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There is a growing sense of urgency to 
identify better care and treatment approaches 
for perinatal depression (depression occurring 
during pregnancy or within one year of delivery). 

Obstetric and primary care providers often 
have limited access to mental health resources 
and supports needed to address perinatal 
depression in their patients. 

MCPAP for Moms is available to provide 
real-time psychiatric consultation and care 
coordination to help providers and their 
patients. The program is free and available 
for all pregnant or postpartum women 
throughout Massachusetts regardless of 
type of health insurance. 

MCPAP for Moms promotes 
maternal and child health by 
building the capacity of 
providers serving pregnant 
and postpartum women and 
their children up to one year 
after delivery to effectively 
prevent, identify, and manage 
depression.

MCPAP for Moms builds on the successful 
Massachusetts Child Psychiatry Access Project 
(MCPAP). MCPAP was created in 2004 because 
children were unable to effectively access psychiatric 
care and pediatric providers were not equipped 
to manage children’s psychiatric needs. MCPAP 
assists pediatric providers through telephone 
consultation, the availability of face-to-face 
consultation, care coordination, and ongoing 
education. MCPAP for Moms expands MCPAP 
to help front-line perinatal care providers address 
depression and mental health concerns.

Funding for MCPAP for Moms is provided 
by the Commonwealth of Massachusetts 
Department of Mental Health.

855-MOM-MCPAP
mcpapformoms.org

Our goal is to improve outcomes for babies, 
children, and families by helping pregnant 
and postpartum women access and engage 
in depression treatment. 

Copyright 2014 MCPAP. MCPAP consents to the copying, republishing, 
redistributing or otherwise reproducing of this work so long as the resultant 
work carries with it express attribution of authorship to MCPAP. 

Follow us

We help providers 
address depression in pregnant 

and postpartum women

855-MOM-MCPAP
mcpapformoms.org
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Provider Resources

Trainings and toolkits for 
providers and their staff based 
on evidence-based guidelines for: 
depression screening, triage and 
referral, risks and benefits of 
medications, and discussion of 
screening results and treatment 
options

Real-time psychiatric consultation 
and care coordination for 
obstetric, pediatric, primary care, 
and psychiatric providers serving 
pregnant and postpartum women

Pediatricians should refer moms 
with mental health concerns or 
positive screening results to their 
obstetric or primary care providers 
who can obtain assistance directly 
from MCPAP for Moms.

Linkages with community-based 
resources including mental health 
care, support groups, and other 
resources to support the wellness 
and mental health of pregnant and 
postpartum women

Family Resources

MCPAP for Moms is partnering with 
MotherWoman and the Massachusetts School 
of Professional Psychology Interface Referral 
Service to develop community resources and 
supports across the state for women with 
depression. Visit the Mothers and Families 
tab at www.MCPAPforMoms.org for 
support and resource information. We 
encourage mothers to talk with their 
providers about MCPAP for Moms. 
Providers can then call MCPAP for Moms 
for consultation.

MCPAP Educational Services

To access MCPAP for Moms call:
855-MOM-MCPAP (666-6272)
Monday through Friday
9:00 a.m. – 5:00 p.m.

A care coordinator will answer the provider’s 
call and help determine the need to consult 
with a MCPAP for Moms psychiatrist, a care 
coordinator, or both.

The following outcomes may result 
from a telephone consultation. The 
MCPAP for Moms psychiatrist may:

d Answer the provider’s question

d Recommend a face-to-face evaluation 
with the patient for further assessment

d Refer the provider and the patient/family 
to a care coordinator for assistance 
connecting with resources in the patient’s 

 community

MCPAP for Moms is available to provide 
training on-site at hospitals and obstetric 
and primary care practices. Please e-mail 
MCPAP@valueoptions.com to schedule a 
training or grand rounds.

Promoting Maternal Mental Health During and After Pregnancy

One in Eight

One out of every eight women 
experience depression during 
pregnancy or in the first year 
postpartum. Depression during 
this time is twice as common 
as gestational diabetes. 
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Please visit www.mcpapformoms.org and click 
the “For Mothers and Families” tab to learn 
more about: 

d	 Community-based support groups

d	 Resources for pregnant and postpartum 
 women

d	 Tip Sheets for talking with your 
primary care provider about mental 
health concerns

d Hotlines and social media supports

d	 Resources for fathers and partners

d	 Parenting and family supports including 
early intervention and home visiting

d	 Resources for loss related to pregnancy 
and/or childbirth

mcpapformoms.org

© 2015 MCPAP. MCPAP for Moms consents to the copying, republishing, 
redistributing or otherwise reproducing of this work so long as the resultant 
work carries with it express attribution of authorship to MCPAP. 

Funding for MCPAP for Moms is provided by the Commonwealth 
of Massachusetts Department of Mental Health.

mcpapformoms.org

Having a baby 
is challenging. 

Every woman 
deserves support.

What is MCPAP for Moms? 

MCPAP for Moms is a first in the nation, 
statewide program to assist medical professionals 
in supporting your emotional and mental health 
during your pregnancy and the year following 
birth or adoption. 

If you and/or your health care provider are 
concerned about your emotional and mental 
health, your provider may decide to call 
MCPAP for Moms for: 

d	 A phone consultation with a MCPAP 
for Moms psychiatrist to discuss treatment 
options to recommend for you

d A one-time visit for you with a MCPAP 
for Moms psychiatrist. The psychiatrist will 
provide personalized recommendations to you 
and your provider

d	 A list of community-based mental health
resources to share with you

d	 Assistance in identifying 
and/or scheduling 
community-based 
mental health resources 
that may include 
therapy, a psychiatrist, 
or a support group

MCPAP4MOM_Moms_Brochure_6pg_Final.indd   1 6/4/15   7:31 AM

3



One in eight women report experiencing 
depression during pregnancy or in the 
first year after giving birth or adopting. 

Having or adopting a baby comes 
with a lot of life changes and 
transitions. These can be stressful 
and can affect your health and 
the health of your baby. It is very 
common to experience anxiety, 
crying, difficulty concentrating or 
sleeping, sadness or guilt during 
this challenging time. 

You Are Not Alone

It may also help to talk to friends or family. 
Your medical providers may notice that you 
aren’t yourself and ask you about how you are 
feeling. They may use a screening tool to get a 
better sense of how you are doing.  

           Fathers and partners may also suffer 
from perinatal depression or anxiety.  
Encourage your partner to ask 
for help.

One in eight women report experiencing 
depression during pregnancy or in the first 
year after giving birth or adopting. It is 
very common to have difficulties or feel 
depressed during this time. You may be 
thinking: “This is supposed to be a happy 
and exciting time; why am I feeling so 
anxious and sad?” This is called perinatal 
depression or anxiety. 

Getting help is the best thing 
you can do for you and your 
baby. If you are concerned 
about how you are 
feeling, talk to your 
obstetrician, midwife, 
primary care provider, or 
your baby’s pediatrician.

MCPAP4MOM_Moms_Brochure_6pg_Final.indd   2 6/4/15   7:31 AM
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EPDS SCORE or 
clinical assessment 

Assessment of Depression Severity and Treatment Options1
 

EPDS 0-8 EPDS 9-13 EPDS 14-18 EPDS≥19 

1Information adapted from: Montgomery SA, Asberg M: A new depression scale designed to be sensitive to change. British Journal of Psychiatry 134:382-389, 1979 

Limited or no symptoms of depression Severe symptoms of depression 

MCPAP for Moms: Promoting maternal mental health during and after pregnancy www.mcpapformoms.org 
Revision 07.24.14 Tel: 855-Mom-MCPAP (855-666-6272) 
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LIMITED TO NO SYMPTOMS MILD SYMPTOMS MODERATE SYMPTOMS SEVERE SYMPTOMS 
 Consider inpatient hospitalization

when safety or ability to care for
self is a concern

 Consider inpatient hospitalization
when safety or ability to care for
self is a concern

 Consider medication  Strongly consider medication  Strongly consider medication

 Therapy for mother
 Dyadic therapy for

mother/baby

 Therapy for mother
 Dyadic therapy for mother/baby

 Therapy for mother
 Dyadic therapy for mother/baby

 Therapy for mother
 Dyadic therapy for mother/baby

 Community/social support
(including support groups)

 Community/social support
(including support groups)

 Community/social support
(including support groups)

 Community/social support
(including support groups)

 Consider as augmentation:
Complementary/ Alternative
therapies (bright light therapy,
Omega-3 fatty acids,
acupuncture, folate, massage)

 Consider as augmentation:
Complementary/ Alternative
therapies (bright light therapy,
Omega-3 fatty acids, acupuncture,
folate, massage)

 Consider as augmentation:
Complementary/ Alternative
therapies(bright light therapy,
Omega-3 fatty acids, acupuncture,
folate, massage)

 Consider as augmentation:
Complementary/ Alternative
therapies (bright light therapy,
Omega-3 fatty acids, acupuncture,
folate, massage)

 Support with dysregulated
baby; crying, sleep, feeding 
problems

 Physical activity

 Support with dysregulated baby;
crying, sleep, feeding problems

 Physical activity

 Support with dysregulated baby;
crying, sleep, feeding problems

 Physical activity

Support with dysregulated baby; 
crying, sleep, feeding problems 

 Physical activity

 Self-care (sleep, hygiene,
 healthy diet)

 Self-care (sleep, hygiene, healthy
diet)

 Self-care (sleep, hygiene, healthy
diet

 Self-care (sleep, hygiene, healthy
diet)

TREATMENT 
OPTIONS 

*Treatment options in 
each column may overlap 

LIMITED TO NO SYMPTOMS MILD SYMPTOMS MODERATE SYMPTOMS SEVERE SYMPTOMS 
 Reports occasional sadness  Mild apparent sadness but

brightens up easily
 Reports pervasive feelings of

sadness or gloominess
 Reports continuous sadness and

misery

 Placid - only reflecting inner
tension

 Occasional feelings of edginess
and inner tension

 Continuous feelings of inner
tension/ intermittent panic

 Unrelenting dread or anguish,
overwhelming panic

 Sleeps as usual  Slight difficulty dropping off to
sleep

 Sleep reduced or broken by at
least two hours

 Less than two or three hours sleep

 Normal or increased appetite  Slightly reduced appetite  No appetite - food is tasteless  Needs persuasion to eat

 No difficulties in concentrating  Occasional difficulty in
concentrating

 Difficulty concentrating and
sustaining thoughts

 Unable to read or converse without
great initiative

 No difficulty starting everyday
activities

 Mild difficulties starting everyday
activities

 Difficulty starting simple,
everyday activities

 Unable to do anything without help

 Normal interest in
surroundings & friends

 Reduced interest in surroundings
& friends

 Loss of interest in surroundings
and friends

 Emotionally paralyzed, inability to
feel anger, grief or pleasure

 No thoughts of self-reproach,
inferiority

 Mild thoughts of self-reproach,
inferiority

 Persistent self-accusations, self- 
reproach

 Delusions of ruin, remorse or
unredeemable sin

 No suicidal ideation  Fleeting suicidal thoughts  Suicidal thoughts are common  History of severe depression and/
or active preparations for suicide

SIGNS AND 
SYMPTOMS OF 

DEPRESSION 

*Signs and symptoms in 
each column may overlap 
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Baby Blues Perinatal  Depression Perinatal Anxiety Posttraumatic Disorder 
(PTSD)  

Obsessive-Compulsive 
Disorder  

Postpartum Psychosis 

What is it? Common and temporary 
experience right after childbirth 
when a new mother may have 

sudden mood swings, feeling very 
happy, then very sad, or cry for no 
apparent reason. 

