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Integrating Mental Health In
Perinatal Care: Perspectives Of
Interprofessional Clinicians

ABSTRACT Despite the prevalence of perinatal mental health issues in the
United States, gaps in care persist. To address this, perinatal health care
settings are asked to focus on patients’ mental health by administering
standardized screening and, increasingly, by integrating mental health
teams in their clinics. Using in-depth interviews and ethnographic
observations, I investigated these emerging practices, exploring the
experiences of certified nurse-midwives, obstetricians, and mental health
clinicians. I found that certified nurse-midwives and obstetricians lack
time, resources, and expertise, restricting their ability to address patients’
mental health. Integrated mental health clinicians are constrained by the
stratified organization of health care and structural deprioritization of
mental health. Redesigning perinatal health care and de-siloing mental
health training are necessary to increase clinicians’ effectiveness and to
improve perinatal health outcomes.

M
ental health conditions are a
leading cause of pregnancy-
related death in the United
States and are referred to as
the most common complica-

tion of childbirth.1,2 Some estimates suggest that
up to 40 percent of people experience mental
health complications, mainly depression or anx-
iety, during or after pregnancy.3 Despite the
prevalence of perinatal mental health issues,
they are persistently underaddressed.4,5 Also,
both the occurrence of perinatal mental health
issues andaccess tomental health carehavebeen
negatively affected by the COVID-19 pandemic.6,7

As perinatal mental health advocates seek solu-
tions to this problem, perinatal health care set-
tings are increasingly called on to address pa-
tients’ mental health. As the front line of
perinatal health care, certified nurse-midwives
and obstetricians are asked by state laws and
health care institutions to incorporate mental
health into their clinical practice, usually by im-
plementing standardized depression screening.
Perinatal health care settings are also encour-

aged to integrate mental health programs on
site, staffing their clinics with clinical social
workers, professional counselors, psycholo-
gists, and psychiatric nurse practitioners or psy-
chiatrists.8,9 However, the integration of mental
health care in perinatal care has proved to be a
challenge. This article draws on the experiences
of interprofessional clinicians to examine proc-
esses of mental health integration in perinatal
health care.
Although the landscape of perinatal health has

transformed in the US, the predominant bio-
medical model of perinatal health care has re-
mained largely unchanged since its inception in
1930.10 It is characterized by brief appointment
times, a fixed prenatal care schedule, and a lack
of postpartum care. Certified nurse-midwives
and obstetricians today face high patient volume
and growing clinical demands within an out-
dated model of care that is further complicated
by fragmented health systems, a lack of mental
health resources, and payer limitations.11 This
confluence of issues impedes the incorporation
of patients’ mental health in perinatal health
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care, and the research on mental health screen-
ing in perinatal health care showsmixed results.
Although screening sometimes leads to identify-
ing patients’mental health issues, the efficacy of
this practice as a pathway to care is disputed
because of numerous systemic barriers (for
example, lack of time and limited access to
resources), inconsistencies among clinicians in
administering screening tools, and variable en-
gagement by patients (typically due to mental
health stigma and the fear of state-based inter-
ventions).12–16

Integratingmental health clinicians in perina-
tal health care settings is one potential mitiga-
tion strategy, but it is limited by dynamics in the
organization of health care. In integrated peri-
natal health care settings, certified nurse-
midwives, obstetricians, andmental health clini-
cians face a shared challenge: pressure to re-
spond to perinatal mental health stakeholders’
recommendations in an underresourced system.
Yet clinicians are systemically categorized and
positioned hierarchically in the organization
of health care, where physicians hold medical
authority and others are seen as secondary ex-
perts. Such social stratification of health profes-
sionals is well documented.17–19 Research on the
hierarchical organization of health care shows
its significant impacts on health professionals
and health care, such as themaintenance of gen-
der-based and racial inequalities, a sense of pow-
erlessness among lower-ranking health profes-
sionals, and ineffective communication about
patient care.20 Although they are increasingly
incorporated in biomedical institutions, mental
health clinicians are marginalized in the hierar-
chical order of these settings, their roles are at
times poorly defined or notwell understood, and
their services remain inadequately compensated
by insurance companies.21–23 Together, these is-
sues pose a challenge for the successful integra-
tion of mental health care and health systems’
investment inmental health teams, constraining
mental health clinicians’ influence and leading
to workflow and collaboration challenges. This
article sheds light on these organizational reali-
ties and the impact they have on efforts to inte-
grate mental health in perinatal health care.

