 

mother and how that would be perceived by others, feeling devalued or misunderstood, and 

failure to recognize their symptoms as depression, referring to their symptoms as “stress” (Flynn, 

Henshaw, O’Mahen, & Forman, 2010).   

Flynn, Henshaw, O’Mahen, and Forman, (2010) questioned the women about what 

facilitators would help them with initiating and maintaining treatment.  The women discussed 

having mental health services at the obstetrical office and not at an off-site psychiatry 

office/facility or having home-based therapy.  They attributed this due to time and transportation 

constraints.  Some of the women mentioned they did not have a car and relied on family/friends 

or public transportation; others suggested having a separate appointment for mental health issues 

was difficult because that was additional time they would have to take off work or find a 

babysitter for their children.  Another glaring theme noticed by the researchers was the 

preference for a timely referral process that involved fewer steps for the patient, and more follow 

up by the clinic (Flynn, Henshaw, O’Mahen, & Forman, 2010).  They discussed that it took 

weeks or months for an appointment and some verbalized frustration that when they did hear 

back they were not eligible for services to where they were referred.  This frustration was 
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mentioned more by women with low incomes and on government insurance.  Concerning 

treatment options, the women discussed having several options and those being thoroughly 

discussed. Many of the women mentioned their doctors had offered medication but did not 

review the risks and benefits with them. This hindered them from starting treatment because they 

were confused or fearful of side effects. They stated if they had full disclosure and understood 

the risks of not treating they probably would try medication.  Of those who had been to 

psychotherapy, some mentioned not feeling comfortable with whom they were referred to and 

eventually ceased going.  The women preferred having options of mental health care providers to 

speak with, and some preferred to talk with their primary provider as they had already built a 

relationship and trusted them (Flynn, Henshaw, O’Mahen, & Forman, 2010).  

 Some important themes were generated from this study. A systematic approach to perinatal 

depression screening and treatment is crucial. It is important to individualize the referral and 

treatment process and consider patient preferences and socioeconomic situation. Normalizing 

perinatal depression and full disclosure of risks versus benefits of treatment helps to reduce 

stigma and allows for women to make fully informed decisions about perinatal depression 

management.  

Provider-Level Barriers 

Barriers to perinatal mental treatment can occur not only on a system level, but on a 

provider level well.  Most clinicians recognize the need to identify and address perinatal 

depression and mental illness, but many feel inept in treating and managing it.  Many report 

inadequate training and knowledge, lack of time and resources, competing medical demands, 

patient reluctance, and personal or family history affecting attitudes toward depression 

management (Palladino et al., 2011).  In one qualitative study by Palladino et al. (2011) 20 
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perinatal health care providers from six different obstetric offices were interviewed regarding 

depression care in their offices and inquired about facilitators, barriers, successes and failures 

that they have encountered when caring for women with perinatal depression. Although there 

were depression screening protocols in place at their offices, decisions about addressing perinatal 

depression were left to the individual provider, resulting in varying and inconsistent practice 

patterns.   

The study concentrated on two providers with differing perceived control and focused 

mostly on individual perspectives and internal and external influences on delivering depression 

care to their patients.  Provider A was a provider with low perceived control, caring for patients 

from a mostly middle to upper-class population, described three influences that affected his 

practice in providing depression care to his pregnant patients: resources, patients norms and 

coordination of care (Palladino et al., 2011). This particular provider identified time constraints 

and lack of space as barriers but was satisfied with the availability of social work staff that could 

provide care or referrals to those that required it.  This provider though reported that the number 

one barrier to depression treatment was the perception that medication taken in pregnancy was 

harmful to the baby and that this would take a significant amount of time and discussion with the 

patient going through risks versus benefits. Provider A reported feeling comfortable with treating 

his patients with SSRIs but also spoke of depression as a specialist issues and admitted that after 

referral was made that follow-up was non-existent.  Provider A also stated that an absence of a 

defined depression care pathway or treatment algorithm often makes it difficult in managing 

depression when a patient refuses or doesn’t respond to usual treatment or does not have the 

means to access or afford it (Palladino et al., 2011).   
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Provider B, a provider with high perceived control, served primarily low-income women 

at two different clinics.  She discussed three externally derived influences that influenced her 

decision making: lack of community resources, long wait times for referrals, and patient-provider 

mistrust (Palladino et al., 2011).  She discussed the lack of mental health providers willing to 

treat depression in pregnancy and the length of time it takes to get into seeing one. She stated 

that by the time they are able to see somebody they are half way through their pregnancy which 

created mistrust with the patient, making it seem that their mental health and well-being was 

unimportant to them. Provider B stressed that it was important that providers collaborate with 

mental health professionals if available but acknowledged that this is often not viable.  Despite 

these barriers, Provider B spoke of the importance of engaging her patients in discussions about 

psychosocial issues and a professional duty to treat any depression regardless of the availability 

of specialists (Palladino et al., 2011).  She stated she would find opportunities to assess patients 

informally by asking questions about how things were at home or their thoughts or fears about 

the pregnancy. She stated that she would often take notes about anything concerning during the 

visit and make sure to follow up on the next visit, noting that follow up builds a sense of caring 

and trust with her patients.  Interesting to note from this study was that although Provider A had 

greater access to resources, i.e., social work and a higher income population that could more 

easily access specialists, he had lower perceived Though not generalizable, there were important 

implications on how an individual’s perceived control can influence their decision to address and 

manage perinatal mental illness.  

Another study by Byatt et al. (2012), also addressed provider level barriers to care similar 

to that seen in the previous study.  Twenty-eight perinatal health care professionals from a large 

OB/GYN tertiary care and academic clinical site in Massachusetts were divided into three focus 
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groups to discuss barriers and facilitators of perinatal depression screening and management. The 

participants included obstetric residents, attending physicians, independent practitioners, nurses, 

patient care assistants, social workers, and administrative staff.  Some prevalent obstacles noted 

were lack of time, motivation, confidence, and training in mental illness. They commented that 

they do not have the time to address depression as this takes a great deal of energy and 

discussion. They discussed the frustration with spending time getting women into mental health 

treatment with a lack of follow through on the patient’s part (Byatt et al., 2012). They also stated 

the lack of resources available combined with inadequate training regarding best practices and 

feelings of mental health being outside their scope of practice, decreased their motivation and 

confidence in addressing it (Byatt et al., 2012).  Some admitted that if it was brought up to a 

patient, they hoped it would not reveal any mental health concerns and expressed frustration with 

not knowing what the next step would be.  Other barriers brought up in conversations were a lack 

of mental healthcare providers, particularly providers that were willing to see pregnant or 

postpartum women, limited insurance coverage, lengthy weight times for appointments, and lack 

of communication from the mental health provider once treatment has initiated (Byatt et al., 

2012).   

Some of the facilitators that were mentioned in the focus groups included educational 

materials for patients such as videos about perinatal depression running on the TV in the waiting 

room and educational pamphlets for patients to read. Other suggestions included targeted 

training in depression treatment management in pregnancy, training in motivational interviewing 

and basic counseling techniques, centralized referral system with immediate contact with a live 

person, access to social work or case manager, central electronic sharing of information between 

prenatal care provider and mental health provider, and on-site mental health providers (Byatt et 
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al., 2012). The qualitative method and small sample size of this study makes it difficult to 

generalize, however, some important themes were generated from this study. In order to close 

the gap on unrecognized and untreated perinatal depression, all barriers must be explored.  

Enhanced training, improved access and collaboration with mental health providers may 

empower perinatal care providers in screening and treatment of perinatal depression.  

System-Level Barriers  

In the 2015, ACOG committee opinion, it was recommended that clinicians screen 

patients at least once during the perinatal period for depression and anxiety using a standardized, 

validated tool. It was also noted that providers must be prepared to initiate treatment and refer 

patients when necessary (ACOG, 2015).  Although increased awareness and universal screening 

may improve detection of perinatal mental disorders, it has been shown that those alone do not 

improve treatment access or outcomes.  In 2005, New Jersey enacted the New Jersey Postpartum 

Wellness Initiative, to raise awareness about postpartum depression and improve access to 

mental health services. It was the first state in the country to require universal screening of 

postpartum depression. Kozhimannil, Adams, Soumerai, Busch, and Huskamp (2011) explained 

this act required healthcare providers to educate women and families about perinatal depression 

in their pregnancy and after delivery; it also required providers to screen women before they 

were discharged from the hospital and again in their postpartum follow up visits. The law did not 

create a mechanism for monitoring or enforcing clinician’s compliance, nor did it specify 

consequences in failure to do so (Kozhimannil et al., 2011).   

