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PARTICIPANT HANDOUTS 
Perinatal Mental Health 

Awareness, Screening and 
Treatment   

 
Thank you for attending today’s training. By doing so you are strengthening the ability of your 

community-based and patient-directed health center to deliver comprehensive, culturally competent, 
high-quality primary health care services. The CHAMPS 2023 Maternal Health Learning Series is a free 
series that was created in partnership with the HRSA Office of Intergovernmental and External Affairs 

(IEA) Region VIII Office. 
 

Presented by: 
Robin Landwehr, DBH, LPCC, NCC, Spectra Health; and Amy Ushry, MPH, BSN, RN, CCM 
American Congress of Obstetricians and Gynecologists (ACOG) 
 
 

Target Audience: 
This series is intended for integrated clinical care teams that may include clinical leadership, 
clinicians, and clinical support staff at Region VIII (CO, MT, ND, SD, UT, WY) health centers. 
 

Event Overview: 
This session brings awareness about common perinatal mental health concerns often 
experienced by persons during pregnancy and in the first year postpartum. Information 
about validated screening tools appropriate for use in various settings will be discussed 
along with a brief overview of treatment options. Additionally, a presentation of ACOG’s 
Alliance for Innovation on Maternal Health (AIM) Perinatal Mental Health Conditions and 
Substance Use Disorder Patient Safety Bundles. 
 
Learning Objectives: 
Upon completion of this session, participants should be able to: 

1. Describe three differences between Baby Blues and Perinatal Depression. 
2. Consider other persons, besides the biological mother, who may be impacted 

by perinatal mental health concerns. 
3. Identify two perinatal depression screening tools appropriate for use during 

pregnancy and postpartum. 
4. Discuss an initial perinatal suicide risk assessment. 

CHAMPS ARCHIVES 
This event will be archived online. This online version will be posted within two weeks of the 
live event and will be available for at least one year from the live presentation date. For 
information about all CHAMPS archives, please visit http://champsonline.org/events-
trainings/distance-learning/online-archived-champs-distance-learning-events.  
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DESCRIPTION OF CHAMPS 
Community Health Association of Mountain/Plains States (CHAMPS) is a non-profit 
organization dedicated to supporting all Region VIII (CO, MT, ND, SD, UT, and WY) 
federally-designated Community, Migrant, and Homeless Health Centers so they can better 
serve their patients and communities. Currently, CHAMPS programs and services focus on 
education and training, collaboration and networking, workforce development, policy and 
funding communications, and the collection and dissemination of regional data. Staff and 
board members of CHAMPS Organizational Members receive targeted benefits in the areas 
of business intelligence, networking and peer support, recognition and awards, recruitment 
and retention, training discounts and reimbursement, and more.  
 
For over 35 years, CHAMPS has been an essential resource for Community Health 
Center training and support! Be sure to take advantage of CHAMPS’ programs, products, 
resources, and other services. For more information about CHAMPS, please visit 
www.CHAMPSonline.org. The Happenings box on the lower left side of the CHAMPS home 
page highlights the newest CHAMPS offerings, while the CHAMPS Membership box on the 
lower right side of the page lists current benefits for CHAMPS Organizational Members. 
 
SPEAKER BIOGRAPHY 
Robin Landwehr is a Licensed Professional Clinical Counselor (LPCC) who holds a Master of 
Science degree in mental health counseling from Capella University, and a Doctor of 
Behavioral Health (DBH) degree from Arizona State University. Dr. Landwehr spent several 
years providing counseling and advocacy to survivors of intimate partner violence and 
managed a 110-bed shelter for survivors. She also coordinated a unit at a homeless shelter 
and served as the behavioral health director at a Federally Qualified Health Center where 
she helped establish a Medication Assisted Treatment Program for people with opioid use 
disorder. During her career, Dr. Landwehr has been fortunate enough to be involved in 
numerous writing projects, provided many trainings, practiced as part of a collaborative 
care team, and provided clinical supervision. Dr. Landwehr’s experience as a clinical 
counselor includes assisting individuals struggling with trauma, depression, anxiety, health 
behaviors, substance abuse, and other issues. She is a certified instructor in the Question, 
Persuade, Refer (QPR) and Counseling on Access to Lethal Means (CALM) suicide prevention 
programs. Some of the work she has been most proud of was working as a volunteer for the 
Disaster Mental Health (DMH) team at the American Red Cross. 
 