Study Data And Methods
This study used constructivist grounded theory24

to guide data collection and analysis. Grounded
theory is a systematic, yet flexible, inductive
qualitative research process. Data were collected
through semistructured, in-depth interviews
and ethnographic observations.

Data Collection This article draws on thirty-
four in-depth clinician interviews, including

mentalhealth clinicianswhowerepsychologists,
clinical social workers, professional counselors,
and psychiatric nurse practitioners working in
integrated mental health programs (n ¼ 20);
certified nurse-midwives (n ¼ 10); and obstetri-
cians (n ¼ 4). All clinicians worked in the same
West Coast metropolitan area. I recruited inter-
view participants from within the setting where
I conducted ethnographic observations, by re-
spondent-driven sampling, and by emailing all
clinicians on the public websites of predominant
perinatal health care organizations in my com-
munity. The overall sample reflects the national
demographics of certified nurse-midwives, ob-
stetricians, and mental health clinicians, a ma-
jority of whom are White women25–27 (see exhib-
it 1). Clinician interviews focused on experiences
addressing mental health in their professional
roles, perceived challenges and gains while inte-
grating mental health in perinatal health care,
interprofessional work, and the impact of the
COVID-19 pandemic. All interviews were con-
ducted through the teleconferencing platform
Zoom, and oral consent was recorded at the be-
ginning of each interview.
From 2019 to 2021, I conducted observations

of one integrated mental health program in a
large perinatal health care organization, Um-
brella Health,28 which includes fifteen clinics
and serves a broad population of people with
private insurance andMedicaid. I conducted sev-
enty-five hours of observations, primarily during
mental health team meetings, where clinicians
discussed patient cases and developed the men-
tal health program (see online appendix exhib-
it A1).29 Observations allowed me to study how
mental health clinicians in perinatal health care
settings conducted their work, conceptualized
their role, and transformed their program over
time. Near-verbatim field notes were taken dur-
ing each observation. Study procedures were ap-
proved by the University of California San
Francisco Institutional Review Board.
Data Analysis I used established procedures

for constructivist grounded theory24 to analyze
data, including inductively developing codes in
amultistep process. First, I did a close reading of
data from clinician interviews, coding sections
of text using words that reflect action (for exam-
ple, “feeling valued” and “facing high work-
load”). Initial coding was mostly open-ended,
although it was informed by findings in litera-
tures on mental health integration, interprofes-
sional work, and perinatal health care. Next, I
engaged in focused coding, making decisions
about which initial codes had the most analytic
salience about integratingmental health in peri-
natal health care. This produced a codebook of
approximately sixty-five codes. Using the quali-
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tative data analysis software ATLAS.ti, I coded
field notes from ethnographic observations
and transcripts of clinician interviews (see ap-
pendix exhibit A2).29

Strengths The qualitative methodology of
this study drew on clinicians’ perspectives,
which shaped these novel insights about mental
health integration in perinatal health care set-
tings. My research began before and continued
throughout the COVID-19 pandemic, which al-
lowed me to observe the amplification of pre-
existing stressors in health care, the rapid adop-
tion of telehealth for mental health care, and the
unique ways in which mental health integration
developed under the strain of COVID-19.
Limitations The pandemic limited my ability

to observe interprofessional clinicians’ inter-
actions in clinic settings, and it negatively affect-
ed interview participant recruitment, limiting
my sample of certified nurse-midwives and ob-
stetricians.

Study Results
The Site Of Mental Health Integration Men-
tal health integration in perinatal health care is
an emergingmodel of care with various evolving
approaches. Inmy study, mental health teams in
perinatal health care settings typically consisted

of seven to twelve clinical social workers, profes-
sional counselors, and psychologists who pro-
vided most mental health care, usually via
thirty-to-fifty-minute individual appointments.
Most care was clinic based, although one pro-
gram staffed a home visiting nurse. Some organ-
izations employed one psychiatric nurse practi-
tioner or psychiatrist who provided psychiatric
evaluation and medication management for
pregnant and postpartum patients and psychiat-
ric medication consultation for certified nurse-
midwives and obstetricians. Mental health team
staffing was unstable and changed many times
over the course of my research.Most commonly,
referrals to mental health teams were based on
the discretion of nurse-midwives and obstetri-
cians and on standardized screening measures,
such as patient scores from the Edinburgh Post-
natalDepressionScale. Integratedmental health
programs were supported by health care organi-
zation funds; short-term grants; and, mainly,
insurance reimbursement for billable mental
health services.
Front-Line Challenges: Perinatal Health

