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Executive Summary

The US Preventive Services Task Force (USPSTF) updated their screening recommendations for
depression in adults as recently as 2023. The USPSTF recommends screening all pregnant and
postpartum women for depression. Women are often screened for perinatal mood and anxiety
disorders (PMADs) during the 6-week postpartum follow-up; however, screening needs to occur both
during pregnancy as well as earlier in the postpartum period to improve clinical outcomes. This toolkit
was created to support those providing acute obstetrical care in screening for PMADs, such as
postpartum depression, during the childbirth hospitalization. The toolkit includes:
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Overview

Why is postpartum depression important to obstetrical providers?

Perinatal mood and anxiety disorders (PMADs) affect between 10 — 20% of women, with

even higher rates for low-income women. PMADs are one of the most common, yet 1 0'20%
underdiagnosed, complications of pregnancy and childbirth in America. They lead to
increased costs of medical care, inappropriate medical care, child abuse and neglect,
discontinuation of breastfeeding, family dysfunction, and adverse effects on early brain
development.’ Birth outcomes can be negatively affected by PMADs in pregnancy,”®®
and PMADs can have a long-term impact on child outcomes. PMADs are associated with
attachment insecurity,’ difficult infant/childhood temperament,*'° developmental delay, and impaired language
development.*® Treatment of maternal depression until remission is associated with decreased psychiatric
symptoms and improved functioning outcomes among offspring.**'? Despite the profound negative effects on
mother and child, some of which improve with treatment,™** the vast majority of women with PMADs go
untreated.”*®

of women are
affected by
PMADs

What is recommended about PMAD screening in the obstetrical setting?

The American College of Obstetricians and Gynecologists recommends that all patients receiving well-woman,
pre-pregnancy, prenatal, and postpartum care be screened for depression and anxiety using validated,
standardized tools at the initial prenatal visit, later in pregnancy, and at postpartum visits. Screening should be
paired with systems in place to ensure timely assessment, referral, treatment, follow-up, and immediate safety
evaluation when there is concern for self-harm or suicidality. Early and repeated screening allows obstetric
providers to identify and treat perinatal mood and anxiety disorders promptly, improving outcomes for both the
mother and infant.

Can I bill for screening?

If you are using the Edinburgh Postnatal Depression Scale and the patient is insured through YES'
a DC Medicaid Managed Care Organization or DC Medicaid Fee-for-Service, you can bill using _
96127 and receive reimbursement. Reimbursement rates are unclear when billing private Use code:
insurance. This code was created in response to the Affordable Care Act’s federal mandate 96127

to include mental health services as part of the essential benefits that must be included in all
insurance plans offered in individual and small group markets. The mandate covers services
such as depression screening in the perinatal period.

For all patients with a positive screen:

1. If the patient is already in mental health treatment, refer to/notify (with consent) patient’s provider.
. Give patient information and/or referral about community mental health resources.
- Refer to/notify (with consent) patient’s PCP and/or OB/GYN for monitoring and follow-up.

. Assess for natural supports and encourage patient to utilize them. A depressed patient who is alone
or feeling alone is at a higher risk for suicide. It is important for someone else in the patient’s life to be
aware of the presence of depression and be able to step in to help.

HhOWON
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5. If obstetrical providers have urgent clinical questions for inpatients, they should call the Consultation-

Liaison (C-L) Psychiatry Service. If the patient is outpatient or being discharged, please message the WMHP
Pool in MedConnect (GUH - Psyc - Womens Mental Health).

6. Assess if there is an acute crisis or safety concern. If there is a crisis or safety concern, refer to the Clinical

Algorithm and the Crisis Action Plan.

7. Referto the algorithm on page 11-13 of this packet for further guidance.

Documenting Screening Results

It is critical that obstetrical providers document the screening result in the medical record as you would with
other risk factors that may affect the patient’s health such as substance use or domestic violence.

Antidepressant medications and lactation
Considerations for lactating women:

SSRIs (and other antidepressants) are considered a reasonable treatment option during
breastfeeding.

Most psychiatric medications are passed into breast milk, though in very low amounts.

When antidepressants are indicated, the benefits of breastfeeding while taking
antidepressants generally outweigh the risks. The benefits of other psychiatric medications,
including benzodiazepines, antiepileptics, stimulants, and antipsychotics, may outweigh the
risks of the medication during breastfeeding.