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

A range of anxiety disorders, 
including generalized anxiety, 
panic, social anxiety and 

PTSD, experienced during 
pregnancy or the postpartum 
period. 

Distressing anxiety symptoms 
experienced after traumatic 
events(s).  

Intrusive repetitive thoughts that are 
scary and do not make sense to 
mother/expectant mother.  Rituals 

(e.g., counting, cleaning, hand 
washing).  May occur with or 
without depression.   

Very rare and serious. Sudden onset of 
psychotic symptoms following 
childbirth (increased risk with bipolar 

disorder).  Usually involves poor insight 
about illness/symptoms, making it 
extremely dangerous. 

When does it 
start? 

First week after delivery. Peaks 3-5 
days after delivery and usually 
resolves 10-12 days postpartum. 

Most often occurs in the 
first 3 months postpartum. 
May begin after weaning 

baby or when menstrual 
cycle resumes.  

Immediately after delivery to 
6 weeks postpartum. 
Occasionally begins after 

weaning baby or when 
menstrual cycle resumes.  

May be present before 
pregnancy/birth.  Can present 
as a result of traumatic birth.  

Underlying PTSD can also be 
worsened by traumatic birth.   

1 week to 3 months postpartum. 
Occasionally begins after weaning 
baby or when menstrual cycle 

resumes.  May also occur in 
pregnancy. 

Typically presents rapidly after birth. 
Onset is usually between 2 – 12 weeks 
after delivery.   Watch carefully if sleep 

deprived for ≥48 hours.   

Risk factors  Life changes, lack of support and/or 
additional challenges (difficult 
pregnancy, birth, health challenges 

for mom or baby, twins). Prior 
pregnancy loss. 
Dysregulated baby-crying feeding, 
sleep problems. 

Life changes, lack of 
support and/or additional 
challenges (difficult 

pregnancy, birth, health 
challenges for mom or 
baby, twins). Prior 
pregnancy loss. 
Dysregulated baby-crying 
feeding, sleep problems. 

Life changes, lack of support 
and/or additional challenges 
(difficult pregnancy, birth, 

health challenges for mom or 
baby, twins). Prior pregnancy 
loss. Dysregulated baby-crying 
feeding, sleep problems. 

Lack of partner support, 
elevated depression 
symptoms, more physical 

problems since birth, less 
health promoting behaviors.  
Prior pregnancy loss. 
Dysregulated baby-crying 
feeding, sleep problems. 

Family history of OCD, other anxiety 
disorders. Depressive symptoms. 
Prior pregnancy loss. 

Dysregulated baby-crying feeding, 
sleep problems. 

Bipolar disorder, history of psychosis, 
history of postpartum psychosis (80% 
will relapse), family history of psychotic 

illness, sleep deprivation, medication 
discontinuation for bipolar disorder 
(especially when done quickly). Prior 
pregnancy loss. 
Dysregulated baby-crying feeding, 
sleep problems. 

How long 
does it last? 

A few hours to a few weeks. 2 weeks to a year or longer. 
Symptom onset may be 
gradual. 

From weeks to months to 
longer. 

From 1 month to longer. From weeks to months to longer. Until treated. 

How often 
does it occur? 

Occurs in up to 85% of women. Occurs in up to 19% of 
women. 

Generalized anxiety occurs in 
6-8% in first 6 months after 
delivery.  Panic disorder 

occurs in .5-3% of women 6-
10 weeks postpartum.  Social 
anxiety occurs in 0.2-7% of 
early postpartum women.   

Occurs in 2-15% of women. 
Presents after childbirth in 2-
9% of women.   

May occur in up to 4% of women. Occurs in 1-2 or 3 in 1,000 births. 

What 
happens? 

Women experience dysphoric 
mood, crying, mood lability, 
anxiety, sleeplessness, loss of 

appetite, and irritability. 

Postpartum depression is 
independent of blues, but blues is a 
risk factor for postpartum 
depression. 

Change in appetite, sleep, 
energy, motivation, and 
concentration. May 

experience negative 
thinking including guilt, 
hopelessness, helplessness, 
and worthlessness. May 
also experience suicidal 
thoughts and evolution of 

psychotics symptoms. 

Fear and anxiety, panic 
attacks, shortness of breath, 
rapid pulse, dizziness, chest or 

stomach pains, fear of 
detachment/doom, fear of 
going crazy or dying. May 
have intrusive thoughts. 

Change in cognition, mood, 
arousal associated with 
traumatic event(s) and 

avoidance of stimuli 
associated with traumatic 
event.   

Disturbing repetitive thoughts 
(which may include harming baby), 
adapting compulsive behavior to 

prevent baby from being harmed 
(secondary to   obsessional thoughts 
about harming baby that scare 
women). 

Mood fluctuation, confusion, marked 
cognitive impairment. Bizarre behavior, 
insomnia, visual and auditory 

hallucinations and unusual (e.g. tactile 
and olfactory) hallucinations.  May 
have moments of lucidity. May include 
altruistic delusions about infanticide 
and/or homicide and/or suicide that 
need to be addressed immediately.   

Resources 
and 

treatment 

May resolve naturally.  Resources 
include support groups, psycho-
education (see MCPAP for Moms 
website and materials for detailed 
information) and sleep hygiene 
(asking/accepting other help during 

nighttime feedings). Address infant 
behavioral dysregulation -crying, 
sleep, feeding problems- in context 
of perinatal emotional 
complications. 

For depression, anxiety, PTSD and OCD, treatment options include individual therapy, dyadic therapy for mother and baby, and 
medication.  Resources include support groups, psycho-education, and complementary and alternative therapies including exercise and 
yoga.  Encourage self-care including healthy diet and massage.  Encourage engagement in social and community supports (including 
support groups) (see MCPAP for Moms website and materials for detailed resources). Encourage sleep hygiene and asking/accepting 
help from others during nighttime feedings). Address infant behavioral dysregulation -crying, sleep, feeding problems- in context of 
perinatal emotional complications. 

Additional complementary and alternative therapies options for depression include bright light therapy, Omega-3, fatty acids, 
acupuncture and folate. 

Requires immediate psychiatric help. 
Hospitalization usually necessary.  
Medication is usually indicated.  If 
history of postpartum psychosis, 
preventative treatment is needed in 
subsequent pregnancies.  Encourage 

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

Summary of Emotional Complications During Pregnancy and the Postpartum Period

1 Adapted from Susan Hickman, Ph.D., Director of the Postpartum Mood Disorder Clinic, San Diego; Valerie D. Raskin, M.D., Assistant Professor of Clinical Psychiatry at the University of Chicago, IL (“Parents” September 1996) 
2O'Hara MW, Wisner KL.  Perinatal mental illness: Definition, description and aetiology.  Best Pract Res Clin Obstet Gynaecol. 2013 Oct 7. pii: S1521-6934(13)00133-8. doi: 10.1016/j.bpobgyn.2013.09.002. [Epub ahead of print] 
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Assessing Thoughts of Harming Baby 
Thoughts of Harming Baby that Occur Secondary to 
Obsessions/Anxiety 

Thoughts of Harming Baby that Occur Secondary to 
Postpartum Psychosis /Suspected Postpartum Psychosis 

• Good insight
• Thoughts are intrusive and scary
• No psychotic symptoms
• Thoughts cause anxiety

Suggests not at risk of harming baby 

• Poor insight
• Psychotic symptoms
• Delusional beliefs with distortion of reality present

Suggests at risk of harming baby 

Suggests Medication May Not be Indicated Suggests Medication Treatment Should be Considered 

• Mild depression based on clinical assessment
• No suicidal ideation
• Engaged in psycho-therapy or other non-

medication treatment
• Depression has improved with psychotherapy in

the past
• Able to care for self/baby
• Strong preference and access to psychotherapy

• Moderate/severe depression based on clinical assessment
• Suicidal ideation
• Difficulty functioning caring for self/baby
• Psychotic symptoms present (call MCPAP for Moms)
• History of severe depression and/or suicide

ideation/attempts
• Comorbid anxiety dx/sxs

Risk Factors for Postpartum Depression1 
• Personal history of major or postpartum

depression
• Family history of PPD
• Gestational diabetes
• Difficulty breastfeeding
• Fetal/Newborn loss
• Lack of personal or community resources
• Financial challenges

• Complications of pregnancy, labor/delivery, or infant’s
health

• Teen pregnancy
• Unplanned pregnancy
• Major life stressors
• Violent or abusive relationship
• Isolation from family or friends
• Substance use/addiction

Other Considerations During Clinical Assessment 

• Past history of psychiatric diagnosis
• Previous counseling or psychotherapy
• Previous psychiatric medication
• History of other psychiatric treatments such as

support groups

• History of substance use or substance use treatment
• Anxiety and worry
• Trauma history
• Domestic violence

How to Talk about Perinatal Depression with Moms1

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

 

1This guideline has been adapted from materials made available by HealthTeamWorks and the Colorado Department of Public Health and Environment (CDPHE) http://www.healthteamworks.org/guidelines/depression.html. 

Key Clinical Considerations When Assessing the 
Mental Health of Pregnant and Postpartum Women 
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Depression Screening Algorithm for Obstetric Providers 

Does not suggest 
depression 

Clinical support staff 
educates woman about the 
importance of emotional 
wellness 

Provide information about 
community resources (e.g., 
support groups, MCPAP for 
Moms website) to support 
emotional wellness. 

Contact clinical support staff to 
arrange follow-up care if 
needed. Give woman 
information about community 
resources (e.g., support 
groups, MCPAP for Moms 
website – 
www.mcpapformoms.org), 
and we encourage women to 
engage in social supports. 
If woman is already in 
treatment, ensure follow up 
appointment is scheduled. 

* High-risk = women with a history of Depression or a positive EPDS Score, or those taking or who have taken psychiatric medications.