Amy Ushry is a Senior Nurse Program Manager at the American College of Obstetricians and 
Gynecologists (ACOG). In her role, Ms. Ushry has managed projects addressing preventable 
maternal mortality and severe maternal morbidity, perinatal substance use disorders, health 
equity, and respectful care. She also supports the Alliance for Innovation on Maternal Health 
(AIM)’s patient safety bundle work with specialization in the Care for Pregnant and 
Postpartum People with Substance Use Disorder bundle and Perinatal Mental Health 
Conditions bundle. Ms. Ushry has a background in public health nursing and holds a 
Bachelor of Arts in public health, Bachelor of Science in nursing and Master of Public Health 
from Johns Hopkins University. 
 

http://champsonline.org/about/champs-overview/champs-organizational-members
http://www.champsonline.org/
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Disclaimer and Funding Statement
This presentation was prepared for Mountain Plains Mental Health Technology Transfer Center 
(Mountain Plains MHTTC) under a cooperative agreement from the Substance Abuse and Mental 
Health Services Administration (SAMHSA). All materials appearing in this presentation, except that 
taken directly from copyrighted sources, are in the public domain and may be reproduced or 
copied without permission from SAMHSA or the authors. Citation of the source is appreciated. Do 
not reproduce or distribute this presentation for a fee without specific, written authorization from 
the Mountain Plains MHTTC. 

At the time of this presentation, Tom Coderre served as acting SAMHSA Assistant Secretary. The 
opinions expressed herein are the views of Robin Landwehr and do not reflect the official position 
of the Department of Health and Human Services (DHHS), or SAMHSA. No official support or 
endorsement of DHHS, SAMHSA, for the opinions described in this presentation is intended or 
should be inferred.

The work of the Mountain Plains MHTTC is supported by grant H79SM081792 from the 
Department of Health and Human Services, Substance Abuse and Mental Health Services 
Administration.



The Mountain Plains 
Mental Health Technology Transfer Center

The Mountain Plains Mental Health Technology Transfer 

Center (Mountain Plains MHTTC) provides training and 

technical assistance to individuals who serve persons with 

mental health concerns throughout Region 8 (Colorado, 

Montana, North Dakota, South Dakota, Utah and Wyoming).

We belong to the Technology Transfer Center (TTC) 

Network, a national network of training and technical 

assistance centers serving the needs of mental health, 

substance use and prevention providers. The work of the 

TTC Network is under a cooperative agreement by the 

Substance Abuse and Mental Health Service Administration 

(SAMHSA). 



https://mhttcnetwork.org/centers/global-mhttc/racial-equity-cultural-diversity


Objectives

• Describe three differences between Baby Blues and Perinatal Depression

• Consider other persons, besides the biological mother, who may be impacted by 
perinatal mental health concerns

• Identify three perinatal depression screening tools appropriate for use during 

pregnancy and postpartum

• Discuss an initial perinatal suicide risk assessment



What is Perinatal Mental Health (PMH)?

• Mental Health: 

• A state of well-being

• Person realizes their abilities and can cope with stressors in life

• Works productively

• Contributes to society (Shorey and Chan, 2020)

• Perinatal Period: 

• Time frame that includes pregnancy and first year postpartum

• Perinatal Mental Health: 

• The state of well-being during the perinatal period



Perinatal Mental Health

• For years perinatal mental health seemed to be discussed only as 
postpartum depression 

• Now we have a better understanding

• A person goes through many hormonal, physical, emotional, and 
psychological changes during the perinatal period…ALL impact PMH

• PMH does not impact just one person

• PMH affects many people and potentially many generations

• PMH disorders are a spectrum of experiences and conditions

• Include anxiety, depression, psychosis, suicide, perinatal substance 
use disorders, complicated grief after perinatal loss, and more

• Without treatment PMH disorders can become chronic and persist 
through more than one pregnancy (MHTTC, 2021)



PMH Stigma May Lead to Lack of Care
• PMH is still stigmatized; many persons are still not coming forward to seek help

• Stigma may hinder a person’s recognition of the presence of PMH distress and may reduce 
likelihood that they disclose their symptoms to a loved one or health care professional 
(O’Mahen & Flynn, 2008)

• People report feeling ashamed that their perinatal mental health concerns and symptoms 
may be seen as signs of personal failure; they fear their social network will disapprove 
(Fonseca et al., 2018)

• Stigma noted to be the most important barrier to the help-seeking process
 (Silva, 2015; as cited in Fonseca et al., 2018)

• Up to 50% of mothers will not seek treatment for PMH concerns (CDC, 2008)

• Stigma strongly associated with shame, fear of being labeled as “mentally ill” or being 
judged by health care providers (Bilszta et al., 2010) 

  Stigma is enhanced if pregnant person also has a substance use disorder 

• Many report fear of social service or child protection involvement (McLoughlin, 2013)