It is important to consider the risk of untreated illness to the mother-baby dyad and
balance this with the risk of medication use during breastfeeding.

It is crucial that evaluation of the risks and benefits of medication use during breastfeeding is
done on a patient-by-patient basis and considers the needs of the family.

Recommendations are ideally made collaboratively with well-informed patients and family
members.

Monitor for side effects in nursing infants.

We also recommend the website MlothertoBaby (https://mothertobaby.org/lactrx/) as well as

LactRX App for mobile devices, both of which contain information on which medications
breastfeeding mothers may be exposed.

Community Resources

A variety of community resources exist, from support groups to psychiatric treatment for mothers
suffering from a perinatal mood and anxiety disorder. Resources are available. Please see the referral
list in this toolkit.
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Home Visiting Programs

Home visiting is an early childhood intervention that supports pregnant women and
parents/caregivers in their role of raising children by bringing services to them in their
natural setting: their home. The model provides visits for families on a weekly or I] =
monthly schedule. Home visitors utilize various screening tools to link families to
needed community resources. For more information about home visiting services,
please see:

e The Early Childhood section of the DC Collaborative Child and Adolescent Mental Health Resource

Guide at http://dchealthcheck.net/resources/healthcheck/mental-health-guide.html
e The DC Home Visiting Council at this link (https://under3dc.org/our-agenda/home-visiting/
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Summary of Mood and Anxiety Disorders During Pregnancy and
the Postpartum Period (PMADs)

Note about “The Baby Blues”: This is a temporary and common experience after childbirth, with peak onset 3-5 days after delivery and a maximum

duration of two weeks. Features symptoms such as mood swings and excessive worry, which are also seen in many PMADs. This can be a risk factor
but is not a determinant for a PMAD and occurs in 80% of new mothers. Usually resolves naturally, though outside intervention such as a peer

support group can be helpful.

Perinatal

Disorder: .
Depression

Perinatal Anxiety

What is it?

birth.

Depressive episode that
occurs during pregnancy
or within a year of giving

A range of anxiety disorders,
including generalized anxiety,
panic disorder and/or social
anxiety, experienced during
pregnancy or the postpartum
period.

Intrusive repetitive thoughts
that are scary and do not make
sense to mother/expectant
mother. Compulsions (e.g.,
counting, hand washing) may
or may not be present.

Posttraumatic Stress
Disorder (PTSD)

Specific anxiety symptoms,
including nightmares,
flashbacks, and hyper-
vigilance, experienced after
traumatic events(s),
including a traumatic birth.

Postpartum Psychosis

Sudden onset of psychotic
symptoms following
childbirth, in particular
delusions regarding self
and/or child(ren). Increased
risk with bipolar disorder.

When does
it start?

Onset can be anytime during pregnancy or first year postpartum. Peaks at 3-4 months. Can be triggered by weaning and/or when

menstrual cycle resumes.

Onset between 2 — 12 weeks
after delivery. Watch carefully
if sleep deprived for >48
hours.

Risk factors

History of perinatal mood/anxiety disorder

Personal history of depression or anxiety

Family history of depression or anxiety

Recent, big life changes (in addition to pregnancy/new baby)
Lack of social support

Poor marital/partner relationship

Multiples

Difficult pregnancy

Difficult infant temperament (colic, fussy) or related problems (sleep, feeding)
Special needs/NICU baby

Prior pregnancy or infant loss

Infertility treatments

Dysregulated baby, crying, feeding, sleep problems

Risk factors for Depression,
Anxiety, and OCD, plus:

e Traumatic birth (in
experience of mother)
and/or

e Previous sexual trauma

Bipolar disorder, history of
psychosis, history of
postpartum psychosis (80%
will relapse), family history of
psychotic illness, severe sleep
deprivation, medication
discontinuation for bipolar
disorder (especially when
done quickly).
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. Perinatal . . Posttraumatic Stress .
Disorder: Depression Perinatal Anxiety Disorder (PTSD) Postpartum Psychosis
Change in appetite, sleep, | Fear and anxiety, panic attacks, | Disturbing repetitive thoughts Change in cognition, mood, | Mood fluctuation, confusion,
What energy, motivation, shortness of breath, rapid pulse, | (which may include harming arousal associated with marked cognitive impairment.
happens? concentration. Negative | dizziness, chest or stomach baby or harm coming to baby), traumatic event(s) and Bizarre behavior, insomnia,
thinking including guilt, | pains, fear of adapting compulsive behavior to | avoidance of stimuli visual and auditory
hopelessness, detachment/doom, fear of prevent baby from being associated with traumatic hallucinations. May have
helplessness, and going crazy or dying. harmed (secondary to event. moments of lucidity. May
worthlessness. May also | Excessive sometimes obsessional thoughts about include altruistic delusions
experience suicidal debilitating worry. harming baby that scare about infanticide and/or
thoughts and evolution May have intrusive thoughts women). homicide and/or suicide.
of psychotic symptoms. | (see OCD).
How Occurs in up to 20% of all| Generalized anxiety: 6-8% Reported in up to 4% of new Presents after childbirth in 2- | Occurs in 1-2 in 1,000 births.
common new mothers. Panic disorder: 0.5- mothers; likely higher due to 9% of mothers.
is it? Low SES: 33- 3% Social anxiety: fear of reporting.
50% 0.2-7%
For depression, anxiety, PTSD and OCD: **Requires immediate
o Sclf-Care: Exercise, Sleep, Nutrition, Time off from childcare psychiatric help**
e Peer Support Groups e Hospitalization and
e Psychotherapy (Individual, Dyadic [mother-baby], Couples, Family) medication are usually
e Medication indicated.
e Ifhistory of postpartum
Resources | Additional complementary and alternative therapies options for depression include bright light therapy, Omega-3, fatty acids, psychOSIS{preventat.lve
treatment is needed in
and acupuncture and folate. .
subsequent pregnancies.
treatment

e Encourage sleep hygiene
for prevention (e.g.
consistent sleep/wake
times, help with feedings
at night).

Adapted by the DC Collaborative for Mental Health in Pediatric Primary Care (https://www.dchealthcheck.net/documents/PMH-Toolkit-V-3.1-2023.pdf) from MCPAP for Moms © 2014. Original Authors: Byatt N.,
Biebel K., Friedman, L., Lundquist R., Freeman M., & Cohen L. Original Funding provided by the Massachusetts Department of Mental Health.

Page | 7



https://www.dchealthcheck.net/documents/PMH-Toolkit-V-3.1-2023.pdf

Edinburgh Postnatal Depression Scale (EPDS)
Scoring & Other Information

ABOUT THE EPDS

Response categories are scored 0, 1, 2 and 3
according to increased severity of the symptom.
Items 3, 5-10 are reverse scored (i.e., 3, 2, 1, and
0). The total score is calculated by adding together
the scores for each of the ten items. Users may
reproduce the scale without further permission
providing they respect copyright (which remains
with the British Journal of Psychiatry) quoting the
names of the authors, the title and the source of
the paper in all reproduced copies.

The Edinburgh Postnatal Depression Scale
(EPDS) was developed to assist primary care
health professionals in detecting mothers suffering
from postpartum depression (PPD); a distressing
disorder more prolonged than the “blues” (which
occur in the first week after delivery), but less
severe than puerperal psychosis.

Previous studies have shown that PPD affects at
least 10 percent of women and that many depressed
mothers remain untreated. These mothers may cope
with their baby and with household tasks, but their
enjoyment of life is seriously affected and it is
possible that there are long term effects on the
family.

The EPDS was developed at health centers
in Livingston and Edinburgh. It consists of 10
short statements. The mother underlines which
of the four possible responses is closest to how
she has been feeling during the past week.

Most mothers complete the scale without
difficulty in less than five minutes.

The validation study showed that mothers who
scored above a threshold 12/13 were likely to be
suffering from a depressive illness of varying
severity. Nevertheless, the EPDS score should not
override clinical judgement. A careful clinical
assessment should be carried out to confirm the
diagnosis. The scale indicates how the mother felt
during the previous week, and in doubtful cases it
may be usefully repeated after two weeks. The
scale will not detect mothers with anxiety
neuroses, phobias or personality disorders.