ALWAYS DISCUSS ALL SUPPORT/TREATMENT OPTIONS INCLUDING PSYCHOEDUCATION, COMMUNITY, & PSYCHOSOCIAL SUPPORTS 

Suggests patient is depressed 
1. Assess to determine most

appropriate treatment (refer to
Assessment of Depression Severity
and Treatment Options and Key
Clinical Considerations documents)

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

Suggests patient may be at risk 
of self-harm or suicide 

Do NOT leave woman/baby in 
room alone until further 
assessment or treatment plan 
has been established.   
Immediately assess further: 

1. In the past two weeks, how
often have you thought of
hurting yourself?

2. Have you ever attempted
to hurt yourself in the
past?

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

Document assessment and plan 
in medical record. 

If there is a clinical question, call 
MCPAP for Moms 855-Mom-
MCPAP (855-666-6272) or refer 
to emergency services.  

EPDS Score 

If antidepressant medication is 
indicated 
1. Screen for bipolar disorder (refer

to Bipolar Depression Screen)

2. Refer to Recommended Steps
before Beginning Antidepressant
Medication Algorithm and
Antidepressant Treatment
Algorithm

3. Offer psychotherapy

Score <10 Score ≥ 10 Positive score on question 10 

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

Give EPDS to woman 
to complete 

Woman completes the EPDS. Staff tallies 
score and enters into medical record. Staff 
informs OB provider of score prior to patient 
appointment. 

If first EPDS 
screen 

If subsequent 
EPDS screen  

Clinical support 
staff explains EPDS 

Provider steps are in this 
purple box   
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ALWAYS DISCUSS ALL SUPPORT/TREATMENT OPTIONS INCLUDING PSYCHOEDUCATION, COMMUNITY, & PSYCHOSOCIAL SUPPORTS 
* High-risk = women with a history of Depression, a positive EPDS Score, or those taking or who have taken psychiatric medications.

Depression Screening Algorithm for Obstetric Providers 
(with suggested talking points) 

Does not suggest depression   
Clinical support staff educates 
woman about the importance of 
emotional wellness: 

From the screen, it seems like you 
are doing well.  Having a baby is 
always challenging and every 
woman deserves support.  Do you 
have any concerns that you would 
like to talk to us about?  

Provide information about 
community resources (e.g., 
support groups, MCPAP for Moms 
website) to support emotional 
wellness. 

Suggests patient is depressed 

You may be having a difficult time or be 
depressed. What things are you most 
concerned about?  Getting help is the best 
thing you can do for you and your baby. It 
can also help you cope with the stressful 
things in your life (give examples). You 
may not be able to change your situation 
right now; you can change how you cope 
with it. Many effective support options are 
available. 

Assess to determine most appropriate 
treatment (refer to Assessment of 
Depression Severity and Treatment 
Options and Key Clinical Considerations 
documents) 

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

Suggests patient may be at risk 
of self-harm or suicide 

It sounds like you are having a lot 
of strong feelings.  It is really 
common for women to experience 
these kinds of feelings.  Many 
effective support options are 
available. I would like to talk to you 
more about how you have been 
feeling recently. 

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

often have you thought of 
hurting yourself? 

2. Have you ever attempted to
hurt yourself in the past? 

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

If concerned about the safety of 
woman/baby: You and you baby 
deserve for you to feel well. Let’s talk 
about ways we can support you. 

Document assessment and plan in 
medical record. If there is a clinical 
question, call MCPAP for Moms 
855-Mom-MCPAP (855-666-6272) 
or refer to emergency services.  

Contact clinical support staff to 
arrange follow-up care if needed. 
Give woman information about 
community resources (e.g., 
support groups, MCPAP for 
Moms website – 
www.mcpapformoms.org). 

My office staff and I are available 
to help you and provide ongoing 
support. 

If woman is already in treatment, 
ensure follow up appointment is 
scheduled. 

Positive score on question 10 
Score <10 

Score ≥ 10 

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

Give EPDS to 
woman to 
complete 

Clinical support staff explains EPDS 
 
Emotional complications are very common during 
pregnancy and/or after birth.  1 in 8 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 and it often happens for the first time 
during pregnancy or after birth.  It can also impact 
you and your baby’s health.  We will be seeing you a 
lot over the next months and want to support you.    

Woman completes the EPDS. 
Staff tallies score and enters 
into medical record. Staff 
informs OB provider of score 
prior to patient appointment. 

 

EPDS Score 

If first EPDS screen If subsequent 
EPDS screen  

If antidepressant medication is 
indicated 
1. Screen for bipolar disorder (refer to

Bipolar Depression Screen) 
2. Refer to Recommended Steps before

Beginning Antidepressant Medication 
Algorithm and Antidepressant 
Treatment Algorithm 

3. Offer psychotherapy

The clinical 
support 

staff/ 
provider 

speak the 
italicized 

text 

Provider steps are in this 
purple box   

10
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Edinburgh Postnatal Depression Scale 1 (EPDS)
Name:  ______________________________  Address:  ___________________________ 

Your Date of Birth:  ____________________   ___________________________ 

Baby’s Date of Birth:  ___________________ Phone: _________________________ 

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

Here is an example, already completed. 

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

In the past 7 days: 

1. I have been able to laugh and see the funny side of things *6.  Things have been getting on top of me
As much as I always could Yes, most of the time I haven’t been able 
Not quite so much now to cope at all 
Definitely not so much now Yes, sometimes I haven’t been coping as well 
Not at all as usual 

2. I have looked forward with enjoyment to things No, I have been coping as well as ever 
As much as I ever did 
Rather less than I used to *7 I have been so unhappy that I have had difficulty sleeping
Definitely less than I used to Yes, most of the time 
Hardly at all Yes, sometimes 

Not very often 
*3. I have blamed myself unnecessarily when things No, not at all 

went wrong 
Yes, most of the time *8 I have felt sad or miserable
Yes, some of the time Yes, most of the time 
Not very often Yes, quite often 
No, never Not very often 

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

No, not at all *9 I have been so unhappy that I have been crying
Hardly ever Yes, most of the time 
Yes, sometimes Yes, quite often 
Yes, very often Only occasionally 

No, never 
*5  I have felt scared or panicky for no very good reason

Yes, quite a lot *10 The thought of harming myself has occurred to me
Yes, sometimes Yes, quite often 
No, not much Sometimes 
No, not at all Hardly ever 

Never 

Administered/Reviewed by ________________________________    Date  ______________________________ 

1 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 . 

2 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 

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.

No, most of the time I have coped quite well 
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Edinburgh Postnatal Depression Scale 1  (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 depressive illness of varying severity. The EPDS 
score should not override clinical judgment.  A careful clinical assessment should be carried out to confirm the 
diagnosis.  The scale indicates how the mother has 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. 

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

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

QUESTIONS 3, 510 (marked with an *) 
Are reverse scored, with the top box scored as a 3 and the bottom box scored as 0. 

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

Users may reproduce the scale without further permission, providing they respect 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.

1 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. 

2 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
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.

Bipolar Disorder Screen 

This algorithm can be used when treatment with antidepressants is indicated, in conjunction with the Depression Screening 
Algorithm for Obstetric Providers. 

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

 

1
Taken from the Composite International Diagnostic Interview-Based Bipolar Disorder Screening Scale (Kessler, Akiskal, Angst et al., 2006)

If n
o

 to
 b

o
th

 q
u

estio
n

s 1 &
 2

 If no to question 3 

If yes to 
question 3 

 Continue screen for bipolar disorder1 

3. People who have episodes like this often have changes
in their thinking and behavior at the same time, like
being more talkative, needing very little sleep, being
very restless, going on buying sprees, and behaving in
ways they would normally think are inappropriate. Did
you ever have any of these changes during your
episodes of being (excited and full of energy/very
irritable or grouchy)?

The screen suggests the 
patient may have bipolar 

If you have questions or need 
telephone consultation with a 
psychiatrist call MCPAP for Moms 
855-Mom-MCPAP (855-666-
6272) 

Screen for bipolar disorder1

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

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

If yes to questions 1 and/or 2 

CALL MCPAP FOR MOMS WITH CLINICAL QUESTIONS THAT ARISE DURING SCREENING OR TREATMENT AT 855-666-6272 

Refer to the Recommended Steps 
before Beginning Antidepressant 
Medication Algorithm 
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Counsel patient about antidepressant use: 

 No decision regarding whether to use antidepressants during pregnancy is perfect or risk
free

 SSRIs are among the best studied class of medications during pregnancy

 Both medication and non-medication options should be considered

 Encourage non-medication treatments (e.g., psychotherapy) in addition to medication
treatment or as an alternative when clinically appropriate

Risks of antidepressant use during pregnancy Risks of under treatment or no treatment 
of depression during pregnancy

 Small, but inconsistent increased risk of birth
defects when taken in first trimester,
particularly with paroxetine

 The preponderance of evidence does not
suggest birth complications

 Studies do not suggest long-term
neurobehavioral effects on children

 Possible transient neonatal symptoms

 Increases the risk of postpartum
depression

 Birth complications
 Can make it harder for moms to take care

of themselves and their babies
 Can make it harder for moms to bond

with their babies

 If pregnant:  In your situation, the benefits of taking an antidepressant outweigh the chance
of the things we just discussed.

 If lactating: SSRIs and some other antidepressants are considered a reasonable treatment
option during breastfeeding.  The benefits of breastfeeding while taking antidepressants
generally outweigh the risks.

SEE ANTIDEPRESSANT TREATMENT ALGORITHM ON BACK FOR GUIDELINES RE: PRESCRIBING MEDICATIONS 

CALL MCPAP FOR MOMS WITH CLINICAL QUESTIONS THAT ARISE DURING SCREENING OR TREATMENT AT 855-666-6272 

Recommended Steps before Beginning Antidepressant Medication Algorithm 
(Discussion should include yet not be limited to the below)
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96(3), 259–269. 

 

 
 

 
 
 
 
 

 
 

  

Is patient currently taking an antidepressant? 

Does patient have a history of taking an 
antidepressant that has helped? 

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

Yes No 

If medication has helped 
and patient is on a low 
dose: increase dose of 
current medication (see 
table below) 

If patient is on therapeutic 
dose for 4-8 weeks that has 
not helped: consider 
changing medication. If 
questions contact MCPAP 
for Moms for consultation 

Yes No 

Use sertraline, 
fluoxetine or 
citalopram (see 
table below) 

Prescribe
antidepressant that 
helped patient in the 
past (see table below) 

1. If patient has no or minimal side effects, increase dose.
2. If patient has side effects, switch to a different med.

If you have any questions or need consultation, contact 
MCPAP for Moms at 855-Mom-MCPAP (855-666-6272) 

Reevaluate every month and at postpartum visit. Refer 
back to patient’s provider and/or clinical support staff 
for psychiatric care once OB care is complete. Contact 
MCPAP for Moms if it is difficult to coordinate ongoing 
psychiatric care. Continue to engage woman in 
psychotherapy, support groups and other non-
medication treatments. 