During its initiation, 4,500 clinicians were trained on how to screen, refer, and treat 

postpartum depression. Outreach to women included toll-free hotlines, brochures, online 

resources, commercials and public service announcements (Kozhimannil et al., 2011). A study 



PERINATAL DEPRESSION PROGRAM 16 

 

 

 

by Kozhimannil et al., (2011) was conducted to examine the efficacy of this program by 

collecting data from the administrative database of New Jersey’s Medicaid program that showed 

eligibility and enrollment for services, as well as clinic visits, procedures and prescription data. 

After exclusion criteria, the final population involved 30,955 women.  A population level 

analysis was used to measure changes in the level and trend in monthly rates of treatment 

initiation.  A patient-level analyses was performed to investigate the effects the education 

campaign and screening law had on the probability of treatment initiation, follow up, and 

sustained care (Kozhimannil et al., 2011).   

Kozhimannil et al., (2011) discussed that while the campaign was well intended, it was 

found that both before and after the policy, fewer than seven percent of women initiated mental 

health care services. On the patient level it was found that neither the campaign nor law 

significantly affected the odds of women seeking treatment (Kozhimannil et al., 2011).  Failure 

of this campaign was attributed to lack of research-based guidance, absence of a compliance 

monitoring system, and no specific provisions for reimbursement of services. This study was a 

notable example that increased awareness and routine screening without proper treatment and 

follow up do not improve patient access or outcomes 

Care Models 

Screen and Refer Model   

With perinatal depression being one of the most common morbidities of pregnant and 

postpartum women, it is vital to routinely screen women to identify those that may otherwise go 

undetected.  A study by Rowan, Greisinger, Brehm, Smith, and McReynolds (2012) evaluated a 

systematic antepartum depression screening policy at Kelsy-Seybold Clinic, a large OB-GYN 

office in Houston, Texas.  Over the course of seven months, 2,199 women were seen for prenatal 
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care at the clinic. All of the women were screened with the EPDS tool at their initial prenatal 

appointment and again at their six-week postpartum appointment. Of those, 412 (18.7%) patients 

scored nine or higher on the EPDS, and of those 102 (4.6%) scored 14 or greater.  Initially, 

patients scoring nine or higher were flagged, and the physician would advise them to seek a 

mental health provider for further assessment.  Shortly after its introduction, it was decided the 

EPDS cutoff change to 14 or greater for referrals after finding the cutoff score of nine or greater 

created too many false positives.  For patients scoring 14 or greater a doctor or nurse would 

assist the patient with scheduling an appointment unless the patient declined.  Four weeks later a 

nurse would make a follow-up phone call to ask if they sought further care; the nurses would 

attempt at least five phone calls to reach the patient.  If the patient had initially declined referral, 

it would be discussed again at their next visit (Rowan et al., 2012). The nurses in the clinic made 

250 follow-up phone calls to those women scoring 14 or greater. While most of the women 

stated they appreciate the follow-up and concern for their well-being, none (0%) of the patients 

pursued further assessment and attributed their symptoms as pregnancy related (Rowan et al., 

2012). Of the 2,199 women screened during the study, 569 postpartum EPDS scores were 

available for analysis. Of those, 28 (4.9%) women scored above 14 on the EPDS six weeks 

postpartum; only five (17.8%) of the 28 screen positive patients pursued further evaluation and 

treatment for postpartum depression.  

 While this healthcare system was successful at implementing perinatal mental health 

screening and identification of perinatal depression, it did not lead to acceptance of behavioral 

health referrals, assessment, or treatment. The authors acknowledged the lack of impact with 

screen and referral, despite enhanced care in scheduling appointments for patients, several 

follow-up phone calls from nursing, and further discussion at subsequent visits. The authors 
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discussed a future qualitative study to address barriers, patient preference, and treatment models 

including integrated, co-location, or collaborative to consider changes toward a more patient-

centered model for their clinic.   

Collaborative Care Model 

Massachusetts Child Psychiatry Access Project (MCPAP) for Moms 

The Massachusetts Child Psychiatry Access Project (MCPAP) for Moms is a statewide 

program to assist providers in perinatal depression screening, treatment, and management. 

Obstetricians, primary-care, psychiatrists, and pediatricians who have contact with pregnant or 

postpartum women can sign up for the program. Biebel and Byatt (2014) explained that MCPAP 

for Moms provides training, evidence-based toolkits and algorithms, telephone consult to real-

time perinatal psychiatrists, and treatment planning and medication guidance for providers.  

MCPAP for Moms does not provide direct treatment for patients, instead supports frontline 

health care providers in managing mental health care for their patients (Byatt et al., 2016).  There 

are no costs for a provider to enroll in the program, and all pregnant and postpartum women will 

be assisted regardless of their insurance coverage.  They explained that this program is funded by 

the Massachusetts Department of Mental Health; while no costs are incurred to patients, 

commercial insurers are surcharged for their utilization of the program.  

From 2014 through 2016, data was collected from all participating providers to identify 

utilization measurements. The researchers measured the total providers and patients served, 

clinical setting, the total number of encounters which included provider telephone calls and face-

to-face meetings with MCPAP for Moms psychiatrists.  In this time, 100 obstetric offices and 

350 obstetric providers were enrolled in the program, that equated to 47% of obstetric practices 

across Massachusetts. The total amount of provider encounters equaled 2,583. Reasons for phone 
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encounters included: medication questions (55%), resource community access (55%), 

risks/benefits of medication use in pregnancy (33%), positive screen (20%), diagnostic questions 

(14%), lactation questions (13%), safety concerns (6%), screening tool questions (2%), 

preconception questions (1%), nonmember specific (1%), and other (1%); there maybe more  

than one reason per telephone encounter.  Outcomes of these telephone encounters included: 

(Direct care) back to the provider (78%), refer to outpatient therapist (38%), care coordination: 

contact patient (36%), refer to new psychiatrist (18%), care coordination: resources to provider 

(8%), refer to support group (5%), none (3%), refer to existing psychiatrist (2%), bridge 

treatment with primary care provider (1%), refer to psychiatric emergency services (1%), refer to 

parent/infant therapy (1%); there may be more than one outcome per encounter. Total operating 

costs of this program were $8.38 per pregnant and postpartum mother per year, or approximately 

$600,000 for 71,618 deliveries that Massachusetts averages per year (Byatt et al., 2016).  

MCPAP for Moms addresses several key barriers to perinatal depression.  Education and training 

are provided at no cost to health care providers that allows health care providers to care for their 

patients directly. Eligibility of services is available for all women, regardless of insurance 

coverage.  Practical barriers are eliminated as women are screened and often treated by their 

primary providers during their appointments, eliminating the need to take additional time off 

work and find childcare services.    

Synthesis of the Evidence 

Perinatal depression is a significant public health problem, not only affecting women, but 

children, families, and communities; it does not discriminate by age, race, culture, or economic 

status.  Despite the statistics and recommendations from ACOG and the USPSTF, no universal 

screening procedures or treatment options are required across the United States leaving women 
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and their children vulnerable. The barriers to treatment have been studied and documented time 

and again and yet no substantial change to date has been shown to improve rates of depression 

and mental illness in pregnant and postpartum women.  To make progress we must acknowledge 

the obstacles that are preventing women from receiving the care they greatly need.  Training 

providers in maternal mental illness management and educating patients about the risks of 

perinatal mental illness increases awareness, reduces stigma, and improves outcomes for women 

and their families. The screen and refer model has been shown to be ineffective in behavioral 

health uptake in patients because it does not address potential barriers or patient preferences.  

Direct care and collaborative models have been studied and have provided positive 

effects on women suffering from perinatal mental illness.  There have been several community 

and state level programs introduced around the United States that specifically target perinatal 

mental illness access, such as MCPAP for Moms in Massachusetts.  These programs are aimed at 

improving awareness, screening, referral, treatment and monitoring of maternal mental health 

disorders. Each of these programs is faced with its own unique culture and carries its own set of 

challenges.  Ultimately, for a program to be successful, it is vital to remove barriers and to 

involve providers, staff, and patients in the process.   