INSTRUCTIONS FOR USERS

1. The mother is asked to mark the response that
comes closest to how she has felt during the
previous seven days.

2. All 10 items must be completed.

3. Care should be taken to avoid the possibility
of the mother discussing her answers with
others.

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

5. The EPDS may be used at six to eight weeks to
screen postnatal women or during pregnancy. The
child health clinic, postpartum check-up or a home
visit may provide suitable opportunities for its
completion.

Cox, J. L., Holden, J. M., & Sagovsky, R. (1987). Detection of postnatal depression: Development of the 10-item Edinburgh

Postnatal Depression Scale. British Journal of Psychiatry, 150, 782-786. The Spanish version was developed at the
University of lowa based on earlier Spanish versions of the instrument. For further information, please contact Michael W.
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Edinburgh Postnatal Depression Scale! (EPDS)
Feeling depressed or anxious is very common during pregnancy and/or after birth. 1 in 7 women experience depression, anxiety or
frightening thoughts during this time. It is important that we screen for depression because it is twice as common as diabetes. It can
also impact you and your baby’s health. We will be seeing you and your baby a lot over the next few months/years and want to
Support you.

Name: : Address:
Your Date of Birth:
Baby’s Date of Birth: Phone:

As you are pregnant or have recently had a baby, we would like to know how you are feeling. Please check the answer that comes
closest to how you have felt IN THE PAST 7 DAYS, not just how you feel today. Here is an example, already completed:

I have felt happy:

0__ Yes, all the time

1_XYes, most of the time This would mean: “I have felt happy most of the time” during the past week.
2 No, not very often Please complete the other questions in the same way.

3 No, not at all

In the past 7 days:

1. Thave been able to laugh and see the funny side of things *6. Things have been getting on top of me

0 As much as [ always could 3 Yes, most of the time I haven't been able to cope at
1 Not quite so much now all
2 Definitely not so much now 2 Yes, sometimes [ haven't been coping as well as
3 Notatall usual
1 No, most of the time I have coped quite well
2. Ihave looked forward with enjoyment to things 0 No, I have been coping as well as ever
0 Asmuch as I ever did
1 Rather less than [ used to *7. 1 have been so unhappy that I have had difficulty sleeping
2 Definitely less than I used to 3 Yes, most of the time
3 Hardly atall Yes, sometimes

2
1 Not very often
*3. I have blamed myself unnecessarily when things 0 No, notat all
went wrong
3 Yes, most of the time *8. Thave felt sad or miserable
2 Yes, some of the time 3 Yes, most of the time
1 Not very often 2 Yes, quite often
0 No, never 1 Not very often
0 No, notat all
4. Thave been anxious or worried for no good reason

0 No, not at all *9. T have been so unhappy that I have been crying
1 Hardly ever 3 Yes, most of the time
2 Yes, sometimes 2 Yes, quite often
3 Yes, very often 1 Only occasionally
0 No, never
*5. I have felt scared or panicky for no very good reason
3 Yes, quite a lot *10. The thought of harming myself has occurred to me
2 Yes, sometimes 3 Yes, quite often
1 No, not much 2 Sometimes
0__ No, not at all 1 Hardly ever
0 Never

Administered/Reviewed by Date

'Source: Cox, J.L., Holden, J.M., and Sagovsky, R. 1987. Detection of postnatal depression: Development of the 10-item
Edinburgh Postnatal Depression Scale. British Journal of Psychiatry 150:782-786 .
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Edinburgh Postnatal Depression Scale' (EPDS)

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

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

The EPDS is available in Spanish (https://www.mcpapformoms.org/Docs/EPDS%20Spanish.pdf) and in many

other languages:
https://www.mcpapformoms.org/Docs/Edinburgh%20Depression%20Scale%20Translated%20Government

%200f%20Western%20Australia%20Department%200f%20Health.pdf

( SCORING W

QUESTIONS 1, 2, & 4 (without an *)
Are scored 0, 1, 2 or 3 with top box scoredas 0 and the bottom box scoredas 3.

QUESTIONS 3, 5-10 (marked with an *)
Are reverse scored, with the top box scoredas a 3 and the bottom box scoredas 0.

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

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

Instructions for using the Edinburgh Postnatal Depression Scale:

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

2. All the items must be completed.

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

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

with reading.