If no/minimal clinical 
improvements after 4-8 weeks 

Reevaluate depression treatment in 2-4 weeks via EPDS & clinical assessment 

If clinical improvement and 
no/minimal side effects 

       Antidepressant Treatment Algorithm 
(use in conjunction with Depression Screening Algorithm for Obstetric Providers)

First line treatment (SSRIs)
*sertraline (Zoloft) 50-200 mg
Increase in 50 mg increments 

fluoxetine (Prozac) 20-60 mg 
Increase in 10 mg increments 

citalopram (Celexa) 20-40 mg 
Increase in 10 mg  increments 

escitalopram (Lexapro) 10-20mg 
Increase in 10 mg increments 

Second line treatment
SSRIs SNRIs Other If a first or second line medicine 

is currently helping, continue it 

Strongly consider using first or 
second line medicine that has 
worked in past  

*paroxetine (Paxil) 20-60mg
Increase in 10 mg increments 

venlafaxine (Effexor) 75-300mg 
Increase in 75 mg increments 

bupropion (Wellbutrin) 300-450mg 
Increase in 75 mg increments  

*fluvoxamine (Luvox) 50-200mg
Increase in 50 mg increments 

duloxetine (Cymbalta) 30-60mg 
Increase in 20 mg increments  

mirtazapine (Remeron) 15-45mg 
Increase in 15 mg increments 

*Considered a safer alternative in lactation because they have the lowest degree of translactal passage and fewest reported adverse 
effects compared to other antidepressants.  In general, if an antidepressant has helped it is best to continue it during lactation. 

CALL MCPAP FOR MOMS WITH CLINICAL QUESTIONS THAT ARISE DURING SCREENING OR TREATMENT AT 855-666-6272 
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1 in 8 women suffer from perinatal depression 

 Gavin et al. Ob Gyn 2005, Vesga-Lopez et al. Arch Gen Psychiatry 2006.  

Perinatal depression is twice as common as 
gestational diabetes 

 Gavin et al. Ob Gyn 2005, Vesga-Lopez et al. Arch Gen Psychiatry 2006.   ACOG Practice Bulletin 2013.  

Depression 
10-15 in 100 

Diabetes 
3- 7 in 100 
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Two-thirds of perinatal depression begins before birth 

10 

Pregnancy 

33% 

Postpartum 
40% 

Before 
pregnancy 

27% 

Wisner et al. JAMA Psychiatry 2013 

 

 

Poor health care 
Substance abuse 
Preeclampsia 
Maternal suicide 

Bodnar et al. (2009). The Journal of clinical psychiatry.  Cripe et al. (2011). Paediatric and perinatal epidemiology, Flynn, H. A., & Chermack, S. T. (2008). 
Journal of Studies on Alcohol and Drugs,.; Forman et al. (2007). Development and psychopathology, Grote et al. (2010). Archives of general psychiatry,.; 
Sohr-Preston, S. L., & Scaramella, L. V. (2006). Clinical child and family psychology review,. ; Wisner et al. (2009). The American journal of psychiatry,  

Perinatal depression effects mom, child & family 

Low birth weight 
Preterm delivery 
Cognitive delays 
Behavioral problems 

20
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13 

Treated Women

Untreated women

Perinatal depression is under-diagnosed and 
under-treated 

Carter et al. (2005). Australian and New Zealand Journal of Psychiatry, 39(4), 255–261; Marcus et al. (2003). Journal of womens health 2002, 
13(1), 373–380. Smith et al. (2009). General hospital psychiatry, 31(2), 155–62.  

Women do not  
disclose symptoms  

or seek care 

Unprepared providers,  
With limited resources 

Poor Outcomes 

Underutilization 
of Treatment 

www.chroniccare.org 

Patient Provider Systems 

Lack of detection Lack of training  Lack of integrated care 

Fear/stigma  Discomfort Screening not routine 

Limited access Few resources Isolated providers 

Barriers to Treatment 
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15 

“How can I help Ms. Y?” 

The perinatal period is ideal for the detection and 
treatment of depression 

80% of depression is treated by 
primary care providers 

Regular opportunities to screen 
and engage women in 
treatment  

Front line providers have a pivotal 
role 
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In 2010, Massachusetts passed a Postpartum 
Depression Act 

PPD Commission 

PPD Screening Regulation 
(if screen must report CPT 
S3005, 0-6 months) 

MCPAP for Moms Funding 

Education Care 
Coordination 

855-Mom-
MCPAP 
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Telephone 
Consultation 

Obstetric 
providers/ 
Midwives 

Family 
Medicine 

Psychiatric 
providers 

Primary 
care 

providers 

Pediatric 
providers 

Providers can call for patient consultations 

1-855-Mom-MCPAP 

Telephone 
Consultation 

24
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1-855-Mom-MCPAP 

Telephone 
Consultation 

During telephone consult care coordination is 
determined based on acuity, severity and need 

22 

Contact Provider 

Care coordinator will 
identify 2-3 targeted 
resources to deliver 
via phone or email 

Does not involve 
speaking with mom 

Patient Contact 

Care coordinator will 
contact mom and work 
with her to schedule 
appointment 

Care coordinator will 
follow up after 1 
month 
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Telephone 
Consultation 

Obstetric 
providers/ 
Midwives 

Family 
Medicine 

Psychiatric 
providers 

Primary 
care 

providers 

Pediatric 
providers 

Providers can call for patient consultations 

Improved outcomes 
for moms, babies and 

families 

Treat  Triage Engage Assess Detect 

Gilbody, S., Sheldon, T., & House, A. (2008). CMAJ Canadian Medical Association journal journal de lAssociation medicale canadienne, 178(8), 
997–1003.; Yonkers, K., Smith, M., Lin, H., Howell, H., Shao, L., & Rosenheck, R. (2009). Psychiatric Services, 60(3), 322–328.  

Obs 80%  

& 

Psychiatrists 20% 
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Edinburgh Postnatal Depression Scale (EPDS) 

Validated in pregnancy and 
postpartum 

10 items 

Asks about self-harm 
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26-28 
weeks Birth 

2 wks 
post-

partum 

Administer Edinburgh Postnatal Depression Scale 

1st pre-
natal visit 

6 wks 
post-

partum 

Administer EPDS for high-risk patients 

Steps after a positive screen 

 

 

 

 

 

Assess severity and comorbidities  

Consider all treatment and support options 

Consider patient preference 

Rule out bipolar disorder 

Consider treatment risks/benefits 
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Steps after a positive screen 

 

 

 

 

 

Assess severity and comorbidities  

Consider all treatment and support options 

Consider patient preference 

Rule out bipolar disorder 

Consider treatment risks/benefits 

•Source: Cox, J.L, Holden, J.M., and Sagovsky, R. 1987.  Detection of postnatal depression: Development of the 10- item Edinbugh 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. U 
•sers 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 p
•aper in all reproduced copies. Edinburgh Postnatal Depression Scale (EPDS). 

EPDS scores range 0 - 30 

• Depression unlikely< 10 

• Possible depression≥10 

• Probable depression≥ 13 
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 Baby Blues  Depression 

≤ 2 wk 

Mood lability 

High emotionality 

≥2 wks 

Guilt, feeling worthless 

Suicidal thoughts 

Impacts functioning 

Assess for other comorbidities and medical causes 

32 

PTSD and other anxiety disorders 

Eating disorders 

Substance abuse 

Medical causes 

  Check TSH, CBC, B12, Vitamin D, and folate 
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33 

OCD/anxiety 

• Good insight

• Thoughts are intrusive
and scary

• No psychotic symptoms

• Thoughts cause anxiety

Postpartum Psychosis 

• Poor insight

• Psychotic symptoms

• Delusional beliefs or
distorted reality
present

 Low risk High risk 

Risk of harm to baby 

High 
Risk 

Lower 
Risk 

Suicide Risk 
Assessment 

History of suicide attempt 

High lethality of prior attempts 

Recent attempt 

Current plan  

Current intent 

Substance use 

Lack of protective factors 
(including social support) 

No prior attempts 

If prior attempts, low 
lethality & high  
rescue potential  

No plan 

No intent 

No substance use 

Protective factors 
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Key clinical considerations after a positive screen 

 

 

 

 

 

Severity 

Consider all treatment and support options 

Patient preference 

Bipolar vs. unipolar depression 

Consider treatment risks/benefits 

Education about various treatment and support 
options is imperative  

36 
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Meds not 
indicated 

Meds 
indicated 

37 

Medication 
Assessment 

Mild depression 

No suicidal ideation 

Able to care for self/baby 

Engaged in psychotherapy 

Depression has improved with psychotherapy 
in the past 

Strong preference and access to 
psychotherapy  

Moderate/severe depression  

Suicidal ideation 

Difficulty functioning caring for 
self/baby 

Psychotic symptoms present  

History of severe depression and/or 
suicide ideation/attempts 

Comorbid anxiety  

Linkages with support groups and community 
resources  

Support the wellness and mental health of 
perinatal women 
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Can refer moms to www.mcpapformoms.org 

Steps after a positive screen 

 

 

 

 

 

Assess severity and comorbidities  

Consider all treatment and support options 

Consider patient preference 

Rule out bipolar disorder 

Consider treatment risks/benefits 

34
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Ask women what type of treatment they prefer 

There are effective options for treatment 
during pregnancy and breastfeeding. 

Depression is very common during  
pregnancy and the postpartum period. 

There is no risk free decision. 

 Women need to take medication during 
pregnancy for all sort of things. 

Steps after a positive screen 

 

 

 

 

 

Assess severity and comorbidities  

Consider all treatment and support options 

Consider patient preference 

Rule out bipolar disorder 

Consider treatment risks/benefits 
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Imperative to address bipolar disorder 

Wisner et al. JAMA Psychiatry 2013 

Bipolar 
Disorder 

23% 

Unipolar 
Depressive 

Disorder 
69% 

Other Disorders 7% 

Bipolar disorder increases risk of postpartum 
psychosis 

1-2/1000 women 

>70% bipolar disorder 

24 hrs – 3 weeks postpartum 

Mood symptoms, psychotic 
symptoms & disorientation 

R/o medical causes of delirium 

Psychiatric emergency 

4% risk of infanticide with postpartum 
psychosis 
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Bipolar Disorder Screen 

Steps after a positive screen 

 

 

 

 

 

Assess severity and comorbidities  

Consider all treatment and support options 

Consider patient preference 

Rule out bipolar disorder 

Consider treatment risks/benefits 
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Treatment  - Recommended Steps Before Beginning 
Antidepressant Treatment  

No decision is risk free 

Byatt et al. Acta Psych Scand 2013. 