Clinicians And Mental Health Efforts to im-
plement mental health screening in perinatal
health care, whether by administering the
Edinburgh Postnatal Depression Scale or asking
patients unscripted questions about mental
health, generated discomfort among nurse-
midwives and obstetricians. They encountered
a tension between this emerging philosophy of
care and multiple forces impeding their efforts.
Challenges were compounded during the
COVID-19 pandemic, when patients’ mental
healthworsened and the stress of providingperi-
natal health care intensified. Multiple clinicians
said that they were afraid to “open Pandora’s
box”—worried that if they asked about mental
health issues, patientsmight disclose something
that was beyond their comfort to address or for
which they would lack time and access to appro-
priate care strategies.
Given the brevity of most perinatal health care

visits, nurse-midwives and obstetricians worried
that they would need to interrupt a distressed
patient and leave abruptly without a satisfactory
care plan. Jackie,28 a nurse-midwife, explained
that asking about a patient’s mental health can
set in motion a difficult clinical encounter, say-
ing, “That question right there is, like, a whole
visit.”Obstetrician Rachel said, “I don’t have the
bandwidth to get into that. …It’s one of those
Pandora’s box things.When you bring it up, you
have to be able to follow through, and I can’t do
that adequately.”Because other needs often take
priority, Rachel expressed that clinicians find it
challenging to engage discussions about mental
health.

Exhibit 1

Characteristics of certified nurse-midwives, obstetricians, and mental health clinicians,
qualitative study on integrating mental health in perinatal care, 2019–21

Characteristics Number Percent
Clinician type
Certified nurse-midwife 10 29
Obstetrician 4 12
Mental health clinician 20 59

Age, years
25–30 1 3
31–40 11 32
41–50 15 44
51–60 5 15
Older than 60 2 6

Racial or ethnic identity
Asian 1 3
Black or African American 1 3
Hispanic or Latino 4 12
White 28 82

Gender identity
Cisgender woman 34 100

Years providing health care
Less than 5 5 15
6–10 14 41
More than 10 15 44

SOURCE Data from author’s qualitative interviews of clinicians (N ¼ 34) from a single West Coast
metropolitan area.
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Some nurse-midwives and obstetricians cited
common psychiatric medications, such as selec-
tive serotonin reuptake inhibitors, as the only
reliable “tool” they were equipped to offer, and
expressed worry about treatment options be-
yond that. Nurse-midwife Angela explained: “If
it seems like a fairly straightforward issue—some
anxiety, some depression—and the person is re-
ally feeling like they’re needing to start medica-
tion…and we’ve talked about the pros and cons
of starting meds, I’m happy to start them on a
medication. I don’t always feel comfortableman-
aging it, or if a medication isn’t working for
them, I’m not comfortable figuring out which
one is better for them. I feel like it’s just not
my area of expertise, and I want to get them to
someone [who is an expert] to get them on the
best thing as quickly as possible.”
Despite their ability to offermedications, clini-

cians such as Angela still felt out of their depth
when it came to addressing mental health, and
perinatal health clinicians overwhelmingly ex-
pressed the belief that they were undertrained
to adequately address their patients’ mental
health. Nurse-midwife Hailey said, “If we’re
not being trained on it, then it’s really fearful
to jump into that whole new world.” This led
to a fundamental lack of confidence with the
terrain of mental health, and it permeated clini-
cians’ experiences providing care.
Multiple clinicians said that they would try