Theoretical Framework: Postpartum Depression Theory  

The Postpartum Depression Theory by Cheryl Tatano Beck serves as a theoretical 

framework for healthcare providers caring for women suffering from perinatal mood and anxiety 

disorders. The Postpartum Depression Theory was developed in 1993. The theory is broken into 

four major concepts: Mood Disorders, Loss of Control, Predictors and Risk Factors, and 

Symptoms. Within those four major concepts are additional concepts, for a total of 22. The first 
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two concepts, postpartum mood disorders and loss of control, were developed by Beck through 

her research using phenomenology and grounded theory (Alligood, 2014).   

Concept One: Postpartum Mood Disorders 

Beck’s early research began with postpartum women who were being discharged early 

from hospitals and not receiving proper follow-up care. Her concern was women developing 

maternity blues by not being properly assessed and cared for, and further problems that may 

develop for the mother and child. Maternity Blues is defined by Beck (2002) as a relatively 

transient, self-limiting time in the postpartum period that can result in melancholy or mood 

swings and affects up to 75% of women. Postpartum Depression is a nonpsychotic major 

depressive disorder that may begin as early as four weeks after delivery and occur anytime 

within the first year after childbirth (Alligood, 2014). Beck explained this as harder to treat than 

simple depression. Beck reports prevalence rates from 13 to 25% with approximately 50% of all 

episodes lasting longer than six months (Beck, 2002). Postpartum Psychosis is a rare psychotic 

disorder, occurring in approximately 1 to 2 per 1000 live births, that results in hallucinations, 

delusions, agitation, insomnia, and bizarre behavior.  Postpartum psychosis presents a medical 

emergency due to potential harm of mother and baby. This can be seen within the first few weeks 

after delivery but is not usually detected until serious harm has occurred (Beck, 2002). 

Postpartum Obsessive-Compulsive Disorder and Postpartum-Onset Panic Disorder have only 

recently been identified and have no prevalence rates. Postpartum Obsessive-Compulsive 

Disorder is characterized by repetitive and intrusive thoughts of harming the baby or harm 

occurring to the baby, fear of being left alone, or hypervigilance of protecting the baby. 

Postpartum-Onset Panic Disorder is described as acute onset of fear, anxiety, palpitations, and 

impending doom.  
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Concept Two: Loss of Control  

Beck wanted to go beyond defining the classes of postpartum mood disorders and to 

explore the lived experience of postpartum depression. She conducted a qualitative study 

involving 12 women who met in a support group for 18 months (Marsh, 2013). From this 

research is where the major assumptions and propositions of Dr. Beck’s theory exist. What she 

discovered from these support group sessions was that women felt an enormous loss of control. 

The women reported they felt they could not control their emotions, thoughts, or actions. Beck 

(1993) tilted this loss of control as “Teetering on the Edge” and defined it as “walking a fine line 

between sanity and insanity.” Within this loss of control, there are four stages: Encountering 

Terror, Dying of Self, Struggling to Survive, and Regaining Control.  

• Stage One - Encountering Terror - may occur within in the first few weeks after 

delivery through six months. Women in this stage may experience feelings of being 

trapped, horrifying anxiety attacks, and relentless obsessive thinking. This is 

described as occurring at all hours of the day/night preventing sleep and creating 

physical and psychological exhaustion. This physical and psychological exhaustion is 

described by Beck (1993) as enveloping fogginess and includes the inability to 

concentrate, involuntary responses, and loss of motor skills.  

• Stage Two – Dying of Self – women feel the loss of their identity and a robot-like 

feeling, void of caring and emotion. Women no longer take pleasure in formerly 

enjoyable activities and begin isolating themselves from their family and friends. 

Self- destructive thoughts start to occur, including thoughts of harming oneself and 

baby (Beck, 1993).  
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• Stage Three – Struggling to Survive – women find it difficult to participate in even 

simple daily activities. There is a desire to find resolutions and treatment, but often 

face disappointment, anger, and frustration with the system. This may be from lack of 

support from family and friends or lack of assistance or resources from health care 

providers. Women often turn to prayer and support groups for solace (Beck, 1993).  

• Stage Four – Regaining Control – A slow process and unpredictable transition. Good 

days can occur, and bad days will be encountered as well. Women often feel guarded 

in this stage, expecting the depression to return.  There is a mourning of lost time with 

their infant that cannot be recovered (Beck, 1993).  

Concepts Three through Fifteen: Predictors and Risk Factors 

 In 1998 and 2002, Beck conducted research to identify postpartum depression risk 

factors. From her research Beck developed a screening tool for clinicians to be able identify 

postpartum depression predictors and risk factors. The thirteen significant predictors identified 

include prenatal depression, childcare stress, life stress, social support, prenatal anxiety, marital 

satisfaction, history of previous depression, maternity blues, self-esteem, socioeconomic status, 

marital status, unplanned or unwanted pregnancy. Each will be briefly defined in the table 

below. 

Table 1 

Concepts Three through Fifteen 

 

Predictor                                                                Risk Factors 

___________________________________________________________________________ 



PERINATAL DEPRESSION PROGRAM 24 

 

 

 

Prenatal depression Can occur during any time of the pregnancy-strongest 

predictor of postpartum depression. 

 

Childcare stress May include infant health problems, difficulty 

eating/sleeping. 

 

Life stress 

 

Life stress can be positive or negative and may include: 

marital changes (e.g., divorce, remarriage), occupational 

changes, crises (e.g., accidents, financial stressors, death 

in the family).  

 

Social support Pertains to instrumental (physical) support – e.g., help 

with household chores, babysitting. Social network – 

e.g., spouse, family, friends, church group, including 

frequency of contact and ability to share personal 

matters.  

Prenatal anxiety Feelings of uneasiness or apprehension. Can occur 

anytime in the pregnancy.  

 

Marital satisfaction Degree of satisfaction is instrumental and includes 

aspects such as affection, communication, similarity of 

values (e.g., finances, child care) mutual decision 

making, and global well-being. 
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History of depression  Any reports of depression prior to pregnancy.  

 

Infant temperament   An infant’s disposition. One that is irritable, fussy, hard 

to console, puts a mother more at risk.  

 

Maternity blues  Prolonged episodes of maternity blues (lasting longer 

than ten days) may predict postpartum depression.  

 

Self-esteem Feelings of self-worth and acceptance. Low self-esteem 

reflects negative feelings of one’s capabilities as a 

mother.  

 

Socioeconomic status May include a combination of social and economic 

factors; lower socioeconomic status increases the risk for 

postpartum depression 

 

Marital status  Those women that are single or separated are at higher 

risk for postpartum depression 

 

Unplanned or unwanted pregnancy Another important risk factor. Of particular note, 

unwanted feelings toward the pregnancy after the initial 

ambivalence.  



PERINATAL DEPRESSION PROGRAM 26 

 

 

 

___________________________________________________________________________ 

                                                                                                                                 (Beck, 2002) 

Concepts Six through Twenty-Two: Symptoms 

 The final concepts of the Postpartum Depression Theory represent the symptoms of 

postpartum depression. The seven symptom areas include Sleeping/Eating Disturbances 

Anxiety/Insecurity, Emotional Liability, Mental Confusion, Loss of Self, Guilt/Shame, Suicidal 

Thoughts (Beck, 2002) and defined below.  

• Sleeping and Eating Disturbances – inability to sleep, tossing and turning, spontaneous 

waking, and difficulties falling back asleep regardless of the baby’s sleep schedule.  Loss 

of appetite and no desire to eat.  

• Anxiety/Insecurity – includes pacing, feelings of “jumping out of one’s skin” over 

attention to minor issues. Feelings of insecurity and being overwhelmed with her new 

role.  

• Emotional Lability – feelings that she is unable to control her emotions. Commonly 

characterized by irritability, explosive anger, crying for no particular reason, and fear of 

never being happy again.  

• Mental Confusion – characterized by an inability to concentrate, stay focused or on task, 

or inability to make decisions.  