Vs. 

SSRIs are among the best studied classes of medications 
used in pregnancy 

38



8/20/2015 

Case of Ms. Y 

Absolute risk of birth defects when antidepressants 
taken in first trimester is small 

Byatt et al. Acta Psych Scand 2013. 

Data is inconsistent, paxil has most been controversial 
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Possible transient neonatal symptoms with exposure 
to antidepressants 

Moses-kolko et al JAMA 2005, Warburton et al. Acta Psychiatr Scand 2010. 

Transient and self-limited syndrome that may occur in up to 
30% of neonates 

No data to support taper in third trimester 

Absolute risk of persistent pulmonary hypertension 
(PPHN) appears small 

Chambers et al.  NEJM 2006, Kallen et al. Pharmacoepidemiol Drug Saf 2008, Andrade et al.  Pharm 
Drug Saf  2009.   

Baseline rate of 1-2 per 1000 births, may increase to 3-4 in 
1000 births 
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Small increase risk of preterm labor & low birth 
weight 

Depression can also increase risk of preterm labor 
 and low birth weight 

 Huybrecht, 2014; Ross 2013 

Studies do not suggest long-term neurobehavioral 
effects on children 

Nulman et al. AJP 2012, Croen et al. AGP 2011, Rai et al BMJ 2013.  
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There is no such thing as no exposure 

Need to balance and discuss the risks and benefits of  
medication treatment and risks of untreated depression 

Antidepressants treatment algorithm 

No 

No 

Yes 

Yes 

Antidepressant Currently 

Continue 
meds 

Is it helping? 

Is dose 
maximized? 

No 

Use past med 
that worked 

Yes No 

Increase 
dose 

Change med or call 
MCPAP For Moms  
for Consultation 

New med or call 
MCPAP For Moms 
for Consultation 

Yes No 

Has a past 
med been 
helpful? 
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Treatment - Antidepressant Treatment Algorithm 

Start antidepressants at a low dose  
and increase in small increments every 2 days 

SSRIs  Starting & Increment Dose  Target Dose 

  (mg/day)  (mg/day) 

sertaline (Zoloft)   25   75-200 

citalopram (Celexa)   10    20-40 

escitalopram (Lexapro)  5    10-20 

fluoxetine (Prozac)   10    20-80 

Tell women only to increase dose if tolerating  

Otherwise, wait until side effects dissipate before increasing 
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General side effects of antidepressants 

59 

Temporary  
Nausea  
Constipation/Diarrhea 
Lightheaded 
Headaches 

Long-term 
Increase in appetite/weight gain 
Sexual side effects 
Vivid dreams/insomnia 

       Direct patients to take medication with food to decrease side effects 

After starting antidepressant re-administer EPDS 

60 

Re-administer EPDS 
and reevaluate 
after 2 weeks  

Increase 
medication 

Reevaluate 
monthly 

Little/no improvement 
(EPDS >10) 

Improvement 
(EPDS < 10) 
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Prescribing principles for pregnancy and 

breastfeeding 

Use what has worked  
(considering available reproductive safety information) 

Use lowest EFFECTIVE dose 

Minimize switching 

Monotherapy preferable 

Be aware of need to adjust dose 

Discourage stopping SSRIs prior to delivery 

Breastfeeding generally should not preclude 
treatment with antidepressants 

SSRIs and some other antidepressants are considered a 
reasonable option during breastfeeding 
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Sertraline, paroxetine, & fluvoxamine have lowest 
passage into milk  

Steps after a positive screen 

 

 

 

 

 

Assess severity and comorbidities  

Consider all treatment and support options 

Consider patient preference 

Rule out bipolar disorder 

Consider treatment risks/benefits 
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Please call us with any questions as we are to here to 
help you  

 

1-855-Mom-MCPAP 

www.mcpapformoms.org 

Pre-enrollment  survey – please complete 
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8/20/2015 

In summary, our aim is to promote maternal and 
child health by building the capacity of front line 
providers to address perinatal depression 

Please contact us 

Thank you! 

 
 

 
 

 
 

www.mcpapformoms.org 

Call 1-855-Mom-MCPAP 

Nancy Byatt, DO, MBA, Medical Director 
Nancy.Byatt@umassmemorial.org 

Kathleen Biebel, PhD, Program Director 
Kathleen.Biebel@umassmed.edu 

Shums Alikhan, BA, Program Assistant 
Shums.Alikhan@umassmed.edu 

Copyright © MCPAP for Moms 2014 all rights reserved. Authors: Byatt N, Lundquist R, 
Broudy C, Marsh W. Funding provided by the Massachusetts Department of Mental 

Health. 
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MCPAP for Moms: A Primer for Pediatric Providers 

MCPAP for Moms aims to improve outcomes for babies, children, and families by helping 
pregnant and postpartum women access and engage in depression treatment. 

Pediatric providers in Massachusetts are well acquainted with the Massachusetts Child Psychiatry 
Access Project (MCPAP), created in response to the widespread lack of access to child psychiatry. 
MCPAP has been broadly accepted by pediatric primary care clinicians, and is recognized as 
enhancing the capacity of pediatric providers to treat children and adolescents with behavioral 
health issues. 

In 2014, MCPAP launched a new program, MCPAP for Moms, to promote maternal and child health 
by building the capacity of providers serving pregnant and postpartum women and their children up 
to one year after delivery to effectively prevent, identify and manage depression. MCPAP for Moms 
aims to help pediatric providers screen mothers and fathers for postpartum depression within the 
context of well-child care. 

MCPAP for Moms aims to: 
 Implement universal screening for depression during pregnancy and postpartum for the

approximately 72,000 women who deliver babies in Massachusetts each year;
 Increase access to mental health care among pregnant and postpartum women; and,
 Improve mental health outcomes for mothers and fathers, and thereby improve outcomes

for babies and families.

Why is postpartum depression important to pediatric providers? 

Postpartum depression (PPD) is a widespread problem that can complicate birth,1 infant,2 and child 
outcomes.3-5 Perinatal depression - depression before, during, and in the year following pregnancy 
- can have far-reaching, harmful effects for all family members. One in five women screen positive 
for depression during their first postpartum year.6 One in three fathers in families struggling with 
maternal depression experience PPD themselves.7Depression in fathers may present differently 
than in mothers. Men with depression are more likely to report substance abuse and disturbances 
in work and social functioning.8Adoptive parents have similar rates of depression as birth parents 
during the postpartum period.9,10 Individuals with a family history of depression, substance abuse, 
or a personal history of depression are at increased risk for perinatal depression.11Large health 
disparities in the U.S. place low-income and racial and ethnic minority families at increased risk for 
parental depression, stress, and poorer child outcomes compared to affluent families.12 

Birth outcomes can be adversely affected by depression in pregnancy,1,13-16 and PPD can have a 
long-term impact on child outcomes. PPD is associated with attachment insecurity,3 difficult 
infant/childhood temperament,3,17 developmental delay, and impaired language development.4,5 
Treatment of maternal depression until remission is associated with decreased psychiatric 
symptoms and improved functioning outcomes among offspring.18,19 Despite the profound negative 
effects on mother and child, some of which improve with depression treatment,18,19 the vast 
majority of women with PPD go untreated.20-23 

What is known about PPD screening in pediatric settings? 

Most perinatal care or obstetrical settings only see women and screen for PPD at the 4-6 week 
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postpartum visit.24Pediatricians providing care for children under the age of five may be the only 
medical provider many mothers see during the child’s first year of life.25,26 PPD can be identified in 
pediatric settings during the first postpartum year.23 Training pediatric providers to detect and 
address PPD can enhance pediatric providers’ impact on maternal mental health,27 carrying the 
potential to have a trans-generational impact.   

How does MCPAP for Moms help pediatric providers and practices? 

MCPAP for Moms can help pediatric providers in two distinct ways. MCPAP for Moms can support 
pediatric providers as they provide well-care to infants and their families. MCPAP for Moms can 
also assist pediatric providers when they need support around perinatal mental health concerns as 
they care for pregnant and postpartum teenagers. 

MCPAP for Moms encourages all pediatric providers to screen for postpartum depression in: 
 mothers and fathers of infant patients during well-child visits; and
 pregnant or postpartum women receiving primary care from a pediatric provider

Available screening instruments include the Patient Health Questionnaire (PHQ-2 or PHQ-9: a 
validated questionnaire to screen and measure depression and its severity),28 or the Edinburgh 
Postnatal Depression Screen (EPDS - a widely-used and validated 10-item questionnaire to identify 
women experiencing depression during pregnancy and the postpartum period).29 The PHQ-2 is part 
of the Survey of Wellbeing of Young Children (SWYC).30 The PHQ-2, PHQ-9, and EPDS can be found 
in the Appendix or at www.mcpapformoms.org/toolkits/pediatricprovider.aspx. 

Can I bill for screening? 

If you are using the SWYC with the embedded PHQ-2, you can bill using 96110. For other screening 
tools, at this time, please consult the infant’s insurer. 

When an infant is the patient. 

Well-child visits provide an ideal opportunity to detect and address PPD. As pediatric providers are 
most often not providing primary care to mothers, their main role is one of screening and referral. 
MCPAP for Moms can help pediatric providers screen for and address PPD and other mental health 
concerns during well-child visits. PPD screening is recommended for mothers and fathers as part of 
well-child visits (and at other times if indicated) at: 

 Within first month
 2 month visit
 4 month visit
 6 month visit
 9-12 month visit

MCPAP for Moms provides a Depression Screening Algorithm for Pediatric Providers During 
Well-Child Visits (see Appendix), which offers step-by-step guidelines for administering and 
responding to a PPD screen. While the majority of mothers and fathers will not screen positive for 
PPD, the postpartum period can be challenging, and depression and other mental health concerns 
can arise at any time. 
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The baby’s behavior offers a window into the emotional state of the family. Problems of crying, 
sleep and feeding are intimately intertwined with perinatal emotional complications, both as cause 
and result. Parents’ mood affects the baby, and baby’s mood affects the parent. Time spent in the 
primary care setting addressing these issues in the context of evaluating the parents’ emotional 
wellbeing can be a first step in treatment. 
 
For all parents with a positive screen:  

1. If the parent is already in mental health treatment, refer to/notify* parent’s mental health 
provider. 

2. Give parent information about community resources (e.g., support groups, MCPAP for 
Moms resource card, and MCPAP for Moms website-www.mcpapformoms.org). 

3. Refer to/notify* parent’s PCP and/or OB/GYN for monitoring and follow-up. You may 
recommend that the PCP or OB/GYN call MCPAP for Moms if they have clinical questions 
about the parent. 