• Society often has unrealistic, idealized expectations of motherhood (McLoughlin, 2013) 

• Persons may experience guilt for not meeting their OWN expectations of motherhood AND 
the expectations of others



Perinatal Mental Health Disorders

• Postpartum Blues (“Baby Blues”): Mild and short-term mood 
experience that results after pregnancy and resolves without 
intervention

• Perinatal Depression: Major depressive disorder that occurs during 
pregnancy or within a year after delivery

• Antenatal Depression (AND): Major depressive disorder that occurs 
during pregnancy

• Postpartum Depression (PPD): Major depressive disorder that 
occurs after delivery
 • It is believed that majority of cases of PPD are preceded 
   by depression during pregnancy
 • Most experts now argue that the time of onset for 

symptoms should really be extended through the first 
year after delivery (Howard & Khalifeh, 2020)



Multifactorial Risk Factors for PMH Disorders

• Trauma History

• Adverse childhood experiences (ACES) (Byatt et al, 2020)

• Includes interpersonal violence, intimate partner violence

• Personal history of depression/anxiety/PMS or family history of 
depression

• Personal History of physical or sexual abuse

• Lack of social support

• Higher risk pregnancy: gestational diabetes, pre-term labor/birth*, 
pregnancy loss, adolescent parent

• Poverty, lack of financial support

• Substance misuse and substance use disorders (Prevatt et al., 2017)

• Sometimes there may not be significant risk factors!



The Baby Blues
• Not considered a disorder; the most common experience affecting pregnant persons after 

delivery

• Will impact between 50-80% of people within 1-2 weeks after birth; severity can vary

• Why do the Blues happen?

• Biological

• Hormonal changes after delivery

• Estrogen and Progesterone decrease quickly by up to 90% over first few days

• Physiological pain associated with healing, uterus contracting, breast pain with 
lactation

• Sleep changes

• Psychological

• History of anxiety or depressive disorders or PMS

• Fear about health and life of infant

• Uncertain about change to maternal life (family dynamics, career, financial)

• Concerned with physical changes (weight, “reduced attractiveness”) (Banasiewicz et al., 2020)



The Baby Blues
• Environmental

• Support systems and living circumstances 

• Symptoms

• Crying, anxiety, emotional lability (“rollercoaster”), irritability, 
fatigue and trouble sleeping, lack of interest in food

• Usually begins about 3-4 days after delivery, peaks within 2-5 
days of onset

• Occasionally symptoms can last longer but symptoms do not 
tend to worsen

• Typically, does not interfere with daily functioning

• Baby Blues do not progress in severity and typically resolve 
on their own within 10-14 days



Maternal Perinatal Depression (MPND)

• MPND is most under-diagnosed obstetric complication in U.S. 
(Dagher et al., 2021; PSI, 2021)

• Affects at least 1 in 7 pregnant persons

• Estimated that up to 26% of adolescents are affected

• 50-70% of mothers go undetected & 85% go untreated

• Some studies have estimated PPD to be as high as 40-60% among 
teenagers or those of lower socioeconomic status

• Emerging research suggests more mothers developed MPND

   during the COVID pandemic (~34%)



Maternal Perinatal Depression
• Symptoms are identical to non-perinatal major depression

• Depressed mood (self-report or observed) present most of the day

• Loss of interest in usual activities or pleasure

• Changes in sleep patterns

• Agitation

• Feelings of worthlessness or guilt

• Loss of energy or fatigue

• Inability to concentrate

• Change in weight or appetite 

• Suicidal ideation, attempt or recurrent thoughts of death



Maternal Perinatal Depression

• Persons with MPND may experience decreased social support, more 
difficulty with self-care, poor nutrition and weight gain, and increased 
partner conflict

• MPND is a risk factor for perinatal substance use disorders and 
vice versa

• Perinatal depression and anxiety are significantly associated with binge drinking and 
use of tobacco and other drugs

• Untreated MPND associated with:

• Higher incidence of preeclampsia

• Failure to initiate breastfeeding or shortened duration of breastfeeding

• Maternal suicide (Van Niel & Payne, 2020)



Antenatal Depression 
• Less focused on in practice

• Persons often reluctant to share symptoms of sadness because of expectation of happiness 
during pregnancy

• What about emotions of persons with mistimed pregnancies?