• Loss of Self – Sense that their identity has changed since the birth of their infant, and 

fearful they will not be able to regain their former selves back.  

• Guilt and Shame – Perceptions of performing poorly as a mother, along with negative 

thoughts about her infant. Shame about these feelings makes it difficult to open up to 

others and delays diagnosis and treatment.  
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• Suicidal Thoughts – Women with frequent suicidal or harmful thoughts feel this is the 

only way to “escape the living nightmare” they are experiencing.  

 

Implications for Advanced Nursing Practice 

Dr. Beck’s Postpartum Depression Theory is an excellent example of a middle range 

nursing theory addressing a particular patient population and problem. Cheryl Beck continues to 

perform research on postpartum depression, along with validity of her screening tools. The tools 

Dr. Beck has developed directly relate to her theory.  In 1998, when researching for her meta-

analyses on postpartum depression predictors and risk factors, Dr. Beck developed a foci for 

testing, the Postpartum Depression Predictors Inventory (PDPI). In 2002, after additional 

research and testing, she revised this tool and added other predictors and risk factors. The PDPI-

Revised is an instrument administered by clinicians to determine whether a predictor is present 

or not in a woman being interviewed. The PDPI-Revised consists of 13 risk factors found to be 

related to postpartum depression; all have been found to be statistically significant (Beck, 2002). 

The first ten risk factors can be assessed during both the prenatal and postpartum periods.  The 

final three risk factors, childcare stress, infant temperament, and maternity blues are addressed in 

the postpartum period. The PDPI-Revised is a relevant tool for clinicians to be able to identify 

risk factors for postpartum depression. Once it has been determined that a patient has specific 

risk factors, interventions tailored to the risk factor can be initiated, i.e., 

personal/family/marriage counseling, WIC or child care assistance services, etc.  

In 2005, Beck published The Many Faces of Postpartum Depression. In this article, she 

described postpartum depression as an atypical depression, that presents differently than typical 

major depression. In fact, women experiencing postpartum depression face a combination of 
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anxiety and depressive symptoms. In the article Beck (2005) discussed that previous research has 

shown that the first five first symptoms of postpartum depression that present in order of 

frequency were anxiety, insomnia, agitation, irritability, and confusion, whereas depression was 

in 10th place. This information is of extreme importance for health care providers to be aware. 

Most providers link depression with depressive symptoms, as do most patients.  Inquiring about 

anxiety or irritability may prompt the provider to pursue further questioning and postpartum 

depression screening. Because of this research, Beck designed the Postpartum Depression 

Screening Scale (PDSS). This is a 35-item Likert-type response scale consisting of seven 

dimensions; these dimensions are sleeping/eating disturbances, anxiety/insecurity, emotional 

lability, mental confusion, loss of self, guilt/shame, and suicidal thoughts (Beck & Indman, 

2005). Each item describes how a mother may feel after giving birth.  Although this tool may 

take longer to administer by the clinician, it covers more of the areas of postpartum depression, 

i.e. anxiety, emotional lability (irritability), sleep disturbances, that other screening tools may not 

cover.  

The Postpartum Depression Theory serves as an excellent framework for reproductive 

health care providers as well as primary care and pediatric care providers.  Postpartum 

depression is a disorder that can develop any time in the first year after delivery. Typically, after 

six weeks postpartum, obstetric providers have relinquished care of the of these patients back to 

their primary care providers. For Medicaid patients, many obstetric providers do not accept 

gynecologic Medicaid and they must return to their primary care providers for any concerns with 

depression. It is essential that primary care providers are aware of the signs and symptoms of 

postpartum depression, that are atypical of major depression, as realized by Dr. Beck’s work. 
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Because of the frequency in which pediatric providers see newborns and infants, it is also 

important for them to be able to identify these signs for the well-being of the mother and baby. 

 

 

Project Design 

Project Goal 

The goal of this quality improvement project was to remove barriers, increase 

identification, and provide direct treatment and resources to women with perinatal depression by 

implementing and adapted version of the Massachusetts Child Psychiatry Access Project 

(MCPAP) for Moms program in an obstetric health department clinic.  

Project Objectives 

Outcome objectives. 1) Improve healthcare provider and clinical staff knowledge on 

perinatal depression and the MCPAP for Moms model. 2) One hundred percent screen rate of 

perinatal depression with the EPDS tool. 3) Provide direct treatment and resource options to 

patients with perinatal depression. 

Process objectives. 1) Education and training for the advanced practice registered nurse 

(APRN) and clinical support staff on perinatal depression and the MCPAP for Moms program. 

Pre-test and post-test of the perinatal depression training was conducted to evaluate the 

effectiveness of the training. 2) Screen every pregnant and postpartum patient at three specified 

screening intervals with the EPDS tool 3) Treatment of screen positive patients following 

MCPAP for Moms treatment algorithms. Provide perinatal depression resources supplied by 

Postpartum Support International (PSI.)  

Setting  



PERINATAL DEPRESSION PROGRAM 30 

 

 

 

This quality improvement project took place at a health department clinic in Northeast 

Florida. This clinic provides obstetric, gynecologic, and pediatric health care services to women 

and children in the Northeast Florida region. This clinic has a high Hispanic and Latina 

population and provides services to all socioeconomic groups including underserved and 

uninsured; a high-risk factor group for perinatal depression. This clinic routinely uses the Patient 

Health Questionnaire, 2-item depression module (PHQ-2) to conduct depression screening on all 

patients. This screen tool is embedded in their electronic medical record system and support staff 

must ask patients these questions. If a patient scores a three or higher on the PHQ-2, the medical 

records automatically populates the PHQ-9 to complete the screen.  Positive findings are 

discussed with the patients by the providers; the type of treatment is decided individually by each 

provider.  

Stakeholder Assessment 

The participants of this quality improvement project included the OBGYN clinical staff 

of the clinic.  The staff included one full-time nurse practitioner, one registered nurse, and two 

medical assistants. Key stakeholders initially approached included the nurse practitioner of the 

clinic, the office nurse manager and office administrator who expressed a strong desire to work 

with the author on initiating a perinatal depression screening and treatment program at their 

facility. Approval to initiate the project with this Florida Department of Health clinic was given 

by the Executive Community Health Nursing Director, however final approval was decided by 

the Florida Health Institutional Review Board.  

Timeline 

This QI project was conducted in an 18-week timeline. To commence the project, the 

nurse practitioner was given two weeks to complete an online training webinar.  After two 
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weeks, an in-person perinatal depression “lunch and learn” was conducted with all clinical staff 

and administrators introducing the MCPAP for Moms model. The author visited the clinic later 

that week to hang up PSI posters, give resource materials, and answer questions.  The author 

visited the clinic after the first week initiation to answer questions, and several times monthly 

thereafter to conduct chart reviews. The author was available by phone or text at any time. 

Retrospective data collection through chart audits took place during the project timeline.  Week 

14 concluded the project and the following month proceeded with prospective data collection.  

Permissions 

Permission to use Postpartum Support International’s (PSI) Frontline Provider Training, 

was granted by Wendy Davis, PhD, Executive Director. Postpartum Support International is a 

non-profit organization that provides support, education, advocacy, and research in the field of 

perinatal mental health. Permission to use the MCPAP for Moms program was authorized by 

Nancy Byatt, DO, MS, MBA, FACLP, medical director of MCPAP for Moms with the 

understanding that: 1) any new materials acknowledge that they were adapted from the MCPAP 

for Moms toolkit; 2) the original toolkit authors are acknowledged and included as part of the 

authorship/team if submitted for publication; and, 3) any new materials are sent to them.  The 

Edinburgh Postnatal Depression Scale, used as the screening tool in the MCPAP for Moms 

program, may be reproduced by users without seeking further permission providing they respect 

copyright by quoting the names of the authors, the title and the source of the paper in all 

reproduced copies (Cox, Hollden, & Sagovsky, 1987). Permission was given by Dr. Hirschfeld 

to use the Mood Disorder Questionnaire (MDQ) for bipolar screening of those applicable. 