'Source: Cox, J.L., Holden, J.M., and Sagovsky, R. 1987. Detection of postnatal depression: Development of the 10-item
Edinburgh Postnatal Depression Scale. British Journal of Psychiatry 150:782-786.
“Source: K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol. 347, No 3, July 18, 2002,194-199

Page | 10


https://www.mcpapformoms.org/Docs/EPDS%20Spanish.pdf
https://www.mcpapformoms.org/Docs/Edinburgh%20Depression%20Scale%20Translated%20Government%20of%20Western%20Australia%20Department%20of%20Health.pdf
https://www.mcpapformoms.org/Docs/Edinburgh%20Depression%20Scale%20Translated%20Government%20of%20Western%20Australia%20Department%20of%20Health.pdf

Implementing the Edinburgh Postnatal Depression Scale

1. Introducing the EPDS:
"We ask all of our patients these questions during pregnancy and after delivery because emotional health is just as
important as physical health. Many people experience mood changes, stress, or anxiety during this time, and this
helps us understand how to best support you. You can answer in whatever way feels most accurate for you. There
are no right or wrong answers, and you’re always in control of what you share. If anything feels hard to answer, we
can talk it through together."

2. After the EPDS has been distributed, collected, and scored - explain the screener:

“Feeling depressed or anxious is very common during pregnancy and/or after birth. 1 in 7 women experience
depression, anxiety or frightening thoughts during this time. It is important that we screen for depression because it
is twice as common as diabetes. It can also impact your and your baby’s health and we want to support you.”

3. Explain the results and provide education specific to woman'’s risk level (see Summary of PMADs

on page 6). Below are recommendations and suggested language for each range:

Score of 0-9: Normal/Negative Screen (likely not suffering at this time)

1. Provide education about risks/incidence.
2. Use clinical judgment regardless of score.
Provide Postpartum Support International contact information for support groups and resources:

1-800-944-4773.

"Thanks for completing this. Your responses suggest that you’re not experiencing significant symptoms of
depression right now, which is great to see. That said, this period can be unpredictable, and it’'s common for
feelings to shift. If anything changes or you start to feel overwhelmed, please know you can reach out to us
anytime—we’re here to support you."

Optional gentle check-in: "Was there anything on the questionnaire that stood out to you or that you’d like
to talk more about?"

Score of 10-12: At-Risk for Depression and/or Anxiety

1. Discuss results and provide education.
2. Consider making referral and/or providing contact for Postpartum Support International:

1-800-944-4773.
"Thank you for sharing this—it helps us understand how things are going for you. Your responses suggest
you may be experiencing some increased stress or low mood, which is very common during pregnancy and

postpartum. We take this seriously because we want to support you early. Would it be okay if we talked a
bit more about how you’ve been feeling day to day?"
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Follow with collaborative plan: "There are a few options we can consider together—like additional support,
check-ins, or connecting you with counseling resources. We can go at a pace that feels right for you."

Score of 13+: Positive Screen (likely suffering from Depression and/or Anxiety)

1. Discuss results and provide education.
2. Make referral and/or providing contact for Postpartum Support International: 1-800-944-4773.

"I really appreciate you completing this and being open. Your responses suggest that you’ve been dealing
with more significant symptoms of depression or distress. You’re not alone in this—many people go
through this during pregnancy or after having a baby, and there are effective ways we can support you.
Would it be okay if we spent some time talking more about what you’ve been experiencing? I’d like to
work with you to come up with a plan that feels supportive and manageable."

1

Normalize + empower: "Getting support is a strong and important step, and we can figure this out together.'

Question #10 (self-harm): If "Yes" — Hardly ever, Sometimes, or Yes, quite often -

Page | 12
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Action Crisis Plan

If patient answered “YES” to #10 on EPDS or patient reports thoughts of harm to self
or others, follow these steps.

1. Ask further questions:
(Use calm, direct, non-alarming tone; prioritize safety and connection)
"Thank you for answering these questions honestly. | noticed that you indicated having thoughts about
harming yourself, and | want to check in with you about that. Sometimes people have these thoughts
when they’re feeling overwhelmed, and talking about them can really help. Would you feel comfortable
telling me a little more about what those thoughts have been like?"
Follow with safety-oriented, collaborative language:
- "Are you feeling safe right now?"