4. Engage natural supports* and encourage parent to utilize them. Most likely you will have 
only one parent in the office when a screen is positive. A depressed parent who is alone or 
feeling alone is at higher risk for suicide. It is important for someone else in the parent’s life 
to be aware of the presence of depression and be able to step in to help. 

5. If the pediatric provider has clinical questions, call MCPAP or MCPAP for Moms (855-MOM-
MCPAP/855-666-6272). 

6. Assess if there is an acute crisis or safety concern. If there is a crisis or safety concern, refer 
to parent’s local Emergency Services. For MassHealth members, contact the local 
Emergency Services Program at 877-382-1609. 
 

We recommend and expect that pediatric providers and their office staff will refer parents to an 
adult provider such as her PCP or OB/GYN. If there is difficulty referring women to their PCP or 
OB/GYN, pediatric providers may call MCPAP for Moms for assistance in identifying mental health 
providers in the parent’s community.  
 
MCPAP for Moms recommends that pediatric providers document the screening result in the 
medical record as you would with other risk factors that may affect the child health such as 
substance use or domestic violence. MCPAP for Moms recommends that pediatric practices 
continue to use their current strategies for appropriately documenting potentially sensitive family 
information.   
 
When a pregnant/postpartum young mother is the patient. 
 
MCPAP for Moms recommends that pediatric providers caring for pregnant teens or postpartum 
young mothers screen for depression during pregnancy and in the postpartum period. New 
mothers should also be screened for PPD during well-child visits. Questions that arise specific to 
mental health concerns during screening and/or providing care for a pregnant teen or postpartum 
young mother should be directed as follows: 
 
For perinatal psychiatry questions. Pediatric providers can call MCPAP for Moms (855-MOM-
MCPAP/855-666-6272) to speak with a MCPAP for Moms perinatal psychiatrist for consultation 
regarding mental health care. If it is determined that the patient needs additional mental health 
services (e.g., a therapist, a support group), a MCPAP for Moms Care Coordinator can work to 

* Obtain parent’s consent 
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identify and/or schedule services. Additional information on PPD during pregnancy is available at 
www.mcpapformoms.org. 
 
For general child psychiatry questions. Pediatric providers can call their MCPAP regional hub to 
speak to a MCPAP child psychiatrist for a consultation and/or the MCPAP Care Coordinator to 
identify and/or schedule mental health services for the mom. MCPAP and MCPAP for Moms 
psychiatrists and Care Coordinators will work together to consult on cases, and identify 
appropriate mental health resources.  
 
Antidepressant medications and lactation. 
 
 Considerations for lactating women: 
 

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

 When antidepressants are indicated, the benefits of breastfeeding while taking 
antidepressants generally outweigh the risks. 

 Most psychiatric medications are passed into breast milk, though in very low amounts. 
 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 NIH website LactMed, which contains information on medications to which 
breastfeeding mothers may exposed. Providers can also download the LactMed app for mobile 
devices. We encourage providers to call MCPAP for Moms for any questions regarding the use of 
antidepressants or other psychiatric medications during breastfeeding. Pediatric providers can also 
visit the MCPAP for Moms website for additional information and treatment algorithms.  
 
MCPAP for Moms Pediatric Toolkit. 
 
The MCPAP for Moms Pediatric Toolkit provides information to support pediatric providers as they 
detect and screen for mental health concerns. We recommend pediatric providers review the 
toolkit. The complete MCPAP for Moms Pediatric Toolkit can be found at 
www.mcpapformoms.org under “Provider Toolkit/MCPAP for Moms toolkit – Pediatric 
Provider.” 
 
Assessment Tools. Highlights the range of depression and mental health concerns that may occur 
postpartum, possible treatment options, and key issues to consider when assessing mental health 
status during the postpartum period. 

 Key Clinical Considerations When Assessing the Mental Health of Pregnant and 
Postpartum Women. Provides key information/concepts to consider when assessing the 
mental health of pregnant and postpartum women.  
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 Summary of Emotional Complications During Pregnancy and the Postpartum Period. 
An overview of the range of emotional complications that can occur during pregnancy and 
postpartum including Baby Blues, Perinatal Depression, Perinatal Anxiety, Posttraumatic 
Disorder (PTSD), Obsessive-Compulsive Disorder (OCD), and Postpartum Psychosis. 

 
Screening Tools & Algorithms. Includes depression screens and a depression screening algorithm 
designed for pediatric providers. 

 Patient Health Questionnaire – 2 (PHQ-2) 
 Patient Health Questionnaire – 9 (PHQ-9) 
 Edinburgh Postnatal Depression Scale (EPDS) 
 Postpartum Depression Screening Algorithm for Pediatric Providers during Well-

Child Visits. Provides guidance on administering the PHQ-2, PHQ-9 or EPDS and next steps 
depending on the score. Side one is a simplified version of the algorithm. Side two provides 
more detailed information including talking points and suggested language re: how to 
discuss the screen and resultant scores with a parent. 

 
Community resources - MCPAP for Moms partners. 
 
Key to the success of MCPAP for Moms are partnerships with two critical community-based 
organizations, to help facilitate linkages to resources including mental health care, support groups, 
and other activities to support the wellness and mental health of pregnant and postpartum women. 
MCPAP for Moms is partnering with MotherWoman and MSPP Interface Referral Service to develop 
community resources and link women with perinatal supports across the state. 
 
MotherWoman is partnering with community providers across the Commonwealth to provide 
training and development around the Community-based Perinatal Support Model (CPSM), an 
intervention that addresses the challenge of ensuring that mothers experiencing perinatal 
depression receive the care and treatment they need. CPSM assists communities in their efforts to 
effectively prevent, identify, and treat mothers with perinatal depression both within agencies and 
organizations and across systems of care by addressing barriers at the maternal, provider and 
system levels.  MotherWoman has developed perinatal community coalitions and support groups 
for mothers with children under the age of one in six communities in Massachusetts (Springfield, 
Cape and the Islands, New Bedford, Lynn, Brockton, and Worcester). MotherWoman will continue 
to expand this model to additional communities. 
 
The Massachusetts School of Professional Psychology (MSPP) Interface Referral Service is working 
with MCPAP for Moms to collect and categorize resources specifically related to perinatal mental 
health and wellness. These resources are utilized and updated daily, and accessed by the MCPAP for 
Moms Care Coordinators as they refer and coordinate mental health care for vulnerable parents. 
Support group resources can be found on the MCPAP for Moms website under the “For Mothers and 
Families” tab. 
 
Home visiting programs. 
 
Massachusetts home visiting programs offer voluntary, family-focused services to expecting or new 
families with infants and children. Services are predominately provided in a family’s home. Many 
home visiting programs offer group-based services as well. Home visits are provided in a routine 
and sustained manner, ranging from a weekly to a monthly basis. Typically families are eligible to 
remain in home visiting programs for three to five years, although this varies by individual 
program. Home visiting services are delivered by trained home visiting professionals or 
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paraprofessionals, with the goal of addressing specific issues based upon the family’s eligibility for 
the program. While each home visiting program has different eligibility criteria — and thus delivers 
different services to their participants— there are many elements that are consistent across 
programs. The common core elements of most home visiting programs include, but are not limited 
to: addressing mother and child health, safety, and mental health; positive parenting; child 
development and school readiness; and injury prevention including safe homes. These programs 
also introduce parents to education and employment opportunities. The home visitor works 
collaboratively with the family to set family goals, provide screenings, assessments and parenting 
information, make referrals on behalf of families, and connect families to any other community-
based resources as needed. The following are some of the outcomes that home visiting programs 
across the country have demonstrated: 

 Increased rates of teen moms staying in school and graduating
 Increased access to primary care medical services
 Increased child immunization rates
 Improved parent-child bonding
 Improved school readiness
 Decreased number of low-birth weight babies
 Decreased number of child abuse and neglect cases
 Decreased families’ need for welfare, or TANF (Temporary Assistance to Needy Families)

and other social services
For home visiting resources please see the For Mothers and Families tab, Resources for Pregnant 
and Postpartum Women on the MCPAP for Moms website.  

MCPAP for Moms web-based resources for pediatric providers. 

There are many web-based resources available to support pediatric providers, and their patients 
and families. The MCPAP for Moms website provides detailed information about how MCPAP for 
Moms works, FAQs, and online resources to assist providers on various issues specific to PPD 
including evidence-based approaches and medication decision-making. 

 MCPAP for Moms website – www.mcpapformoms.org.

o Provider Toolkit/MCPAP for Moms Toolkit – Pediatric Providers: Provides all the
Assessment Tools, and Screening Tools and Algorithms that make up the Pediatric
Provider Toolkit.  All tools are available for download.

o Provider Toolkit/MCPAP for Moms Toolkit – Adult Providers: Provides additional
information about the delivery of treatment, including information about
medication and lactation, and services to parents experiencing PPD and other
mental health concerns by adult primary care providers.

o For Mothers and Families: General information pertaining to PPD as well as in-
person, online, and telephone support options for mothers and fathers.

 Talking to Your Provider about Perinatal Mental Health Concerns: Provides
guidance for parents talking with providers about their mental health
concerns.

 How to Find a PCP: Provides step-by-step instructions to help parents find
and choose a PCP. 
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We encourage all providers to use 
the S3005 billing code that allows 

the Dept of Public Health to track 
screening across specialties and 

regions. 

If there are clinical questions (including questions about medications that may be taken during lactation), call MCPAP for Moms. 

 

PHQ-9 or EPDS ≥ 10 

For all positive screens 

Postpartum Depression Screening Algorithm for 
Pediatric Providers During Well-Child Visits 

Parent completes the PHQ-2, PHQ-9 or 
EPDS screen during the following well child 
visits and during other visits as indicated: 

 Within first month
 2 month visit
 4 month visit
 6 month visit
 9-12 month visit

If first screen for 
depression 

If subsequent 
screen for 
depression 

Clinical support staff 
explains screen 

Give screen to parent to 
complete in the waiting 
room or in a private 
exam room.  

Give screen to parent 
to complete in the 
waiting room or in a 
private exam room. 

Parent completes the 
PHQ-2, PHQ-9 or EPDS 
screen. 
Provider/nurse tallies score. 

Score does not suggest depression 
Clinical support staff educates parent about the 
importance of emotional wellness. 

Provide information about community 
resources (e.g., support groups, MCPAP for 
Moms website) to support emotional wellness. 

Score suggests depression 

Suggests parent may be at risk of self-harm or suicide 

Do NOT leave parent/baby in room alone until further assessment or 
treatment plan has been established. Immediately assess further. 

If there is a clinical question, provider calls MCPAP regional hub. For 
safety concerns, refer to emergency services. Document the 
assessment and plan in medical record. 