• Higher tendency to focus on physical health during pregnancy

• Providers and clients may misinterpret depression symptoms as complaints about common 
discomforts of pregnancy

• Sleep, body aches, headaches, “pregnancy brain” 

• Worries about previous pregnancy history, complications, and/or losses might trigger more                                    
anxiety or depression (Biaggi et. al, 2016)



Postpartum Depression (PPD)
• Affects ALL cultures, ages, incomes,                                              races, 

& ethnicities

• First time mothers, & those who deliver                                            
prematurely, have higher rates of PPD (Banasiewicz et al., 2020)

• 1 in 7 people will develop 

• ~20% of persons with Baby Blues will develop PPD

• Symptoms usually present within 3 weeks                                               
to 3 months after birth 

• Peak: 2nd month PP

• Risk remains up to 1 yr 

• Some evidence suggests the accumulation of stressors in the 
first year after delivery contributes to the onset or recurrences of 
depressive episodes (Dagher et.al., 2021)

• Think about all of the changes going on!

PSI, 2021



Potential Concerns if PD is NOT Treated

Antenatal Depression
• Maternal Impact

• Poor sleep

• Less likely to breastfeed

• Paternal depression

• Potential impact on bonding

• Increased risk of preeclampsia, 
placental abnormalities, miscarriage

• Associated with development of 
PPD 

• Fetal Impact

• Delayed fetal development

• Higher rates of prematurity

• Low birth weight

Postpartum Depression
• Unplanned weaning from breastfeeding 

or lactation failure

• Newborn stress

• Impaired bonding and attachment

• Children’s emotional health can be 
adversely affected through the school-
age years

• May trigger onset of chronic major 
depressive disorder: 

• 1 in 3 will struggle with depressive 
symptoms at least four years after delivery

• GREATEST risk factor for maternal 
suicide and infanticide



Treatment for Maternal Perinatal Depression

• MPND does not usually resolve without treatment 

• Can become a chronic disorder that persists through more than one 
pregnancy (Meltzer-Brody & Steube, 2014)

• Symptoms can worsen quickly!

• Treatment options often include a combination of

• Counseling

• Cognitive behavioral therapy, individual and group therapy

• Medication

• Many options, even with breastfeeding!

• Typically SSRIs are first line (most work well with breastfeeding)

• Support from others

• Exercise & a healthy diet

• Adequate sleep

• Relaxation techniques (Kroska & Stowe, 2020)

• Usually encourage treatment for at least 6 months after symptoms resolve



Fathers, Partners, Non-Gestational Parents 
• Paternal Perinatal Depression is less researched and not as defined

• About 8-25% of fathers will experience PPND (Bruno et al, 2020; Scarff, 2019)

• Up to 50% if concomitant depression in partner

• Highest rates occur within 3-6 months postpartum, but can develop over the first year

• Some may experience “Daddy Blues” 

• Male risk factors

• History of depression, unstable relationships, financial concerns, sick or premature baby; mistimed pregnancy 

• Common paternal PPD symptoms

• Typically, less sadness than mothers express

• Fatigue and exhaustion

• Irritability, agitation, and/or anger

• Feel of worthlessness; self-criticism

• Loss of interest in activities that used to bring them joy; restlessness

• Engagement in risky behaviors like abusing substances

• Shortness of breath or heart palpitations 



Fathers, Partners, Non-Gestational Parents 

• Less research available regarding experiences of non-gestational and non-biological 
parents (second parent in a same-sex relationship, multiple parents in a polyamorous family, foster 
parents, or adoptive parents)

• One meta-analysis: 3-6 months postpartum had highest rate of depression for 
partners (Paulson & Bazemore, 2010)

• Perinatal period may be especially challenging for sexual minority mothers

• Additional associated stressors with belonging to a sexual minority group include 

higher general risk for depression, anxiety, suicidality and substance misuse

• Stigma and discrimination might increase vulnerability to perinatal depression

• Greater likelihood of planned pregnancies and more equitable distribution of parenting 

duties often observed in two-mother families might be protective (Marsland, Treyvaud, & Pepping, 

2021)



Adoptive Parents
• About 10-30% of adoptive parents may experience postpartum depression

• This is sometimes called, Post-Adoption Depression (Foli et al., 2017; Mott et al., 2011)

• Unique challenges to the transition to parenthood:

• Loss of gestational experience

• Family and friends

• Don’t recognize outward signs of pregnancy or impending parenthood

• May not appreciate need for and importance of still providing support

• Stigma

• Societal approval or disapproval of adoption

• Uncertain or traumatic adoption process

• Long wait times

• Contributing factors often surround expectations

• Parents, “mothers”, must know how to do this

• Child may have difficulty with attachment, bonding, needs 



Perinatal Suicide
• Leading cause of maternal death

• Estimated maternal suicide rate of 1.5-4.5 per 100,000 people

• About 40% of those who complete perinatal suicide have seen a 
PCP within one month of attempt

• U.S. does NOT have a good system for identifying maternal deaths 
from suicide (i.e. some states include accidental overdose in this 
category); especially beyond first 6 months PP