- "Do you have thoughts about acting on these feelings?"

Reassurance + support: "You don’t have to go through this alone. My priority is to help you stay safe
and supported, and we can figure out next steps together—whether that’s additional support today or

connecting you with urgent care if needed."
CALL 9-1-1

For

2. [If patient has a plan and provider or patient feels she
cannot be safe, follow these steps: SUPPORT

1. Do not leave patient by herself or alone with baby

2. Contact and engage supportive person in their life (husband, parent, friend)

3. Make this person aware of current circumstance

4. Engage them to plan for: childcare, transportation to emergency services, emotional support

3. Coordinate immediate psychiatric/crisis intervention or evaluation:

1. Page the on-call psychiatry team at 202-405-1217
2. Be familiar with Emergency Department policies and referral processes

Source: Adapted from Crisis Action Plan discussed at “Transforming Science into Strategy: A Multidisciplinary Model for Perinatal Mood Disorder Screening”

presentation by Alison Palmer at PSI Conference 2013
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Key Clinical Considerations

When Assessing the Mental Health of Pregnant and Postpartum Women

Assessing Thoughts of Harming Baby

Thoughts of harming baby that occur secondary to Thoughts of harming baby that occur secondary to
obsessions/anxiety: postpartum psychosis:
e Good insight e  Poor insight
e No psychotic symptoms e  Symptoms of psychosis (e.g. auditory and/or visual hallucinations)
e Thoughts are intrusive, scary, and cause mother anxiety e Delusional beliefs with distortion of reality present
e Ego-dystonic e Ego-syntonic

Suggests not at risk of harming baby Suggests at risk of harming baby

Medication

Factors Indicating Medication May Not be Necessary: Factors Indicating Medication Should Be Considered:

e Mild depression based on clinical assessment e Moderate or severe depression based on clinical assessment
e No suicidal ideation e Suicidal ideation
e Able to care for self/baby e Difficulty functioning caring for self/baby
e Engaged in psychotherapy or other non-medication e Psychotic symptoms present

treatment e History of severe depression and/or suicidal ideation and/or
e Depression has improved with psychotherapy in the past attempts
e Strong preference for and access to psychotherapy e Comorbid anxiety diagnosis or symptoms

Risk Factors

e Personal history of anxiety disorder, major depression and/or e Complications of pregnancy, labor/delivery, or infant’s

postpartum depression health
e Family history of mood or anxiety disorder e Teen pregnancy
e Gestational diabetes e Unplanned pregnancy
e Difficulty breastfeeding e Major life stressors
e Fetal/Newborn loss e Violent or abusive relationship
e Lack of personal or community resources e Isolation from family or friends; lack of social support
e Financial challenges e Substance use/addiction

How to Talk about Perinatal Depression with Moms

e How are you feeling about being pregnant/a mother? e Do you have anyone you can talk to that you trust?
o  What things are you most happy about? e How is your partner doing?
e  What things are you most concerned about? e Areyou able to enjoy your baby?

Other Considerations During Clinical Assessment

e History of substance use or substance use treatment
e Excessive anxiety and worry

e Trauma history

e Domestic Violence

e History of psychiatric diagnosis

e Previous counseling or psychotherapy

e Previous psychiatric medication

e History of other psychiatric treatments such as support

Source: Adapted from Massachusetts Child Psychiatry Access Project for Moms’ Key Clinical Considerations When Assessing the Mental Health of Pregnant and

Postpartum Women, available at www.mcpapformoms.org



http://www.mcpapformoms.org/

Perinatal Mental Health Community Resources

Resources for mothers who may be experiencing postpartum depression or anxiety or need mental health support during pregnancy or the

postpartum period.

Outpatient Treatment Programs (Therapy, Medications, and Mental Health Evaluation)

Organization

Services Provided

DC Mother Baby Wellness Project
P: 202-476-4649

https://developingbrainresearchlab.org/dc-mbw-program/

e For pregnant and postpartum women up to 6-months postpartum.

e Offers care coordination, assessment, therapy, infant development and
maternal social support groups, and developmental screening for infants
and young children.

DC-MD-VA Perinatal Mental Health Resource Guide

https://dcperinatalmentalhealth.com/directory/

e Comprehensive and current regional directory of specialized mental health
providers, support groups, advocacy organizations, and other clinical
resources pertaining to perinatal mental health.