“two rounds of antidepressants” with patients,
but if both trials failed, they sought psychiatric
consultation or a psychiatric referral—a scarce
resource that was not always accessible, even in
perinatal health care settings with integrated
mental health programs. This challenge was
compounded by limited availability for patient
follow-up. Not being able to have frequent or
consistent contact with patients was a rationale
deployed by nurse-midwife Hailey, who ex-

plained that “for safety reasons,” addressing
mental health “is not necessarily always the best
choice for us.” For her and others, prescribing
medications felt risky because their schedules
did not allow close monitoring of patients.
Key barriers for nurse-midwives and obstetri-

cians include a lack of resources, time, and ex-
pertise, all underscored by diagnostic ambiguity
in mental health, leading clinicians to fear that
they might either fail to identify mental health
issues or identify mental health issues they
would not be able to adequately address.
Mental Health Clinicians In Perinatal

Care: Professional Disparity And High De-
mand Certified nurse-midwives and obstetri-
cians faced a paradox. Although being called
on to address patients’mental health, they were
structurally constrained and lacked the expertise
to confidently do so. Integrating mental health
clinicians in perinatal health care settings was
seen as a logical solution to this quandary. How-
ever, a high ratio of perinatal health clinicians to
mental health clinicians, referral ambiguity, and
interprofessional dynamics generated high pa-
tient volume and ethical concerns for mental
health teams.
In the absence of clear referral standards,

many nurse-midwives and obstetricians em-
ployed a liberal referral strategy for patients.
For instance, themental health teamatUmbrella
Health received thirty referrals perday andmain-
tained a waitlist of nearly eighty people. Mental
health clinicians reported being routinely pulled
into exam rooms by nurse-midwives and obste-
tricians for warm handoffs, a practice that was
used as brief crisis intervention and to increase
the likelihood that patients would follow
through with a mental health referral. Warm
handoffs primarily brought comfort to clinicians
seeking resolution to a patient’s problem. Karla,
a clinical social worker, pointed out that having
the mental health team readily available “is a
satisfier for providers. [Nurse-midwives and ob-
stetricians] know they can’t just say [to their
patients], ‘Well, here’s a referral list.You should
try that out.’ I mean, that fails almost a hundred
percent of the time.” But for Ruth, a psycholo-
gist, warmhandoffs and frequent informal “hall-
way consults”with her perinatal health clinician
colleagues were disruptive. She said, “You can’t
keep up with your workload if you’re getting
sucked into all these consults about sad stories
during the day.” Although nurse-midwives and
obstetricians benefited from access to mental
health clinicians, this approachwasburdensome
and disrupted mental health clinicians’ pa-
tient care.
Critically, mental health clinicians and perina-

tal health clinicians had different notions of

Mental health
clinicians and
perinatal health
clinicians had
different notions of
what constituted a
mental health issue.
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what constituted a mental health issue. In one
observation of a mental health team meeting at
Umbrella Health, psychologist Lynne explained,
“If someone cries, it’s a crisis client, even if it is
just grief. They cry. Sometimes that makes
[nurse-midwives and obstetricians] uncomfort-
able. So, their [definition of] crisis is different
than mine. They don’t understand what crisis
means to us.” Other members of the mental
health team agreed and saw opportunities for
nurse-midwives andobstetricians to bemoredis-
cerning. Professional counselor Bethany re-
sponded to Lynne, saying, “I feel like it [is im-
portant for] clinicianswho arenotmental health
oriented to become more competent with just
sitting with someone when they cry, because
weget a tonofwarmhandoffs, like ‘This person's
crying. I don’t know what to do. Can you come
talk to them?’”Mental health clinicians’perspec-
tives reflect perinatal health clinicians’ concerns
that they are unprepared to address their pa-
tients’ mental health, and it highlights another
piece of the puzzle in the quest to address pa-
tients’ mental health: What constitutes a mental
health issue requiring specialty mental health
care?
In part because of this lack of clarity, pressure

to respond to every referral was evident among
integrated mental health teams. This pressure
also reflected interprofessional dynamics in
the stratified perinatal health care setting. Some
said that they felt they had to “be in a yes place,”
always responding positively to nurse-midwives
and obstetricians. Although mental health clini-
cians sometimes felt valued by their colleagues,
they also articulated feeling “less than” in the
social order of the perinatal health care clinic.
As clinical social worker Hannah remarked, “Be-
cause we’re at the bottom of the rank, the team’s
always set up to feel like they have to say yes in
order to prove their value and contribution to the
team.” Mental health clinicians perceived that
they were obligated to respond to perinatal
health clinicians’ requests, even if their clinical
judgment about a patient’s mental health led
them to a different conclusion. Professional hi-
erarchy, combined with a professional ethos to
be supportive, contributed to integrated mental
health teams’ unmanageable workloads.
Meeting the high demand for their services led