• Perinatal people most frequently complete suicide between 9-12 
months postpartum

• Of those who die by suicide in first 6 months PP, primary 
diagnoses:

• 21%-severe depression

• 31%- substance use disorders

• 38%- psychosis (Sit et al., 2015)

• Suicidal ideation is predictor of suicide and postpartum depression



Perinatal Suicide
• Risk factors

• History or psychiatric illness

• Those with history of bipolar disorder at higher risk than those 
with unipolar depression

• History of suicide attempts

• Abrupt stopping of psychotropic medications during pregnancy

• Postpartum sleep disturbances

• IPV

• Stillbirth (Lisette & Crystal, 2018; PSI, 2021;Mangla et al., 2019)

• Possible behavioral clues

• Decreased responsiveness to infant cues and less infant 
engagement with mothers



Suicide Warning Signs and Cues  
• Verbal 

• Direct – “I’m going to kill myself.” “If my wife leaves me, I’m going to kill myself.”

• Non-Direct – “I can’t handle this anymore.” “I useless for my family anyway. They 
would be better off without me.” 

• Behavioral

• A relapse 

• Stockpiling meds/purchasing a weapon 

• Giving things away 

• Demonstrating anxiety/sleep deprivation 

• Situational 

• An embarrassing situation 

• Fear of consequences/Loss of freedom

• Relationship / Financial crisis 

• Terminal diagnosis 

• Move/death

• Knowing someone who has died by suicide 



The Three ‘I’s of Depression (Chiles, J. & Strosahl, K. (2005).

• Intolerable – “This pain is too great to bear.” 

• Interminable -  “This pain will never end.”

• Inescapable – “There is no way out.”  



Screening, Brief Intervention, 
and Referral to Treatment 
(SBIRT) 



Screening for Perinatal Depression
• The United States Preventive Services Task Force

• Recommends all adults be screened for depression, including 
pregnant and postpartum people, and that clinicians provide or 
refer pregnant and PP people who are at increased risk to 
counseling 

• The American College of Obstetricians and Gynecologists

• Recommends obstetric care providers screen patients for 
depression and anxiety symptoms at least once during the 
perinatal period and conduct a full assessment of mood and 
emotional well-being during the comprehensive postpartum visit

• The American Academy of Pediatrics

•  Recommends routine screening for maternal postpartum 
depression be integrated into well-child visits (Bauman et al., 2020; Van Niel & Payne, 
2020)



However, According to the CDC

• About 1 in 5 people were not asked about symptoms of 
depression during a prenatal visit

• 1 in 8 were not asked during a postpartum visit

• As a result:

• 50-70% of persons with MPND continue to go undetected 

• 85% of persons with MPND continue to go untreated (CDC, 2020; 

Dagher et al., 2021; PSI, 2021)



Screening for Perinatal Depression

Who & How to Screen?
• Healthcare providers are encouraged 

to screen all clients for depression

• We shouldn’t “Pick and Choose” 
who gets screened based on 
appearance, bias

• Asian women were 19% less 
likely, African-American women 
36% less likely, and Native 
American and multiracial women 
were 56% less likely to be 
screened

• We should use a screening tool 
to help ask the questions

• Edinburgh Postnatal Depression 
Scale

• PHQ-2 & 9

When to Screen?

• First prenatal visit

• At least once in the third trimester 

• Postpartum visit

• 2weeks

• 6+ weeks

• Well-woman/Primary Care visit 1 
year after delivery

• Even at newborn/pediatric 
appointments!

• 3, 9, 12 -month visits

(PSI, 2021)



Edinburgh Postnatal Depression Scale 
(EPDS)
• Most frequently used in research settings and clinical practice

• Translated into 50 languages

• Cross-culturally validated

• 10 self-reported questions that are health literacy appropriate

• Takes 2-3 minutes to complete

• Includes anxiety symptoms

• Excludes changes in sleeping patterns which are common in pregnancy 
and postpartum

• Sensitivity and Specificity range from 70-88%

• Many studies found that the EPDS is twice as effective as a clinician’s interview in 
detecting depression (Van Niel & Payne, 2020)



EPDS

Cox, J., Holden, J.M., & Sagovsky, R. (1987). Detection of postnatal 

depression: Development of the 10-item Edinburgh postnatal depression 

scale, Br. J. Psychiatry, 150(6), 782-786



PHQ-2 Review

Initial Screening Tool 

• Quick screen 

• Can help determine the need 
for further evaluation 

• Reliable and valid instrument

• Score of 3 or greater indicates 
that major depressive disorder 
is likely. 