Provider references and patient fact sheets on antidepressants use in pregnancy, and depression 

in pregnancy were provided by Brittany Ajoku, Teratogen Information Specialist with 
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MotherToBaby, with the understanding that they will be used only as resources for providers and 

patients and not published in any manuscripts.  MotherToBaby is a service of the non-profit 

Organization of Teratology Information Specialists (OTIS) that provides evidence-based 

information on the safety of medications during pregnancy and lactation. Regional and national 

resources were provided, and permission granted for use by Jenny Bowden, LMHC, Jacksonville 

coordinator of Postpartum Support International. Permission to use the PSI perinatal psychiatric 

consultation line as a component of this project was granted by Lianne Swanson, PSI office 

administrator.  

Intervention 

Training. 

To introduce the project, the APRN of the clinic had two weeks to complete the 

Postpartum Support International (PSI) Frontline Provider Training. This two-part, prerecorded 

continuing education webinar series, designed and presented by PSI experts. Part-one of the 

training included recognizing different presentations of perinatal mental health disorders, 

screening tools, and how to make an accurate diagnosis. Part-two of the training focused on 

psychopharmacological treatments during pregnancy and lactation. Prior to beginning the 

training course, the nurse practitioner completed a pre-test designed specifically for this course. 

After completing the training, the same test was completed and submitted to PSI for grading and 

4.5 continuing medical education (CME) credits. After completing the training course, a 

perinatal depression “lunch and learn” was provided for the nurse practitioner, clinical staff, and 

administrators at a department staff meeting. The lunch and learn was presented by the author 

and a psychiatrist from the University of Florida health system who is PSI trained and specializes 

in women’s mental health disorders.  This workshop included a PowerPoint presentation on 



PERINATAL DEPRESSION PROGRAM 33 

 

 

 

perinatal depression and the MCPAP for Moms model along with a question and answer session 

with the author and UF psychiatrist.  

Materials and Resources. 

A binder was provided that included the MCPAP for Moms toolkits and algorithms, fact 

sheets and references on antidepressant and depression exposure in pregnancy, and regional and 

national resources, that can be found on the program website and downloaded for free. The 

toolkits and algorithms assisted in perinatal depression screening, talking points, treatment 

considerations and methods.  The toolkits and algorithms included the following documents: 

Assessment of Depression Severity and Treatment Options, Summary of Emotional 

Complications During Pregnancy and the Postpartum Period, Key Clinical Considerations 

When Assessing the Mental Health of Pregnant and Postpartum Women, Depression Screening 

Algorithm for Obstetric Providers, Depression Screening Algorithm for Obstetric Providers 

(with suggested talking points), Edinburgh Postnatal Depression Scale (EPDS) (Appendix A), 

Bipolar Disorder Screen, Recommended Steps before Beginning Antidepressant Medication 

Algorithm, Antidepressant Treatment Algorithm.. During the perinatal depression lunch-and-

learn, it was decided to use the Mood Disorder Questionnaire (MDQ) in place of the bipolar 

screening tool suggested by the MCPAP for Moms program due to the providers familiarity with 

it. In primary care patients receiving treatment for depression, it has a 0.58 sensitivity rate and 

0.93 specificity rate (Hirschfeld et al., 2005).  

Along with the MCPAP for Moms algorithms and toolkits, the binder included patient 

resource fact sheets on sertraline, citalopram/escitalopram, fluoxetine, and depression in 

pregnancy for providers to give to patients. Reference articles on sertraline, fluoxetine, 

citalopram/escitalopram, and SSRIs were supplied for provider reference. The patient fact sheets 
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were found on the MotherToBaby website, and open to the public. The reference articles were 

supplied by MotherToBaby for provider use only. A list of regional and national resources was 

included in the binder that patients may be referred or suggested as a component of their 

treatment plan. This list included crisis intervention resources, online support resources, 

postpartum depression support groups, therapists, doulas and midwives, mom social groups, 

pregnancy and newborn education, prenatal and postpartum exercise classes, and breastfeeding 

resources. Along with the binder, an expanded file was given that included the EPDS screen 

sheets, perinatal depression flowsheets for patient charts (Appendix B), perinatal depression 

referral fax forms, PSI brochures in English and Spanish, and American Psychological 

Association (APA) brochures on postpartum depression. To raise patient awareness and reduce 

stigma of perinatal depression, PSI posters were hung in the waiting room and patient rooms in 

both English and Spanish languages.  

One suggested community-based resource was to utilize the Northeast Florida Healthy 

Start Coalition (Healthy Start). Healthy Start is a free home visiting program that provides 

education and care coordination to pregnant women and families of children under the age of 

three. Every pregnant woman in the state of Florida is required to be screened for risk factors and 

eligibility of the Healthy Start program at the first prenatal visit.  The goal of the program is to 

lower risk factors associated with preterm birth, low birth weight, infant mortality and poor 

developmental outcomes. Healthy Start programs include education and support in pregnancy 

and childbirth, newborn care, breastfeeding, and parenting. They also provide counseling 

services, smoking cessation, nutritional counseling, infant safety, home visiting, school 

readiness, child development education and support, and other community resources (Northeast 

Florida Healthy Start Coalition, 2019). Although the official positive score for referral to the 
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Healthy Start program is six, patients can be referred based on health care provider risk and 

needs assessment.  

Adaptation. 

An essential component of the MCPAP for Moms model are the perinatal psychiatrists 

within Massachusetts that are available to health care providers via telephone consult. Due to 

budget constraints, this component of the model was adapted by offering the PSI perinatal 

psychiatric consult line. The PSI perinatal psychiatric consultation line is a national service 

provided for medical professionals who have questions regarding perinatal mental health care or 

preconception planning.  This consultation service is available free of charge for medical 

providers only. Medical providers or their staff must fill out a consult request through PSI’s 

website. This request is acknowledged within 24 hours via email that includes a Signup Genius 

schedule of available psychiatrists or psychiatric nurse practitioners. The schedule is provided on 

a first come first serve basis. Due to budget constraints, a care coordinator was not provided to 

the clinic as seen in the original version of the MCPAP for Moms program.  

Implementation 

The project was implemented into the clinic following the perinatal depression “lunch-

and-learn” in service. The intervention was implemented on all patients, regardless of gestational 

age.  PSI perinatal depression posters were hung in the waiting room and patient rooms. Perinatal 

depression flow sheets were added to every current patient’s physical chart. Both medical 

assistants were given folders with EPDS screens, perinatal depression flow sheets, and perinatal 

depression referral fax forms to place with their files for easy access. The MCPAP for Moms 

program binder and additional resources were placed in the nurse practitioner office, per provider 

request. The MCPAP for Moms screening and treatment algorithms were implemented into the 
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clinic workflow. The three targeted screening intervals with the EPDS tool were the initial OB 

appointment, at (or around) 28-weeks’ gestation, and at the six-week postpartum visit. The EPDS 

was given to patients to complete at the beginning of those directed visits. Once completed, the 

nurse practitioner scored the responses followed by discussion with the patient on the results, 

implications, and treatment options if positive for depression.  For women who screened 

positive, the nurse practitioner followed the MCPAP for Moms algorithms, considering all 

treatment and supportive options, and patient preference. Patients were given resource materials 

for reference. If a referral was necessary, the nurse practitioner and support staff coordinated that 

effort. Along with routine screening, those women who had a positive result for depression were 

reassessed at subsequent visits and as needed per patient or provider concerns, treatments and 

services were adjusted as necessary. All documentation was recorded in the patient electronic 

medical record and perinatal depression flowsheet; the EPDS was scanned into the patient 

electronic medical record.  

Data Collection 

Training. 

To establish baseline knowledge prior to the PSI training webinar, the nurse practitioner 

of the host clinic completed a two-part pre-test designed specifically for the course. To evaluate 

the effectiveness of the training, the same tests were completed  after completing the training two 

weeks later and submitted for grading and continuing education credits.  

Screening, Identification, Treatment, and Resources. 