to concerns about diminished quality of care,
and many mental health clinicians struggled
with professional ethics as a result. Clinical so-
cial worker Jennifer described her workload as
“crushing,” and she and others explained the
compromises mental health teams had to make
to get by. She said, “For a while, our model was
able to sustain five to six patients a day. They’d
have a full counseling hour.We could see them

every two weeks. And they were actually able to
make progress. But the volume can’t sustain that
anymore.We’ve had to do more of a short-term
interventionmodel, which is hard because some
of those diagnoses don’t really respond all that
well to short-term [intervention].”
Mental health clinicians reported that in addi-

tion to reduced appointment times and shorter-
term care, patients frequently waited four to six
weeksbetweenappointments, but their standard
of care is to see most patients at least every two
weeks. As clinical social worker Mariana ex-
plained, “People are really, really distressed in
that moment, and then having to wait a little
while, and especially if they’re in the third tri-
mester and we’re really wanting to set them up,
you know, it’s not ideal.” Because the perinatal
period is fleeting and early intervention im-
proves health outcomes, mental health clini-
cians understood the acute need for timely men-
tal health care. Thus, they saw lengthywait times
and limited sessions as incongruent with ethical
and effective mental health care.
Hannah, a clinical social worker, addressed

the disparity between patient need and access
to high-quality care, saying, “It’s a tension and
contradiction people are always holding.” She
pointed to potential consequences of this for
clinicians, saying, “It’s not good practice to be
burnt out and fried when meeting with people.”
There were no easy ways to manage these chal-
lenges, and some clinicians compromised their
own well-being by working longer hours to ac-
commodate more patient appointments.
COVID-19 As A Catalyst For Change At Um-

brella Health, the COVID-19 pandemic became
an important catalyst for themental health team
to consider questions about referral workflow
and role boundaries. At a meeting in December
2021, the teamdiscussedhow telehealth reduced
their physical contact with certified nurse-mid-

It is crucial to de-silo
mental health, making
it a prime focus rather
than an auxiliary
component of
perinatal health care
training.
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wives, obstetricians, and patients in the clinics.
At that point, nearly two years had been spent
providing patient care without warm handoffs.
The team discussed “being realistic about the
value of warm handoffs,” with multiple clini-
cians suggesting that they are not a direct line
to future patient engagement. Themental health
team welcomed this change, which they felt pro-
tected their capacity for direct patient care, in-
stead of being “continuously available” to nurse-
midwives and obstetricians. Because the mental
health team’s migration to telehealth during the
COVID-19 pandemic led to a “natural death” of
warm handoffs, the mental health clinicians
were able to experience a significant positive
change to their practice without confronting
the hierarchical dynamics of the perinatal health
care setting. This unique situation clarified the
team’s preferences about how to provide care
as mental health experts situated in perinatal
health care.
At the same time, the mental health team also

established a standardized referral protocol with
strict criteria, which included a diagnosis of a
fetal anomaly or other perinatal loss, an Edin-
burgh Postnatal Depression Scale score of 15 or
higher, or a medication consultation with the
team’s psychiatric nurse practitioner. Pivoting
away from the norm of saying “yes” to referrals,
the mental health director instructed their refer-
ralmanager to, “when indoubt, sayno.”Thiswas
a significant shift for the team, and it made an
impact. In one stretch of five days, the mental
health team triaged 120 referrals, ofwhich only 5
met the new threshold. This protocol had mixed
effects, as it simultaneously defined an appropri-
ate mental health referral; limited nurse-mid-
wives’, obstetricians’, and patients’ access to
mental health care; and protected the mental
health team’s workload, which underscores the
competing needs inherent inmental health inte-
gration in perinatal health care.