• Recommend further 
evaluation if positive.  



PHQ – 9 Review 
Kroenke, K., Spitzer, R. L., & Williams, J. B. (2001). 

Screens for major 

depression

Inquires about the most 

common physical 

symptoms and includes 

questions pertaining to 

mood, anxiety, and 

sleep

Considered a reliable 

and valid measure of 

depressive symptom 

severity



Brief Intervention: What Do I Say to Someone 
I am Worried About?
• I may use a direct or indirect approach, but I ask. Keeping in mind 

what I know about the situation. 

• If they affirm, I ask

• Currently? Like now? When?

• How? Is it something they have access to? 

• Then I may CUS, or something similar. 

• If the answer is no, or sometimes but not right now, I say

• This is a good time to talk about help 

• Begin persuasion (Offer hope)

**Most important though, I listen, listen, listen. 



Screening Limitations / No blame 
Screening is not a full suicide risk assessment (Risk factors, 
protective factors, suicidal behaviors like aborted attempts and 
rehearsals).      

• Suicide Prevention Training: Presentation and Panel 
Discussion 

• Suicide Prevention in Rural Primary Care: Two-Part Series

• SAFE-T

• Remember scope and ethics when screening or doing 
assessments

• Ethics in Practice - HHS Region 8

• Even full screenings MISS things, or things are not disclosed 

https://mhttcnetwork.org/centers/mountain-plains-mhttc/product/suicide-prevention-training-presentation-and-panel-discussion
https://mhttcnetwork.org/centers/mountain-plains-mhttc/product/suicide-prevention-training-presentation-and-panel-discussion
https://mhttcnetwork.org/centers/mountain-plains-mhttc/product/suicide-prevention-rural-primary-care-two-part-series
https://mhttcnetwork.org/centers/mountain-plains-mhttc/product/ethics-practice-hhs-region-8


Policies and Procedures for Suicide Crisis 
• Policy should include

• In-Person or Over the Phone 

• Mention of an assigned designated person

• Who to call for help/further assessment 

• Transportation 

• Willing vs. Unwilling client 

• Emergency and Non-Emergency Procedures (Referrals) 

• Designate the person responsible during shifts (charge nurse, 
supervisor)

• Where is the client now?

• Assuring someone is present

• Knows policies about contacting help/transport 

• Awareness of staff well-being / Back-up for them 

• After the crisis 



Referral Pathway 
• Immediacy is important. Consider emergency and urgent 

options that may be available. Warm handoffs are best. 

• Keep a real-time accounting of your internal and external 
resources

• Health systems

• Social service organizations 

• Continued education with staff 

• Speak with your partners about how you would like to utilize 
their services. 

• Consider having written material ready 



Questions?



Stay Connected

mhttcnetwork.org/centers/mountain-plains-mhttc/home 

@Mountain-Plains-MHTTC  

@MPMHTTC 

mhttcnetwork.org/centers/mountain-plains-mhttc/subscribe-our-mailing-list 

https://mhttcnetwork.org/centers/mountain-plains-mhttc/home
https://www.facebook.com/MountainPlainsMHTTC/
https://twitter.com/mpmhttc?lang=en
https://mhttcnetwork.org/centers/mountain-plains-mhttc/subscribe-our-mailing-list


Evaluation Information

The MHTTC is funded through 
SAMHSA to provide this 
training. As part of receiving this 
funding we are required to 
submit data related to the 
quality of this event.

At the end of today’s training 
please take a moment to 
complete a brief survey about 
today’s training.

 
https://ttc-gpra.org/P?s=801147

https://ttc-gpra.org/P?s=801147


Perinatal Mental Health Conditions and Care 
for Pregnant and Postpartum People with 

Substance Use Disorder 
Patient Safety Bundles



Objectives

Briefly introduce the AIM Technical Assistance (TA) Center 

Provide overview of AIM Perinatal Mental Health Conditions 
and Care for Pregnant and Postpartum People with 
Substance Use Disorder Patient Safety Bundles

Describe how to access bundle resources



History of AIM



AIM TA Center
Is funded through a cooperative agreement between ACOG and the Health 
Resource and Services Administration (HRSA).

Develops resources, funds projects, and provides a variety of direct technical 
assistance in support of implementing the AIM patient safety bundles.

ACOG is funded to provide these services 
from September 2023- August 2027.



AIM Technical Assistance (TA) Center Primary 
Objective:

To provide comprehensive, high impact technical assistance to the 
entities implementing the AIM quality improvement initiative in 
the United States. Assistance provided supports best practices 
that make birth safer, improve maternal health outcomes, 
and save lives



AIM TA Center Objectives



Functions of the AIM TA Center



Where Does AIM Fit?