Chart reviews were conducted to analyze rates of perinatal depression screening and 

identification, and specific treatment and resources utilized. For pre-intervention data, 

retrospective chart reviews preceded the twelve months prior to project initiation. Chart reviews 



PERINATAL DEPRESSION PROGRAM 37 

 

 

 

for the post-intervention timeline consisted of prospective chart reviews in the 12-weeks after 

project implementation. To initiate retrospective and prospective chart reviews for data analysis, 

221 subject medical records were flagged as possibly meeting criteria for inclusion. Inclusion 

criteria for retrospective chart reviews included: 1) must be a patient at the host site clinic 2) 

must have greater than four obstetrical appointments in the previous 12-months.  Prospective 

inclusion criteria included: 1) must be a patient at the host site clinic, and 2) have at least one 

obstetrical appointment within the 12-week project timeline. Within the record, several areas 

were reviewed to obtain evidence of perinatal depression risk factors, screening, diagnosis, and 

treatment. Risk review included information gathered under clinical documents including the 

Healthy Start screen, scanned ACOG prenatal record, IMPLICIT (maternal depression screening 

program at pediatric well newborn visits), past medical history, family history, domestic 

violence/sex assault/human trafficking screens, demographics, and financial display. Screening, 

diagnosis, and treatment information was gathered within the electronic patient record under 

chief complaint, associated symptoms, depression screen (PHQ-2), context, neuro-psychiatric 

assessment, assessment comments, plan comments, medications, diagnosis codes, referrals, and 

scanned ACOG prenatal record. The perinatal depression flow sheet was also reviewed for those 

that fell within the prospective time frame. Patients that were past a screening interval upon 

project implementation, had not yet reached a specified screening interval in their pregnancy, 

transferred care during the course of their pregnancy, or skipped their postpartum appointment, 

were not counted against clinic statistics for the screening intervals missed due to these 

circumstances. 

Data collection revealed a couple of unexpected factors. Screening with the PHQ-2 

continued into the project protocol. Unprompted, the nurse practitioner began identifying 
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patients that were considered at-risk or with mild depressive symptoms with EPDS scores 

comparable to the McCabe-Beane et. al. (2016) study. Along with additional assessment, EPDS 

scores of five and six were considered at-risk and scores seven through nine falling within the 

mild category. The nurse practitioner began initiating early measures of prevention including 

additional follow-up screens, and counseling on additional measures to improve mental well-

being such as a well-balanced diet, exercise, outdoor activity, increased rest, and decreased 

stress.  Patient pamphlets were given on perinatal mental health topics and resource information 

of local and online support groups.   

Assurance of Privacy 

Permission was obtained through the Jacksonville University, Institutional Review Board 

to move forward with the project with final approval through the Florida Health Institutional 

Review Board. Informed consent to participate in IRB exempt research was obtained from the 

nurse practitioner and clinical support staff.  Chart audits (Appendix AA) were necessary to 

review past and post intervention screening, diagnosis, referral and treatment rates. Chart audits 

and data collection was conducted at the host facility in an area out of site from patients or 

unauthorized personnel. Health Insurance Portability Accountability Act (HIPAA) guidelines 

were followed to protect patient information during data collection. No identifying data was 

collected. All data collected was kept on an encrypted, password protected Jacksonville 

University server. All physical documents were kept in a locked cabinet in a locked room at the 

host site. 

Fiscal Considerations  

Initial start-up costs included the cost of PSI’s Frontline Provider Training - $200 with 

PSI membership discount. A $50 Visa gift card was given to the nurse practitioner for her 
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participation in the PSI training sessions, as time constraints required it to be completed on 

personal time. There was a consultation fee of $250 for the psychiatrist to assist with the 

perinatal depression workshop, and $224 for the lunch for those attending the lunch and learn. 

Laminated copies of the MCPAP for Moms toolkits and algorithms were made or $15. Posters 

from PSI were free to download; two large posters and four smaller posters were printed for $44. 

All of the resource materials were printed at the authors home for free; the binder for the 

MCPAP for Moms program, PSI resources, and MotherToBaby Fact sheets was $11, and the 

expanded file for additional resource materials was $15. Total costs for the program totaled 

$809. After these initial start-up costs, any further incurring expenses were minimal.  

Sustainability 

This adaptation of the MCPAP for Moms model is feasible and sustainable. By providing 

training, toolkits, algorithms, references and resources, health care providers are able to follow 

evidence-based screening and treatment guidelines in a relatively simple and efficient manner. 

The MCPAP for Moms program is free to use and easily accessible from their website. Low start 

up and maintenance costs make this model appealing for administrators. Online frontline 

provider training makes it convenient for training of health care providers. Providing regional 

and national resources from local PSI coordinators assists health care providers in treatment and 

management of perinatal depression. The PSI perinatal psychiatric consult line is free of charge 

and can assist health care providers with more complex cases they may face. 

Results 

Methods 

For evaluation of the PSI training webinar, pre-tests and post-tests were graded and the 

percentages compared. For evaluation of the intervention on screening, identification, treatment, 
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and resource allocation,  pre and post data are summarized using descriptive statistics, found in 

in Table 1. Continuous variables were summarized with descriptive statistics (n, mean, standard 

deviation [SD], median, minimum and maximum). Frequency count and percentage of patients 

within each category were provided for categorical data. To test for significant differences in 

percentage of patients screened positive, at risk or with mild depression between the 3 groups, 

Fisher’s exact test was used at 5% significance level. This test was considered instead of linear 

regression models adjusting for risk factors due to small rates observed in the 3 groups. The 

results of Fisher’s exact tests are summarized in Table 2. To account for the difference in 

evaluation lengths of the pre-intervention versus post-intervention groups, incidence rates and 

incidence-rate ratios of screened positive patients were calculated in 100 patient-year. The results 

are summarized in Table 3.1 and 3.2. Percentage of patients who benefited from early measures, 

community resources and no-medicated measures were compared among the three cohort groups 

using Fisher’s exact tests. The results are also reported in Table 2 

Training  

A significant improvement was noted from the pre-evaluation test versus the post-

evaluation tests in the PSI Frontline Provider Training Webinar. For part-one, a 41% increase 

was noted in post-evaluation score. Part-two demonstrated a 13% increase in the post-evaluation 

score. Combined, an overall 27% increase of post-test scores was noted following the PSI 

training.  

Patient Characteristics 

Given that the project protocol was initiated on every pregnant patient regardless of 

gestational age, some patients fell in both the preintervention and postintervention timelines.  



PERINATAL DEPRESSION PROGRAM 41 

 

 

 

The total number of patients in the cohort was 144. Out of those 66 (45.8%) were in the pre-

intervention group, 57 (39.6%) in the pre/post group, and 21 (14.6%) in post intervention group.  

The average number of visits equaled 9.9 (SD = 2.51) and 9.3 visits (SD = 2.99) in the pre-

intervention and pre/post groups, respectively. Of those in the pre/post group, there was an 

average of 4.6 (SD = 3.07) visits in the pre-intervention period and 3.5 (SD = 1.94) in the post-

intervention period. Patients that fell solely in the post-intervention time frame averaged 2.2 (SD 

= 1.19) visits within the project timeline. At the conclusion of chart reviews, patients in the 

pre/post and post-intervention periods averaged 1.2 (SD = 1.68) and 1.1(SD = 0.62) additional 

visits respectively. In the pre/post group, the average gestational-age at the first prospective visit 

was 22.1 (SD = 10.33) weeks’ gestation. In the post-intervention group, the average gestational-

age of patients first seen at the first prospective visit was 13.4 (SD = 4.52) weeks’ gestation.   

Screening 

For patients that fell in the pre-intervention period, 93.9% (n=62) were screened at least 

once in the perinatal period for depression. The most common tool used in the pre-intervention 

period was the PHQ-2 at 92.4% (n=61). The highest screened interval visit was the six-week 

postpartum appointment at 95% (n=38). One hundred percent (n=57) of patients that fell in the 

pre/post periods were screened at least once in the perinatal period. Chart reviews revealed that 

PHQ-2 screening continued into the intervention period at each patient visit.  In the pre/post 

group the most common tool used was the PHQ-2 at 98.2% (n=56), followed by the EPDS at 

63.2% (n=36). The highest percentage of EPDS screens per applicable patient in this category 

was at the six-week postpartum appointment at 86.7% (n=13), followed by 28-week screen at 

63.6% (n=21). Patients in this category were past the initial OB visit with project initiation. In 

the post-intervention period, 100% (n=21) of the patients who were screened at least once in the 
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perinatal period, both with the EPDS (n=21) and the PHQ-2 (n=21). One hundred percent (n=21) 

of patients were screened with the EPDS at the initial OB appointment, and 83.3% (n=5) of 

applicable patients at the 28-week screen. No patients in this category were applicable for a 

postpartum visit.  