Discussion
Understanding and tackling the challenges that
clinicians face on the quest to address perinatal
mental health is central to the development of
health care that both is sustainable for clinicians
and reflects themental health needs of pregnant
and postpartum people. This research points to
several opportunities for health care practice
and policy in the ongoing effort to improve peri-
natal health and health care. Certified nurse-
midwives and obstetricians routinely face pa-
tients withmental health concerns, but they lack
time, resources, and strategies to provide mean-
ingful care with confidence. Addressing this gap
is key to improving perinatal health care and

health outcomes. Beginning with midwifery
and medical education and continuing through-
out professional development, it is crucial to de-
silo mental health, making it a prime focus rath-
er than an auxiliary component of perinatal
health care training. Professional organizations,
licensing bodies, and educational institutions
can support this aim by developing educational
modules that are widely distributed and accessi-
ble. Redesigning the structure of perinatal care
to include more time in the clinical encounter
and postpartum visits made early, often, and
through the first year after childbirth would im-
prove the system-level conditions for clinicians
to better address patients’ mental health, as
would expanding the use of models shown to
positively affect perinatal mental health, such as
CenteringPregnancy and CenteringParenting.30,31

Mental health teams in perinatal health care
settings should be staffed to a size that reflects
the significance of mental health needs in preg-
nancy and postpartum. If clinic space is a barrier
to expansion, there is promise in the use of tele-
mental health services, especially for pregnant
and postpartum people.32–35 As shown in my re-
search, integratedmental health teamsmay ben-
efit from the implementation of mental health
referral protocols, effectively communicating
these standards with their nurse-midwife and
obstetrician colleagues.Warm handoffs are lim-
ited in their efficacy,36 and my research found
that they were burdensome and contributed to
a perceived lack of autonomy for mental health
clinicians. This practice should be carefully eval-
uated in integrated settings. Group therapy or
facilitated peer support as part of integrated pro-
grams could address workload challenges, more
expediently meet patients’ needs, and enable
higher levels of social support for patient pop-
ulations,37,38 as long as they are adequately sup-
ported by insurance payers. The primary struc-
tural barrier to sustaining mental health
programs in perinatal health care is the quag-
mire of managing multiple private and public
payers’ demands, limitations, and reimburse-
ment shortfalls, all of which contribute to health
systems’ lack of investment in mental health
care. Health policy must prioritize securing sus-
tainable reimbursement rates and billing proce-
dures that are not administratively burdensome.

Conclusion
This study investigated mental health integra-
tion in perinatal care, analyzing the perspectives
of interprofessional clinicians on the front
lines of this emerging model of perinatal health
care. Integrating mental health clinicians with
certified nurse-midwives and obstetricians in
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perinatalhealth care settings is regardedasprog-
ress toward addressing patients’ mental health
needs. However, this well-intended intervention
for perinatal mental health is structurally con-
strained in its effectiveness. For nurse-midwives
and obstetricians, limited time in the clinical
encounter and a lack of mental health compe-
tence impedes their ability to effectively address
their patients’ mental health needs. For mental
health clinicians in perinatal health care, high

patient volume and marginalization in the strat-
ified organization of perinatal health care set-
tings compromise the care they provide. Initia-
tives to improve the structure of perinatal health
care and substantially increase mental health
care access in innovative ways is necessary for
clinicians to thrive in their work and for patients
to receive the holistic perinatal health care they
deserve. ▪

The author acknowledges funding
support that made this research
possible. The author thanks the
Department of Social and Behavioral
Sciences at the University of California
San Francisco, as well as the University
of California Dissertation-Year
Fellowship. The author also thanks the
anonymous reviewers, Janet K. Shim,

Jennifer Reich, Ariana Thompson-Lastad,
Mel Jeske, Kristen Harknett, and Katie
Snow for extensive support and
constructive feedback in the
development of this article. This is an
open access article distributed in
accordance with the terms of the
Creative Commons Attribution (CC BY-
NC-ND 4.0) license, which permits

others to distribute this work provided
the original work is properly cited, not
altered, and not used for commercial
purposes. See https://creativecommon-
s.org/licenses/by-nc-nd/4.0/. To access
the author’s disclosures, click on the
Details tab of the article online.

NOTES

1 Chin K,Wendt A, Bennett IM, Bhat A.
Suicide and maternal mortality. Curr
Psychiatry Rep. 2022;24(4):239–75.

2 Howard LM, Khalifeh H. Perinatal
mental health: a review of progress
and challenges. World Psychiatry.
2020;19(3):313–27.

3 Araji S, Griffin A, Dixon L, Spencer
S-K, Peavie C,Wallace K. An overview
of maternal anxiety during preg-
nancy and the post-partum period. J
Ment Health Clin Psychol. 2020;
4(4):47–56.