George Washington University Medical Center
The 5 Trimesters Clinic

Medical Faculty Associates Building
2120 L Street NW 6th Floor
WDC 20037

P: 202-741-2888 and specify that you want to be seen in the 5 Trimesters
Clinic.

https://gwdocs.com/Specialties/psychiatry#5Trimesters

e Qutpatient evaluation and screening; short-term individual therapy and
medication management; couples and family therapy; access to community
resources.

e Help women assess need for treatment before, during or after pregnancy
for mood or anxiety disorders. Each woman meets once or twice with a
psychiatrist-in-training; partners may be included. Each case is reviewed by
senior psychiatrists specializing in perinatal mental health.
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Mary’s Center, Mental Health Department*
*DC and multiple MD locations

2333 Ontario Road NW
WDC 20010

P: 844-796-2797

https://www.maryscenter.org/

e Women’s mental health therapists on staff
e Women’s mental health psychiatrist on staff
e Support/education/therapy groups for pregnant and postpartum women.

Languages: English/Spanish

Mamatoto Village

https://www.mamatotovillage.org/

e Non-profit that dedicated to improving Black maternal mental health
outcomes.

e Provides comprehensive perinatal care including counseling, home visits,
doula support, lactation consultation, and parent education.

MedStar Georgetown University Hospital-
Women’s Mental Health Program

2115 Wisconsin Avenue Suite 200
WDC 20007

P: 202-944-5400 for appointments

https://www.medstarhealth.org/services/womens-mental-health

e Offers outpatient evaluation and treatment of perinatal mood and anxiety
disorders. Provide diagnostic evaluations and multidisciplinary treatment
(group & individual therapy) for women experiencing mood and anxiety
disorders during pregnancy and postpartum, infertility-related distress,
pregnancy loss, and difficulty with the transition to motherhood.

e Offers a Mother-Baby Intensive Outpatient Program to treat severe
perinatal mood and anxiety disorders in pregnant and postpartum women.

e In cases where psychiatric medication is necessary, psychiatrists with
expertise in use of medication in pregnant and lactating women are
available.
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Community Support Groups

Organization

Services Provided

PACE

http://www.pacemoms.org/

e Provides educational and emotional support groups for new and second
time around mothers in the DC area led by professional mental health
educators.

Postpartum Support International
DC, MD & VA Chapters

DC -P: 202.643.7290
Website: https://postpartum.net/

To find a local support group: https://postpartum.net/get-
help/locations/

e Offers information and resource for providers, pregnant and postpartum
women, and for families supporting pregnant and postpartum women.

e Website offers information on PMADs and links to many different
resources including specialized therapists, a hotline, and local support
groups.

Hotlines

Organization

Services Provided

National Maternal Mental Health Hotline

P: (833) 852-6262

e Provides free, confidential support, resources, and referrals from
professional counselors to pregnant and postpartum individuals facing
mental health challenges 24 hours a day, 7 days a week. Counselors offer
support in English and Spanish and interpreter services are available in 60
additional languages.
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All-Options Talkline (Formerly “Backline”)

P:1-888-493-0092
Open M-F 10am — 1am EST and Sat/Sun 10am — 6pm EST

Website: https://www.all-options.org/

A support hotline to speak with advocates who support people in all their
experiences with pregnancy, parenting, abortion, adoption, pregnancy
loss and infertility

Provider Resources

Organization

Services Provided

MotherToBaby

P: Helpline for mothers, health care professionals, and the general public:
1-866-626-6847

https://mothertobaby.org/

e Provides evidence-based information about medications and other
exposures during pregnancy and while breastfeeding.

PSI Perinatal Psychiatric Consultation Program

https://postpartum.net/professionals/perinatal-psychiatric-consultation/

e No cost service that provides consultation for medical professionals.
Providers can schedule an appointment with an expert to consult on
questions related to mental health care in pregnant and postpartum
women and in pre-conception planning.

UPDATES, QUESTIONS OR COMMENTS

Contact Aimee Danielson at Aimee.L.Danielson@gunet.georgetown.edu.

DC Collaborative for Mental Health in Pediatric Primary Care - http://aapdc.org/chapter-initiatives/mental-health/
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