Provider documents clinical plan based on screening results. Not required to include screen as part of the medical record. 

MCPAP for Moms: Promoting maternal mental health during and after pregnancy             www.mcpapformoms.org 
Revision: 1.15.15    Tel: 855-Mom-MCPAP (855-666-6272) 
Copyright © MCPAP for Moms 2015 all rights reserved. Authors: Byatt N., Biebel K., & Straus J. 

Funding provided by the Massachusetts Department of Mental Health 

PHQ-2 ≥ 3 

PHQ-2 <3; PHQ-9 or EPDS<10 

Administer PHQ-9 or EPDS 

If positive score on 
self-harm question 

1. If parent is already in mental health
treatment, refer to/notify* parent's
provider.

2. Give parent community resource
information (e.g., MCPAP for Moms card,
and website)

3. Refer to/notify* parent's PCP and/or
OB/GYN for monitoring and follow-up.

4. Engage natural supports* and encourage
parent to utilize them.

*Obtain parent’s consent

PPrroovviiddeerr  sstteeppss  ffoorr  ppoossiittiivvee  ssccrreeeennss 
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Postpartum Depression Screening Algorithm for Pediatric 
Providers During Well-Child Visits (with suggested talking points) 

We encourage all providers to use the 
S3005 billing code that allows the Dept 

of Public Health to track screening 
across specialties and regions. 

PHQ-2 ≥ 3 

 PHQ-9 or EPDS ≥ 10 

If positive score on 
self-harm question 

For all positive 
screens

MCPAP for Moms: Promoting maternal mental health during and after pregnancy 
Revision 1.15.15 

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

Copyright © MCPAP for Moms 2015 all rights reserved. Authors: Byatt N., Biebel K., & Straus J. 
Funding provided by the Massachusetts Department of Mental Health 

If there are clinical questions (including questions about medications that may be taken during lactation), call MCPAP for Moms. 

Provider documents clinical plan based on screening results. Not required to include screen as part of the medical record. 

1. If parent is already in mental health
treatment, refer to/notify* parent's provider.

2. Give parent community resource information
(e.g., MCPAP for Moms card, and website)

3. Refer to/notify* parent's PCP and/or OB/GYN
for monitoring and follow-up.

4. Engage natural supports* and encourage
parent to utilize them.

*Obtain parent’s consent

Suggests parent may be at risk of self-harm or suicide 

It sounds like you are having a lot of strong feelings. It is common for 
parents to experience these kinds of feelings.  Many effective support 
options are available. I would like to talk to you about how you have 
been feeling recently. 

Do NOT leave parent/baby in room alone until further 
assessment or treatment plan is established. Immediately 
assess further: 

1. In the past two weeks, how often have you thought of
hurting yourself? 

2. Have you ever attempted to hurt yourself in the past?
3. Have you thought about how you could harm yourself?

If concerned about the safety of parent/baby: You and your baby deserve 
for you to feel well. Let’s talk about ways that we can support you. 
If there is a clinical question, call MCPAP regional hub. For safety 
concerns, refer to emergency services. Document in medical record. 

Score suggests depression 

You may be having a difficult time or be depressed. What 
things are you most concerned about? Getting help is the 
best thing you can do for you and your baby. It can also 
help you cope with the stressful things in your life (give 
examples). You may not be able to change your situation 
right now; you can change how you cope with it. Many 
effective support options are available. 

Score does not suggest depression 

Clinical support staff educates parent about the importance of 
emotional wellness: 

From the screen, it seems like you are doing well. Having a 
baby is always challenging and every parent deserves 
support. Do you have any concerns that you would like to 
talk to us about? 

Provide information about community resources (e.g., support 
groups, MCPAP for Moms website) to support emotional 
wellness. 

Administer PHQ-9 or 
EPDS 

PHQ-2 <3; PHQ-9 or EPDS<10 

Parent completes the PHQ-
2, PHQ-9 or EPDS screen. 
Provider/nurse tallies score. 

Give screen 
to parent to 
complete in 
the waiting 
room or in a 
private exam 
room. 

Clinical support staff explains screen 

Emotional complications are very common during pregnancy 
and or after birth. 1 in 8 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 
and it often happens for the first time during pregnancy or after 
birth. It can also impact you and your baby’s health. Dads can 
also experience depression or anxiety before or after the baby is 
born. We will be seeing you and your baby a lot over the next 
few months/years and want to support you. 

Give screen to parent to complete in the waiting room or in a 
private exam room.

If subsequent screen 
for depression 

If first screen for 
depression 

Parent completes the PHQ-2, PHQ-9 or EPDS 
screen during the following well child visits and 
during other visits as indicated: 

 Within first month
 2 month visit
 4 month visit
 6 month visit
 9-12 month visit

 

PPrroovviiddeerr  sstteeppss  ffoorr  ppoossiittiivvee  ssccrreeeennss  
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POLITICS, IDEAS & CIVIC LIFE IN MASSACHUSETTS 

Charting postpartum depression 
Advocates want to identify at-risk mothers before tragedy strikes, 

but universal screening is not an easy sell 

 GABRIELLE GURLEY Apr 14, 2015 

WHENEVER SHE PICKED UP a knife, Jamie Zahlaway Belsito thought about stabbing 

herself. The thought intruded so often that the mother-to-be thought it was a sign that having a 

baby was a mistake. 

The dark-haired, vivacious former Philips executive used to jet back and forth between Boston 

and the technology company’s headquarters in the Netherlands. Belsito had been a Washington 

lobbyist working on business immigration reform, and an accomplished flamenco dancer. 

But late in her pregnancy five years ago, Belsito got laid off. At age 35, she was at risk for 

complications and had already had one miscarriage. She began avoiding touching anything 

sharp. It was “just horrific to even have something that was so absurd go through your brain,” 

Belsito says. 

She had complications during labor and ended up delivering her daughter, Hadia, by emergency 

caesarian section. Soon after she got home with Hadia, her husband left on one of his regular 

business trips. Belsito did not know it at the time, but Hadia had dairy and soy allergies. The 

infant cried, threw up all over, and did not sleep well. Belsito cried all the time, too. She sought 

help from her doctor, but antidepressants did not help. “I just wanted to go to sleep and never 

wake up,” she says of those dark times in her Beverly home. 
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With growing recognition of the risks of untreated depression on women and their children, 

some Bay State lawmakers, health care providers, and insurers believe that Massachusetts needs 

to reorient the way the health care system handles the emotional complications of pregnancy 

and childbirth. Postpartum depression is one of the most common complications of pregnancy 

and the postpartum period. What’s more, the condition can be detected using a simple 

questionnaire, and many women respond well to treatment. “This is so minor—to use a 

screening tool,” says Rep. Ellen Story, who co-chairs the state’s Special Legislative Commission 

on Postpartum Depression. 

But universal screening is proving to be a hard sell. Story, an Amherst Democrat, has filed 

several postpartum depression screening bills over the past six years, including one to mandate 

statewide screening for all women and one to mandate screening for MassHealth patients. The 

proposals have gone nowhere. No one is vehemently opposed to screening, but the issue hasn’t 

gained enough traction to make it a priority on Beacon Hill. 

Understanding postpartum depression 

In the weeks after her daughter’s birth, Belsito knew something was seriously wrong. The 

thoughts about knives had stopped, but she did not feel any better. She eventually located a 

postpartum depression Meetup group at Beverly Hospital, and decided to go. No one else did. 

Social workers there gave her a list of phone numbers to call. “That was it,” she says. 

After making a couple of calls, Belsito found a therapist and went with Haida to see her once a 

week. She started dancing again and her life gradually returned to normal. But when she became 

pregnant again, the thoughts about knives returned. She had another emergency caesarian and a 

second little girl who had trouble sleeping without her. On a summer day walking along the 

Merrimack in Newburyport with her family, an ugly thought popped into her head: What if she 

threw the baby into the water? 

Belsito knew she needed help fast. A therapist told Belsito she could see her in six to eight 

weeks. Belsito told her doctor that she might not make it that long. Instead, Belsito, who had 
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moved to Topsfield, tracked down her old therapist who agreed to see the entire family. The 

social worker told Belsito’s husband, “What she is dealing with is totally real.” 

Postpartum depression is a global term that encompasses the three types of emotional 

complications that a woman might experience after delivery: baby blues, postpartum 

depression, and postpartum psychosis. Roughly 8 to 20 percent of all women suffer from 

postpartum depression following a child’s birth. Health care professionals also use the term 

perinatal depression to describe the condition and the period when it occurs, anytime during 

pregnancy through the first year after childbirth. 

There were nearly 72,000 births to Massachusetts mothers in 2013. At the urging of the state 

commission, the Department of Public Health set up a screening pilot program in 2014 that 

targeted more than 2,000 pregnant and postpartum, mostly low-income, patients at four 

community health centers in Holyoke, Lynn, Jamaica Plain, and Worcester.  The pilot program 

found that, overall, about 12 percent of women who were screened had depression symptoms 

ranging from mild to severe. 

The program evaluated 1,059 postpartum women: 839 (79 percent) of them received a 

postpartum depression questionnaire. Of the women who agreed to take the survey, 50 women 

(6 percent) had symptoms that indicated mild depression. Another 48 women (6 percent) had 

moderate to severe depression symptoms. The Patrick administration axed the $200,000 

program during last year’s budget cuts. 

The hormonal shifts that take place after delivery can affect some women more than others. 

According to Massachusetts General Hospital’s Center for Women’s Mental Health, many 

women experience what is commonly known as “baby blues.” Women cry, or get anxious or testy 

after giving birth. Those symptoms usually disappear after about two weeks and a woman is able 

to take care of herself and her baby. 
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New mothers may experience sadness, problems with sleeping or eating, an inability to focus, 

and thoughts of suicide or hurting their baby. The stress of poverty is also a risk factor 

for postpartum depression: the rates are more than double for low-income women. Other social 

factors can also make a woman more prone to the condition, including marital problems, being 

isolated at home, having anxiety about returning to work, and depression before pregnancy. 

Sen. Joan Lovely, a member of the state commission, suspects that she had postpartum 

depression after the birth of her first child nearly 30 years ago. “I had an anxiety condition 

before I had children,” says the Salem Democrat, a mother of three 20-something daughters. 

“After I had my first daughter, I became agoraphobic and could not leave my house for a whole 

year.” Because she was nursing her daughter, Lovely resisted medication and, instead, had to 

undergo intensive therapy. 