Identification 

Among patients in the pre-intervention group three (4.8%) were screened positive and 

diagnosed with perinatal depression, compared to two (3.5%) in the pre/post intervention and 

one (4.8%) in the post-intervention. Those diagnosed in the pre/post group, were identified in the 

post-intervention time period. Therefore, the proportions of patients screened positive and 

diagnosed with depression were not found to be significantly different between the pre-

intervention and post-intervention groups  (p-value ≥ 0.05). However, the incidence rates of 

patients screened positive and diagnosed with depression per 100 patient-year in the post-

intervention group averaged 19.31 patients compared to only 4.84 patients in the pre-intervention 

group (Table 3.1.) The incidence rate  ratio (Table 3.2) in the post-intervention group versus the 

pre-intervention group was 3.99; indicating the incidence rate of patients screened positive and 

diagnosed with depression in the post-intervention group is four times higher to that in the pre-

intervention group. The chi-square test for significance difference between the incidence rates 

was not found to be significant (see Table 3.2). Significant differences were found with respect 

to the proportion of patients screened at-risk or with mild depression (Table 2.) Of those 

screened, 28% were identified as at-risk and 19% with mild depression in the post-intervention 

group compared to none in either category of the preintervention group.   
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Treatment 

No significant changes were noted in direct treatment or referrals to behavioral health in 

patients diagnosed with depression. In the pre-intervention group, one patient (n=1) was treated 

with antidepressants. Two patients (n=2) were recommended to see a counselor, but no referrals 

were made to mental health services. In the post-intervention group, one patient (n=1) was 

prescribed antidepressants one patient (n=1) referred to mental health services. A significant 

change in practice was noted post-intervention with implementation of early measures of at-risk, 

mild, or positive screen patients including counseling on non-medicated interventions (100%), 

additional screenings (90%), and written materials on national and community resources and 

support groups (70%).  

Secondary Analysis  

Risk factors of perinatal depression were analyzed across both preintervention and 

postintervention periods. The number one risk factor noted was low socio-economic status at 

84.7% (n=122) followed by being single at 60.4% (n=87), unintended pregnancy at 21.5% 

(n=31), less than high school degree at 20.1% (n=29), ‘other’ risk factors at 15.3% (n=22), teen 

pregnancy at 8.3% (n=12), inadequate social support 4.9% (n=7), history of mental illness 4.2% 

(n=6), stressful life events 2.1% (n=3), and history of perinatal depression 0.7% (n=1). Healthy 

start screens rates and referrals were analyzed for secondary analysis and recommendations. 

Questions six, seven and eight on the Healthy Start screen were analyzed as they inquire about 

history of mental illness, current depression symptoms, and feeling alone when facing problems. 

Because pre/post patients’ Healthy Start screens fell within the preintervention period, they were 

combined with preintervention patients for this analysis. The screen rate for the preintervention 

group equaled 43.9% (n=54) with a 29.6% (n=16) positive response rate to questions six, seven, 
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or eight. Only three (5.5%) patients that were screened were referred to Healthy Start, for 

resources unrelated to depression. During chart reviews it was noted that several Healthy Start 

screens were missed. Given 56.1% (n=69) of patients that fell within in the retrospective timeline 

were without a Healthy Start screen, risk factor rates could potentially be much higher. The 

missing screens were discussed with administration and the nurse practitioner and adjustments 

were made. Patients that fell in the prospective period had a 90.5% (n=19) Healthy Start screen 

rate. Of those screened, 40% (n=8) were positive on questions six, seven or eight. No patients 

that fell in this timeline were referred.   

Conclusion: Addressing Project Goals 

The goal of this quality improvement project was to remove barriers, improve 

identification, and provide treatment and resources to women with perinatal depression by 

implementing and adapted version of the Massachusetts Child Psychiatry Access Project 

(MCPAP) for Moms program.  

Removing Barrier: Education and Training  

Education and training was provided to the nurse practitioner and clinical staff on 

perinatal depression and the MCPAP for Moms program. Educating health care providers on 

perinatal depression addresses a key barrier on the “provider-level.”  To achieve this, the nurse 

practitioner was given comprehensive training by combining the PSI Frontline Provider Training 

with an in-person perinatal depression and MCPAP for Moms “lunch-and-learn” along with 

clinic staff. Though the “lunch-and-learn” training did not include a post-assessment component, 

there was a 27% overall improvement noted in test scores after completing the PSI Frontline 

Provider Training.  The education and training can also be measured by the success of the 

program, noted in screening, identification, treatments and resources addressed below,  
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To raise awareness and reduce the stigma associated with perinatal depression, posters 

were hung in the waiting rooms and patient rooms. During patient visits when the EPDS was 

given, patients were counseled on EPDS results. Regardless of score, patients and family 

members were counseled on signs and symptoms to look for, given written educational 

materials, and advised to call anytime with symptoms or concerns. Though not quantifiable, 

providing patient education and support increases trust and reduces the stigma associated with 

perinatal depression, a significant “patient-level” barrier. This goal was met.  

Identification: Universal Depression Screening. 

To increase identification of perinatal depression, screening with the EPDS screening tool 

was introduced to the clinic to be performed at the first prenatal visit, the 28-week visit, and the 

postpartum visit (typically at six weeks). For patients being screened at least once in the perinatal 

period, an overall 6.1% increase was noted between the pre-intervention and post-intervention 

groups. The highest EPDS screening rates were seen at the initial OB appointment (100%) in the 

postintervention group, followed by the six-week postpartum appointment (86.7%) in the 

pre/post group. The biggest challenge with screening was noted with the 28-week screen visit. 

However, a nearly 20% increase in screening rates was seen between the pre/post and the 

postintervention groups.  With diagnosis, the number of patients identified with mild depression 

or screened to be at risk was significantly improved. The proportion of patients screened positive 

for depression were not found to be significantly different between the pre and post-intervention 

groups (p-value ≥ 0.05). However, it must be noted the difference in time of evaluation between 

the pre-intervention (12-months) and post-intervention (12-weeks) groups. When accounting for 

this variable, the incidence rate of positive screening after the intervention was four times higher 

to that before the intervention. Although screening rates were shown to be improving, no 
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significant differences in identification were noted in the proportion of patients identified. This 

goal is ongoing.  

Access: Treatment and Resources 

Access to mental health interventions can be contributed to treatment and resources. The 

MCPAP for Moms program is designed to increase access to mental health interventions by 

training frontline providers and providing perinatal depression screening and treatment toolkits 

and algorithms. In the project timeline, no significant differences were seen in direct treatment of 

screen positive patients. However, this can be contributed to the significant difference in time of 

evaluation of the preintervention versus postintervention groups. Patient access to resources was 

by the far the most challenging aspect of this project. National, regional, and local resource 

information was provided by Postpartum Support International. However, many of these 

resources could not be utilized by the host site clinic as the vast majority of their patients are 

uninsured and without the means to pay out-of-pocket for services. Instead, a list was created 

from the PSI resource list in both English and Spanish languages, of free national, regional and 

local resources and support groups patients could utilize.  This may have attributed to the 

significant differences seen in the post-intervention groups that were counseled on non-

medicated interventions, community resources, and support groups. Improvements in resource 

access are needed, particularly in the uninsured. This goal is ongoing.  

Recommendations 

Training 

Because perinatal mood and anxiety disorders are complex and often misunderstood, the 

author felt the PSI Frontline Provider training coupled with the perinatal depression lunch-and-

learn would give the nurse practitioner and clinic staff a thorough review of the subject and 
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project. It is unrealistic to imply obstetric clinics must hire outside professional consults to train 

providers and staff on perinatal depression. The online component of the PSI training makes it a 

convenient option as it can be taken at any time, pace, and setting. For future trainings and 

implementation, the author recommends the PSI Frontline Provider training webinar coupled 

with the online MCPAP for Moms PowerPoint for a comprehensive review of perinatal 

depression and the program model.   