4 James KF, Klomhaus AM, Elliott T,
Mensah M, Jeffers KS, Choi KR.
Structural factors in health care as-
sociated with the mental health
needs of Black women in California
during the perinatal period. J Obstet
Gynecol Neonatal Nurs. 2023;52(6):
481–90.

5 Viveiros CJ, Darling EK. Perceptions
of barriers to accessing perinatal
mental health care in midwifery: a
scoping review. Midwifery. 2019;
70:106–18.

6 Chen H, Selix N, Nosek M. Perinatal
anxiety and depression during
COVID-19. J Nurse Pract. 2021;
17(1):26–31.

7 Masters GA, Asipenko E, Bergman
AL, Person SD, Brenckle L,
Moore Simas TA, et al. Impact of the
COVID-19 pandemic on mental
health, access to care, and health
disparities in the perinatal period. J
Psychiatr Res. 2021;137:126–30.

8 Griffen A, McIntyre L, Belsito JZ,
Burkhard J, Davis W, Kimmel M,
et al. Perinatal mental health care in
the United States: an overview of
policies and programs. Health Aff
(Millwood). 2021;40(10):1543–50.

9 Yu M, Sampson M. Closing the gap
between policy and practice in
screening for perinatal depression: a
policy analysis and call for action.

Soc Work Public Health. 2016;31(6):
549–56.

10 Peahl AF, Howell JD. The evolution
of prenatal care delivery guidelines
in the United States. Am J Obstet
Gynecol. 2021;224(4):339–47.

11 Moore JE, McLemore MR, Glenn N,
Zivin K. Policy opportunities to im-
prove prevention, diagnosis, and
treatment of perinatal mental health
conditions. Health Aff (Millwood).
2021;40(10):1534–42.

12 Forder PM, Rich J, Harris S,
Chojenta C, Reilly N, Austin MP,
et al. Honesty and comfort levels in
mothers when screened for perinatal
depression and anxiety. Women
Birth. 2020;33(2):e142–50.

13 Hsieh WJ, Sbrilli MD, Huang WD,
Hoang TM, Meline B, Laurent HK,
et al. Patients’ perceptions of peri-
natal depression screening: a quali-
tative study. Health Aff (Millwood).
2021;40(10):1612–7.

14 Xue WQ, Cheng KK, Xu D, Jin X,
Gong WJ. Uptake of referrals for
women with positive perinatal de-
pression screening results and the
effectiveness of interventions to in-
crease uptake: a systematic review
and meta-analysis. Epidemiol Psy-
chiatr Sci. 2020;29:e143.

15 Flavin J. Our bodies, our crimes: the
policing of women’s reproduction in
America. New York (NY): NYU
Press; 2008.

16 Roberts D. Torn apart: how the child
welfare system destroys Black
families—and how abolition can
build a safer world. New York (NY):
Basic Books; 2022.

17 Waring J. Restratification, hybridity,
and professional elites: questions of
power, identity, and relational con-
tingency at the points of “profes-
sional–organisational intersection.”
Sociol Compass. 2014;8(6):

688–704.
18 Freidson E. Professionalization and

the organization of middle-class la-
bour in postindustrial society. Sociol
Rev. 1972;20(1_suppl):47–59.

19 Freidson E. Profession of medicine:
a study of the sociology of applied
knowledge. Chicago (IL): University
of Chicago Press; 1988.

20 Essex R, Kennedy J, Miller D,
Jameson J. A scoping review ex-
ploring the impact and negotiation
of hierarchy in healthcare organisa-
tions. Nurs Inq. 2023;30(4):e12571.

21 Buche J, Singer PM, Grazier K, King
E, Maniere E, Beck AJ. Primary care
and behavioral health workforce in-
tegration: barriers and best practices
[Internet]. Ann Arbor (MI):
University of Michigan, School of
Public Health, Behavioral Health
Workforce Research Center; 2017
Feb [cited 2024 Feb 12]. Available
from: https://behavioralhealth
workforce.org/wp-content/uploads/
2017/02/FA2P3_Team-based-Care-
Case-Studies_Full-Report.pdf

22 Collins C, Hewson DL, Munger R,
Wade T. Evolving models of behav-
ioral health integration in primary
care [Internet]. New York (NY):
Milbank Memorial Fund; c 2010
[cited 2024 Feb 12]. Available from:
https://www.milbank.org/wp-
content/files/documents/10430
EvolvingCare/EvolvingCare.pdf

23 O’Donnell AN, Williams M,
Kilbourne AM. Overcoming road-
blocks: current and emerging reim-
bursement strategies for integrated
mental health services in primary
care. J Gen Intern Med. 2013;
28(12):1667–72.