Postpartum depression often goes undetected. Left untreated, depression can lead to 

complications, including pre-eclampsia (high blood pressure during pregnancy), premature 

birth, and low birth-weight babies. After the first year, a mother’s depression can lead to her 

children having anxieties or being prone to disruptive behavior, according to Dr. Nancy Byatt, a 

psychiatrist who is the medical director for the Massachusetts Child Psychiatry Access Project 

for Moms. “If a child has mental health or behavior concerns, they don’t usually go away when 

[that person] becomes a preteen,” says Byatt. 

At the opposite end of the spectrum of emotional complications is postpartum psychosis, the 

most serious type of mental disorder that can occur after childbirth. Women suffering from 

postpartum psychosis behave erratically and have delusions and hallucinations. The condition 

affects a small minority, about one-tenth of 1 percent, of women. 

Postpartum psychosis usually ends up in the headlines when a woman commits suicide after the 

birth of a child or kills one or more of her children. Andrea Yates, the Texas woman who 

drowned her five children in 2001, suffered from psychosis. According to news reports, Miriam 

Carey, the Connecticut mother killed by police in 2013 after a car chase in Washington, DC, had 
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depression with psychosis. Carey believed that President Obama had her under surveillance. 

Her baby, who was in a car seat during the shooting, survived unharmed. 

Underlying medical issues, such as thyroid problems, can trigger postpartum psychosis. Shauna 

Kellar, an elementary school teacher turned stay-at-home mom, experienced periods of 

psychosis after the birth of her older daughter in 2006. Her first postpartum experience was 

horrific, complete with a stay in Berkshire Medical Center’s psychiatric unit, “on enough meds to 

tranquilize a horse,” she says. Nearly two years later, the Richmond woman says she was “100 

percent better.” 

But Kellar nearly died as a result of a second bout of postpartum emotional complications after 

the birth of her son three years later. She had abnormal thyroid levels again. Her doctors’ 

inability to calibrate her thyroid and psychiatric medications caused major complications. 

During one psychotic episode, Kellar called her mother to tell her that she planned to baptize 

her son in the bathtub because Jesus was coming to save the world. 

After multiple hospitalizations, two suicide attempts, and electroconvulsive therapy in a 

Saratoga, New York, mental health treatment center, she came under the care of a Boston-area 

psychiatrist who tried to have her committed to St. Elizabeth’s Medical Center in Boston. After a 

judge intervened and ordered him to find a better solution, her meds got tweaked, her thyroid 

returned to normal, and she recovered two weeks later. 

Today Kellar is back to teaching and is writing a memoir. She plans to visit Disney World with 

her husband and kids. “Postpartum depression is different in each person,” she says. “There is 

no standard treatment plan for each mom.” 

Most women do not want to admit that they have a problem because they fear being compared 

to women like Yates or Carey. They worry that being treated for mental illness means that their 

children might be taken away from them. “Society is going to judge what they don’t even know,” 

says Belsito, now a volunteer with the North Shore Postpartum Depression Task Force. 

64



 

“I just wanted to go to sleep and never wake up,” says Jamie Zahlaway Belsito. 

  

Belsito says that’s why it’s important to remove the stigma surrounding postpartum depression, 

and to explain that it is very common and that most cases are mild to moderate and respond 

well to treatment. “If the absolute, extreme heartbreak situations of women who have hurt their 

children or have hurt themselves ends up being what postpartum depression is, no mom will 

ever talk about it because who wants to associate themselves with that?” she asks. 

The stigma surrounding mental illness and postpartum depression can be a powerful deterrent 

to getting treatment. Motherhood is supposed to be one of the most idyllic periods of a woman’s 

life. The reality is that the first year after childbirth is physically taxing and emotionally 

draining. Images in the media of slim, stylish mothers cradling clean, happy babies don’t jibe 

with the daily grind of vomit-stained clothes, dirty diapers, and cranky infants that only sleep a 

few hours at a time. The novelty of a raising a newborn quickly wears off as family and friends 

return to their own busy lives, often miles away. 

“We have just perpetuated the myth that pregnancy is a glowing time for all women and that 

having a baby is the most glorious life experience ever,” says Deborah Issokson, a  psychologist 

in Wellesley and Pembroke who specializes in perinatal mental health. “It isn’t as simple as you 

have your baby, you go home, and all the ladies in the neighborhood gather with their babies in 

their buggies and have coffee together. That’s not how people live anymore.” 
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Looking for signs 

The aim of screening is to identify at-risk women and help reduce stigma around postpartum 

depression by handling it as a routine feature of a woman’s medical visit, much like testing for 

hypertension and gestational diabetes. The Edinburgh Postnatal Depression Scale is one type of 

questionnaire used by health care providers to identify women who may be at-risk for 

postpartum depression. The survey consists of 10 questions that help judge a woman’s mood: 

whether she has bouts of crying, has trouble sleeping, or is thinking about harming herself. A 

score of 10 or higher indicates that a woman might be suffering from depression. 

Treatment for postpartum depression includes talk therapy, one-on-one or in a support group, 

and antidepressants (although some breastfeeding mothers prefer not to take them). “If you can 

get a mom or an expectant mom the help that she needs early in the pregnancy, then potentially 

you can prevent postpartum depression,” says Byatt. 

Only a handful of states, including Illinois, New Jersey, and West Virginia, screen all mothers 

for postpartum depression. Illinois legislators mandated screening more than a decade ago after 

a woman suffering from postpartum depression committed suicide. Illinois law requires health 

care providers to screen women, but under state regulations a provider merely has to invite 

pregnant patients to complete a questionnaire; the woman is not required to complete it. Illinois 

reimburses doctors for screening of both Medicaid and private patients. 

Some doctors have been reluctant to screen women in part because they do not have mental 

health training and aren’t sure what the next treatment steps ought to be. There’s a fear, too, 

that a woman might fall through the cracks if a provider fails to keep tabs on her. “There needs 

to be a system in place,” says Byatt. “Doing the screen itself isn’t going to change her outcome; it 

needs to be followed up.” 

To help Bay State health care providers determine what to do about a woman who might be 

depressed, the Department of Mental Health launched the Massachusetts Child Psychiatry 

Access Project for Moms (MCPAP for Moms) in 2014. MCPAP for Moms provides statewide 
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consultations for obstetricians, pediatricians, nurses, midwives, and others who work with 

pregnant women and new mothers. The telephone resource and referral service relies on hubs at 

Brigham and Women’s Hospital in Boston, UMass Memorial Medical Center in Worcester, and 

Baystate Medical Center in Springfield. 

Psychiatrists and care coordinators offer doctors real-time consultation on issues such as drug 

safety and provide information about trainings, support groups, and other local resources. In 

the first six months of operation, the program handled more than 500 calls and assisted more 

than 300 hundred women. The cost of the program for fiscal 2016 is $600,000. 

Nationwide, the American College of Obstetricians and Gynecologists is not on board with 

mandated screening. The group has advised its members that “there is insufficient evidence to 

support a firm recommendation for universal or postpartum screening.” That view is unlikely to 

shift until more states have ways to connect doctors with treatment options and more evidence 

that screening is effective. 

Dr. Tiffany Moore Simas, an obstetrician/gynecologist who teaches at the University of 

Massachusetts Medical School, describes doctors’ reservations this way: “What everybody has 

been up in arms about is: We screen, we identify depression, and then what?” says Moore Simas, 

who is a member of the state postpartum commission. “Is it enough to give a woman the name 

and a number for a place to go? Is she going to actually engage in treatment?” 

Also complicating the issue is the fact that for many postpartum women, their main interaction 

with the health care system is through their child’s pediatrician. Pediatricians have been 

reluctant to screen women because the child, not the mother, is their patient. 

Some Bay State pediatricians want to shift more attention to mothers because a parent’s 

depression can have an impact on the child. “You can screen for development problems, but can 

you screen for predicting mental health disorders long-term or behavioral health disorders in 

[young infants]?” says Dr. Michael Yogman, a pediatrician who sits on the state commission. 
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“The answer was clearly screening mothers for postpartum depression because maternal 

depression affects the mother and child interaction.” 

Insurers are lukewarm on screening. The Massachusetts Association of Health Plans, which has 

a seat on the state commission, has yet to take a position. Elizabeth Murphy, the association’s 

public policy and regulatory affairs manager, says that while screening makes sense, the decision 

to screen is best left up to individual providers. “With some women, there is some sensitivity 

around this,” Murphy says. “There is also a fear by some providers that if a woman is suffering 

from postpartum depression…that she may be less likely to go to a doctor’s visit because she 

doesn’t want the doctor to see that.” 

Reimbursement for screening is also an issue. “I have been arguing for the better part of seven 

or eight years that the refusal of Medicaid to pay for postpartum depression screening was just 

harmful,” Yogman, the pediatrician, says. “Pediatricians are asked to do so many things, and if 

the insurers don’t value [screening] to reimburse for it, even minimally, they are just not going 

to do it. There are too many other things to do.” 

Behind the screen 

Story has not gotten much traction on a statewide screening program, but she believes that 

screening is key. “Because it is prevention, it saves money,” she says. “If you can get somebody 

in a group talking about the terrible thoughts that she is having and get her to understand that 

she is not the worst mother in the world, then you may save her from a psychiatric 

hospital.”Story spearheaded the effort to set up a statewide postpartum commission in 2010. 

The group, composed of more than 30 lawmakers, public health officials, doctors, and 

advocates, examines research and works to raise awareness. The first two screening bills that 

Story introduced did not advance. In January, Story re-introduced a bill that would mandate 

screening for MassHealth patients and restore funding to the pilot screening program. 
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Rep. Ellen Story of Amherst is finding that mandatory screening for postpartum depression is a tough sell. 

There is no statewide data currently available on who screens for postpartum depression and 

who does not. Under a compromise plan after universal screening failed, state public health 

officials agreed to collect data annually on available screening programs. Health care providers 

must report their findings to the department early next year. To overcome the obstacles involved 

in tracking information through electronic records, which had dampened the interest in 

screening among some providers, state health care officials devised a special tracking code for 

them to use to submit data to the department. 

While state health care officials continue to mull the cost of MassHealth screening, the Joint 

Committee on Health Care Finance put the statewide price tag at an estimated $101,000. 

The Baker administration has adopted a wait-and-see approach. “MassHealth does cover many 

types of wellness screenings and views postpartum depression as an important issue,” said 
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Rhonda Mann, the Executive Office of Health and Human Services communications director, in 

a statement. “We do plan on taking a serious look at any evidence-based screening that has the 

support of the public health community.” 

“The money piece of this always gets in the way,” says Lovely. “We are talking about the health 

of the mother and the health of her child. Doesn’t that trump anything else? If a mom is 

struggling,who knows if the symptoms of postpartum depression could go from mild to severe?” 

Photographs by Meghan Moore 
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Link to watch video: http://www.wcvb.com/health/program-helping-moms-with-postpartum-

depression-get-a-fresh-start/32652994 
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