Core AIM Patient Safety Bundles
Structured way of improving the 
processes of care and patient 
outcomes.

Collections of evidence-informed best 
practices, developed by 
multidisciplinary experts, which address 
clinically specific conditions in pregnant 
and postpartum people.

Descriptive, not prescriptive



Respectful, 
Equitable, and

Supportive Care

Readiness

Recognition and Prevention

Response

Reporting and Systems
Learning

Core AIM Patient Safety Bundles



Obstetric Hemorrhage Severe Hypertension in 
Pregnancy 

Safe Reduction of Primary 
Cesarean

Care of Pregnant and 
Postpartum People with 
Substance Use Disorder

Perinatal Mental Health 
Conditions 

Postpartum Discharge 
Transition 

Cardiac Conditions in 
Obstetric Care

Sepsis in Obstetric Care



Perinatal Mental Health 
Conditions Patient Safety 
Bundle





Defining Perinatal Mental Health 
Conditions 
For the purposes of this bundle, perinatal mental health conditions 
refer to mood, anxiety, and anxiety-related disorders that occur 
during pregnancy or within one year of delivery and are inclusive of 
mental health conditions with onset that predates pregnancy. These 
conditions include and are not limited to depression, anxiety and 
anxiety-related disorders like posttraumatic stress disorder and 
obsessive-compulsive disorder, bipolar disorder, and postpartum 
psychosis.



Develop workflows for integrating mental health care into preconception and 

obstetric care before pregnancy through the postpartum period including provision 

of pharmacotherapy when indicated, including:*

• Identify mental health screening tools to be integrated universally in every 

clinical setting where patients may present.* 

• Establish a response protocol based on what is feasible for each area of 

practice and local mental health resources. 

• Educate clinicians, office staff, patients, and patients’ designated support 

networks on optimal care across the preconception and perinatal mental 

health pathway including prevention, detection, assessment, treatment, 

monitoring, and follow-up best practices.*

Readiness



Readiness

• Provide training and education to 1) address racism, health care 
team member biases, and stigma related to perinatal mental 
health conditions, and 2) promote trauma-informed care. 

• Develop and maintain a set of referral resources and 
communication pathways between obstetric providers, 
community-based organizations, and state and public health 
agencies to address patient needs, including social drivers of 
mental and physical health.



Screen for perinatal mental health conditions consistently throughout the perinatal 

period, including but not limited to: 

• Obtain individual and family mental health history at intake, with review and 

update as needed.* 

• Screen for depression and anxiety at the initial prenatal visit, later in 

pregnancy and at postpartum visits, ideally including pediatric well-child 

visits * 

• Screen for bipolar disorder before initiating pharmacotherapy for anxiety 

and depression. *

Screen for structural and social drivers of health that may impact clinical 

recommendations or treatment plans and provide linkage to resources.

Recognition and Prevention



Initiate an evidence-based, patient-centered response protocol that is 
tailored to condition severity, and is strength-based, culturally 
relevant*, and responsive to the patient’s values and needs: *

• Activate an immediate suicide risk assessment and response 
protocol as indicated for patients with identified suicidal 
ideation, significant risk of harm to self/other or psychosis.* 

Establish care pathways that facilitate coordination and follow-up 
among multiple providers throughout the perinatal period for 
pregnant and postpartum people referred to mental health treatment.

Response



Reporting & Systems Learning
Incorporate mental health into multidisciplinary rounding to 

establish a non-judgmental culture of safety. 

Convene inpatient and outpatient providers in an ongoing way to 

share successful strategies and identify opportunities for prevention 

and evaluation of undesired outcomes related to perinatal mental 

health.*

Identify and monitor data related to perinatal mental health care, 

with disaggregation by race and ethnicity at a minimum, to evaluate 

disparities in processes of care.*



Reporting & Systems Learning

Monitor outcomes and process measures related to obstetric 

hemorrhage, with disaggregation by race and ethnicity due to known 

racial and ethnic disparities in obstetric hemorrhage outcomes. 