24 Charmaz K. Constructing grounded
theory. Thousand Oaks (CA): Sage;
2014 Apr.

25 Health Resources and Services Ad-

Maternal Health

546 Health Affairs April 2024 43:4
Downloaded from HealthAffairs.org on April 30, 2024.

Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



ministration, National Center for
Health Workforce Analysis. State of
the maternal health workforce brief
[Internet]. Rockville (MD): HRSA;
2022 Aug [cited 2024 Feb 12].
Available from: https://bhw.hrsa
.gov/sites/default/files/bureau-
health-workforce/data-research/
maternal-health-workforce-brief-
2022.pdf

26 Salsberg E, Quigley L, Mehfoud N,
Acquaviva K, Wyche K, Sliwa S.
Profile of the social work workforce
[Internet]. Washington (DC):
George Washington University
Health Workforce Institute; 2017 Oct
[cited 2024 Feb 12]. Available from:
https://www.socialworkers.org/
LinkClick.aspx?fileticket=wCttjrHq0
gE%3d&portalid=0

27 American Psychological Association.
Data tool: demographics of the U.S.
psychology workforce [Internet].
Washington (DC): APA; 2021 [cited
2024 Feb 12]. Available from:
https://www.apa.org/workforce/
data-tools/demographics

28 Pseudonyms are used for all insti-
tutions and individual participants.

29 To access the appendix, click on the

Details tab of the article online.
30 Liu Y, Wang Y, Wu Y, Chen X, Bai J.

Effectiveness of the CenteringPreg-
nancy program on maternal and
birth outcomes: a systematic review
and meta-analysis. Int J Nurs Stud.
2021;120:103981.

31 Bloomfield J, Rising SS. Centering-
Parenting: an innovative dyad model
for group mother-infant care. J
Midwifery Womens Health. 2013;
58(6):683–9.

32 Kingston D, Rocha R. Telehealth and
women’s perinatal mental health. In:
Rennó J Jr, Valadares G, Cantilino A,
Mendes-Ribeiro J, Rocha R, Da Silva
AG, editors.Women’s mental health:
a clinical and evidence-based guide.
New York (NY): Springer
International Publishing; 2020.
p. 335–47.

33 Latendresse G, Bailey E, Iacob E,
Murphy H, Pentecost R, Thompson
N, et al. A group videoconference
intervention for reducing perinatal
depressive symptoms: a telehealth
pilot study. J Midwifery Womens
Health. 2021;66(1):70–7.

34 Paul JJ, Dardar S, River LM,
St John-Larkin C. Telehealth adap-

tation of perinatal mental health
mother-infant group programming
for the COVID-19 pandemic. Infant
Ment Health J. 2022;43(1):85–99.

35 Ackerman M, Greenwald E, Noulas
P, Ahn C. Patient satisfaction with
and use of telemental health services
in the perinatal period: a survey
study. Psychiatr Q. 2021;92(3):
925–33.

36 Pace CA, Gergen-Barnett K, Veidis A,
D’Afflitti J, Worcester J, Fernandez
P, et al. Warm handoffs and atten-
dance at initial integrated behavioral
health appointments. Ann FamMed.
2018;16(4):346–8.

37 Huang R, Yan C, Tian Y, Lei B, Yang
D, Liu D, et al. Effectiveness of peer
support intervention on perinatal
depression: a systematic review and
meta-analysis. J Affect Disord.
2020;276:788–96.

38 Rice C, Ingram E, O’Mahen H. A
qualitative study of the impact of
peer support on women’s mental
health treatment experiences during
the perinatal period. BMC Pregnancy
Childbirth. 2022;22(1):689.

April 2024 43:4 Health Affairs 547
Downloaded from HealthAffairs.org on April 30, 2024.

Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.