Risk Factors, Early Identification, and Prevention 

In early 2019, the U.S. Preventative Task Force released recommendations on prevention 

of perinatal depression for at risk women. Recommendations include counseling interventions 

such as cognitive behavioral therapy (CBT)  and interpersonal therapy (IPT) for women with one 

of more of the following risk factors: a history of depression, current depressive symptoms (that 

do not reach a diagnostic threshold), certain socioeconomic risk factors such as low income, 

adolescent, or single parenthood, recent intimate partner violence, elevated anxiety symptoms, or 

a history of significant negative life events (U.S Preventative Task Force, 2019). Grouped CBT 

and IPT programs have proven to be successful in high risk groups. “Mothers and Babies”  is one 

such program that involves weekly grouped CBT sessions for six to twelve weeks during 

pregnancy with two to five postpartum booster sessions (Le, Perry, Mendelson, Tandon,& 

Muñoz, 2016) These sessions involve subjects on mood and health; physiological effects of 

stress; the importance of pleasant and rewarding activities; how to reduce cognitive distortions 

and automatic thoughts; the importance of social networks, positive mother-child attachment, 

and parenting strategies to secure attachment in infants and promote child development Le, 

Perry, Mendelson, Tandon,& Muñoz, 2016). This program was studied in high-risk Latina 

women and low socioeconomic groups with clinical success and patient satisfaction.   
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Early detection of and prevention of perinatal depression can be achieved by identifying 

risk factors. Risk factors for perinatal depression can be identified by reviewing the Healthy Start 

screen form, a tool already utilized in every obstetrical office on every pregnant patient at the 

first prenatal visit. Utilizing and repurposing the Healthy start screening tool saves time, money, 

and resources. Creating a grouped CBT or IPT program for at-risk women to prevent or reduce 

depression would be a valuable format for this health department setting, as it is clinically 

beneficial and cost-effective. Grouped counseling can create a safe space for women to share 

experiences in a non-threatening environment. This format would also give women the 

opportunity to build healthy relationships and create a social support network.  

Screening  

 According to the American Psychological Association (2019) approximately half of 

women diagnosed with postpartum depression began experiencing symptoms earlier in 

pregnancy. Although most obstetric practices have been screening for postpartum depression for 

many years, screening for depression in pregnancy is only just becoming common practice.   

Universal screening of pregnant women is essential in early identification and management of 

the disorder. Currently there are no set recommendations when screening should occur in 

pregnancy.  The American College of Obstetrics and Gynecology (2018) recommends that all 

obstetric providers complete a full assessment of mood and emotional well-being, including 

screening for depression and anxiety with a validated tool, during the comprehensive postpartum 

visit. If a patient is screened in pregnancy, additional screening should also be completed at the 

postpartum visit. Postpartum Support International (n.d.) recommends women be screened at the 

first prenatal visit, once in the second trimester, once in the third trimester, at the six week or 
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first postpartum visit, at six and twelve months postpartum in the obstetric or primary care 

settings, and during the three, nine, and twelve-month pediatric well visits.  

For this project the author recommended women be screened at three separate visits; the 

first prenatal visit, during 28-week visit (or gestational diabetes, glucose tolerance test (GTT) 

visit), and the six-week postpartum visit. The initial prenatal visit is a vital opportunity to gauge 

any previous history of depression and any other risk factors for perinatal depression. It can also 

serve a baseline for future screens results. The GTT visit is an opportune time for depression 

screening as this a longer prenatal appointment and will give health care providers more time for 

discussion, if a positive depression screen is noted. The six-week postpartum visit has 

conventionally been the only postpartum visit. For those providers that have begun seeing 

women at three and six-weeks postpartum, the first postpartum visit is optimal to screen, as the 

six-week visit can serve as follow-up if initiation of treatment is necessary.  

As noted in the results, the 28-week trimester screen opportunity was found to have the 

most missed or inconsistent screenings. This may have been equated to competing 

responsibilities of the support staff. This may also be due to the author not being specific enough 

on the perinatal depression flowsheet. During the perinatal depression lunch and learn it was 

discussed to perform this screen at the 28-week gestational diabetes (GTT) screen visit. 

However, on the perinatal depression flowsheet “2nd/3rd trimester screen” was listed due to 

varying gestational ages the GTT screen is done (typically between 26-28 weeks). Data 

collection and analysis took this into consideration and credit was given for screens that fell in 

either trimester. The author recommends several solutions to increase screenings at this interval: 

1) embedding an automatic reminder system in the electronic medical record, 2) adding three 

EPDS screen sheets to every patients paper chart at the first prenatal visit to serve as reminders 
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3) place EPDS screen sheets in the lab and patient rooms for easy access  4) change the wording 

on the perinatal depression flowsheet to read “28-week visit” or “GTT screen visit.”  

Treatment 

          Studies have shown that patients often prefer to be treated for depression by their 

obstetricians or primary care providers (Flynn, Henshaw, O’Mahen, & Forman, 2010) 

(Goodman, 2010).  Treating women with perinatal depression in pregnancy and lactation can 

prove challenging. Several factors must be considered when managing perinatal depression 

including: treatment setting, risks of treatment versus risks of not treating, severity of depression, 

history of prior treatment, and adherence (ACOG, 2018). Thorough discussion on these topics 

should be conducted, questions answered, and resources provided to allow patients to make 

informed decisions. Regardless of treatment or refusal, active follow-up should be maintained 

once a positive screen has been identified.  It is recommended to continue providing patients that 

are considering treatment with medication the MotherToBaby patient fact sheets or direct them 

to the MotherToBaby website. MotherToBaby provides evidence-based information on 

antidepressants in pregnancy which is especially helpful in patients who are on the fence about 

taking medication in pregnancy or lactation. If providers have questions about treatment 

initiation or management the PSI perinatal psychiatric consult line is an excellent resource. 

Though not a real-time psychiatric line, it is a free service with experts in the field of perinatal 

mood and anxiety disorders.   

Resources 

A common challenge state run health department clinics face is finding referral providers 

that accept Medicaid, particularly mental health providers. An additional challenge this particular 

clinic faces is that the many of their patients are immigrants or refugees and do not qualify for 
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any insurance, including Medicaid. These patients receive a department of health clinic-card, 

which is a sliding-scale, self-pay system that covers prenatal visits and contracted consult 

providers and facilities, for specific services. The department of health does not employ or 

contract mental health providers. Patients that have a clinic card and need to be referred for 

mental health services have to pay out of pocket; therefore, most go without these services.  

Aside from the free resource list previously discussed, it was recommended that patients who 

require counseling services be referred to Healthy Start. As reported, Healthy Start screening 

began to show improvement as the project progressed, though referrals did not. On the authors 

last day at the clinic, two representatives from Healthy Start Coalition were brought in for an in-

service to discuss Health Start screen and referral procedures and services provided. Contact 

information was also provided to the clinic explaining who should be contacted if a provider 

feels a patient may benefit from Healthy Start services later in the pregnancy, past the first 

prenatal visit and initial Healthy Start screen.  

Other resources that would be beneficial for this program would be a care 

coordinator/referral coordinator as seen in the original MCPAP for Moms program, an in-house 

licensed clinical social worker (LCSW) that could provide counseling services to patients 

directly at the clinic, and a real-time perinatal psychiatrist or consult service that can utilized for 

treatment guidance. Last year, Florida was one of seven states that received grant funding from 

the Human Resources and Services Administration to initiate and maintain perinatal depression 

programs in three counties, including Duval County. Program directors for the development of 

this project, called Florida BH IMPACT Project, include two perinatal depression behavioral 

health experts from Florida State University, College of Medicine. The author reached out to 

discuss the project, challenges, and resources needs of the clinic and community. Currently, 
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discussion is ongoing with Florida BH IMPACT Project directors and health department 

administrators to see if any grant funding can be allocated for additional resources and continued 

support of this perinatal depression program. 

Final Thoughts 

Results revealed that while the project was successful at increasing screening rates with a 

validated tool specific for perinatal depression, it is still to be seen if it has significant impact on 

diagnosis and treatment. ACOG (2018) recently updated its stance that perinatal depression 

screening alone can have positive clinical benefits. However, a successful perinatal depression 

program is one that involves treatment and ongoing management. Although early statistical data 

for this project has shown an improvement in these areas, continued monitoring is needed to 

identify greater trends in perinatal depression screening, diagnosis and treatment.  
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