Establish processes for data reporting and the sharing of data with the 

obstetric rapid response team, care providers, and facility stakeholders 

to inform care and change care systems, as necessary. *



Respectful, Supportive, & 
Equitable Care

Include each pregnant and postpartum, person and their identified support 

network as respected members of and contributors to the multidisciplinary care 

team. *

Engage in open, transparent, and empathetic communication with pregnant and 

postpartum people and their identified support network to understand diagnoses, 

options, and treatment plans. *



Data Collection 
Plan available at:
 www.saferbirth.org



Metric Topics
State Surveillance: % PMHC measured during birth admission, 
SMM among people with PMHC

Outcome: % people with PMHC referred to treatment during 
pregnancy or prior to discharge

Process & Structure: Documented patient education on PMHC, 
Provider & Nursing education on PMHC and Respectful Care, 
Inpatient/Outpatient Care Coordination Workgroup, Resource 
Mapping, Validated PMHC screening tools shared with PNC sites, 
Mental Health Assessment & Response protocol



Care for Pregnant and 
Postpartum People with 
Substance Use Disorder 
Patient Safety Bundle





Readiness
Provide education to pregnant and postpartum people related to substance use 
disorder (SUD), naloxone use, harm reduction strategies, and care of infants 
with in-utero substance exposure.*

Develop trauma-informed protocols and anti-racist training to address health 
care team member biases and stigma related to SUDs.

Provide clinical and non-clinical staff education on optimal care for pregnant 
and postpartum people with SUD, including federal, state, and local notification 
guidelines for infants with in-utero substance exposure and comprehensive 
family care plan requirements.*



Readiness

Engage appropriate partners to assist pregnant and postpartum people and 
families in the development of family care plans, starting in the prenatal 
setting.* 

Establish a multidisciplinary care team to provide coordinated clinical 
pathways for people experiencing SUDs.*

Develop and maintain a set of referral resources and communication 
pathways between obstetric providers, community-based organizations, and 
state and public health agencies to enhance services and supports for 
pregnant and postpartum families for social determinants of health needs, 
behavioral health supports, and SUD treatment.*



Recognition & Prevention

Screen all pregnant and postpartum people for SUDs using validated self-
reported screening tools and methodologies during prenatal care and during 
the delivery admission.*

Screen each pregnant and postpartum person for medical and behavioral 
health needs and provide linkage to community services and resources.* 

Screen for structural and social drivers of health that might impact clinical 
recommendations or treatment plans and provide linkage to resources.



Response

Assist pregnant and postpartum people with SUD to receive evidence-based, 
person-directed SUD treatment that is welcoming and inclusive in an 
intersectional manner and, discuss readiness to start treatment, as well as 
referral for treatment with warm hand-off and close follow-up.*

Establish specific prenatal, intrapartum and postpartum care pathways that 
facilitate coordination among multiple providers during pregnancy and the year 
that follows.*

Offer comprehensive reproductive life planning discussions and resources.*



Reporting & Systems Learning

Identify and monitor data related to SUD treatment and care outcomes and 
process metrics for pregnant and postpartum people with disaggregation by 
race, ethnicity, and payor as able.*

  

Convene inpatient and outpatient providers and community stakeholders, 
including those with lived experience in an ongoing way, to share successful 
strategies and identify opportunities to improve outcomes and system-level 
issues.



Respectful Care

Engage in open, transparent, and empathetic communication with pregnant 
and postpartum people and their identified support person(s) to understand 
diagnosis, options, and treatment plans.*

Integrate pregnant and postpartum persons as part of the multidisciplinary care 
team to establish trust and ensure informed, shared decision-making that 
incorporates the pregnant and postpartum person’s values and goals.*

Respect the pregnant and postpartum person’s right of refusal in accordance 
with their values and goals.*



Metric Topics
State Surveillance: SMM among people with SUD, SUD prevalence 
among Pregnant and Postpartum, Pregnancy Associated Deaths due to 
SUD

Outcome: newborns exposed to substances in utero discharged to birth 
parent, Referral to treatment, Naloxone prescribed or received prior to 
discharge

Process & Structure: Screening, Naloxone Counseling, Provider and 
Nursing education, Resource Mapping, Event Debriefs, Pain 
Management Guidelines, Validated Verbal Screening Tool shared with 
prenatal sites



Bundle Packages
• Bundle

• Implementation Guidance

• Resource List

• Data Collection Plan

• Change Package

          
 www.saferbirth.org



Complexities
Inpatient vs. outpatient implementation

Measurement challenges

Non-prescriptive QI program

State-level differences (rural/urban, policies, 
population)



How can I get connected?

For direct connection 
requests, email 
aim@acog.org

1

Visit saferbirth.org

2

Follow AIM’s social 
media channels 
(Instagram, Facebook, 
LinkedIn, Vimeo)

3

mailto:aim@acog.org


AIM Social Media



This presentation is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human Services 
(HHS) as part of an award, UC4MC49476, totaling $3,000,000 with 0% financed with non-governmental sources. The contents are those of the author(s) 
and do not necessarily represent the official views of, nor an endorsement, by HRSA, HHS, or the U.S. Government. For more information, please visit 

HRSA.gov.

www.saferbirth.org 

http://www.saerbirth.org/
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