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What’s something you want to get 
better at?

Available following the training.

• The California Training Institute 

• Funded by the State of California, Dept. of Social Services, Office of Child 
Abuse Prevention (OCAP) to support child abuse prevention through 
professional development and extended learning opportunities.

• Designed for staff of family strengthening and child abuse prevention 
organizations in California, including Family Resource Centers, Child Abuse 
Prevention Councils, community-based organizations, and other child and 
family serving systems.

• Live webinars & small group training

• Virtual, self-paced courses

• Job aids & other resources

This training was made possible with funding from the California Department of Social Services, Office of Child Abuse Prevention. Any opinions, findings, conclusions, and/or recommendations 
expressed are those of the CEBC /CalTrin and do not necessarily reflect the views of the California Department of Social Services.

May 6: Part 1 – Essential Employee Conversations
May 9: Part 2 – Difficult Conversations

May 14: Effectively Welcoming LGBTQIA+ Youth Into 
Our Work

May 15: Social & Emotional Competence of Children

Visit caltrin.org to view and register for 
upcoming webinars or workshops

May 28: Debriefing and Mutual Support

June 5 & 6: The Growing Brain
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This presentation is
being recorded for admin 

purposes only.

Complete the survey at the end 
of this webinar to receive your 

Certificate of Attendance.

Access the slides now! The link 
can be found in the chat. The 
slides will not be shared after 

today’s training.  

A follow-up email will be sent to 
all participants within

two days.

Review interactive features for 
today’s session. Locate the 

controls on the toolbar at the 
bottom of your screen. 

DURING AFTER

External AI assistants are not 
allowed in CalTrin trainings due to 

California privacy laws.

AI

• Worked at Sharp Mary Birch Hospital for Women 
and Infants for 26 years as a clinical social worker in 
the Clinical Counseling Dept.  

• She supports families dealing with various 
challenges, including high-risk pregnancies, babies 
in the intensive care unit (NICU), birth trauma, 
adoption, loss, substance use, and mental health 
issues like PMADs. 

• Veronica also runs support groups for postpartum 
women and NICU parents. 

RCHSD is not responsible for the creation of content and any views 
expressed in its materials and programming.

Veronica James, LCSW

Sharp Mary Birch Hospital
Clinical Social Worker
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NOVAPerinatal Mood and Anxiety 
Disorders 101

The Postpartum Health Alliance is a non-profit 501c3 and has no personal or financial interests to declare. The 
Postpartum Health Alliance has no financial support from any industry source for this presentation

8

Today’s Trainer Information

Postpartum Health Alliance (PHA) is a 501(c)3 non-profit organization and has no personal or financial 
interests to declare. PHA has no financial support from any industry source for this presentation.  

Veronica James, LCSW
she, her(s)

Veronica is a Licensed Clinical Social Worker at Sharp Mary Birch Hospital for Women 
and Infants specializing in the pregnancy and postpartum period, birth trauma, 
pregnancy loss and infertility, NICU and high risk pregnancies.  She has served on 
the board of the Postpartum Health Alliance and enjoys speaking regularly on 
Perinatal Mental Health.

9

• Perinatal– Refers to the timeframe associated 
with the pregnancy and postpartum period.

• Postpartum– Refers to the first 12-24 months 
following the birth of a child.

• PMADs – Perinatal Mood and Anxiety Disorders

Disclaimer: 
As most of the currently available research is 
gendered, we will use gendered language to 
maintain the accuracy of those citations when 
referenced and provide clarifications throughout. 

Vocab and Disclaimer 
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Trigger warning - given the high incidence of PMADs, there is a 
strong likelihood that one of you or someone you know 
experienced a PMAD and the nature of this material can 

sometimes be triggering.

Please take care of yourself during this training and if you need 
to, please take breaks.

TAKE CARE OF YOURSELF

11

Learning Objectives
• Explain the difference between PMADs symptoms 
vs. “typical” perinatal distress

• Discuss PMADs’ risk factors and other cultural 
considerations

• Assess and identify concerning levels of perinatal 
distress (aka potential PMADs)

• Recall a local and national resource that provides 
personalized perinatal referrals. 

12

Provide a Safe Environment
Assess for PMADs
Educate on PMADs
Provide Resources

Unless you’ve received specialized training and it is within your scope 
of practice, you are NOT responsible for treating or addressing 

PMADs.

Your role: “Planting the Seed”
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1.The negative impact of untreated PMADs
2.The History and Prevalence of PMADs
3.Identifying the “Baby Blues” and various other 

PMADs
4.PMADs Risk Factors
5.Cultural Competency and PMADs
6.Assessing Perinatal Distress
7.Screening Recommendations and Tools
8.Empathetic Communication and Support
9.San Diego Resources

Agenda 

14

W H Y  S H O U L D  YO U  
C A R E ?

The 
Negative 
Impact of 
Untreated 
PMADs

15

PMADs are a Public Health Crisis

The Parent

Life Satisfaction
Daily Functioning

Self Care
Parenting

The Child

Physical Health
Mental Health
Life Trajectory

Life Satisfaction

The Family

Relationship 
Satisfaction
Stress Levels

Safety 

Society

Productivity Losses
Healthcare 

Expenditures
Annual Economic Cost: 

$14 billion USD, with 
an average cost of 

$31,800 per mother-
child pair

Left undiagnosed or untreated PMADs can have a long lasting and detrimental impact on:

13
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Research shows that the optimum 
development of an infant’s social and 

emotional health hinges on the responses 
of and relationships with their caregivers.

(Bornstein, 2012)

17

PMADs Impact on Parenting
Untreated PMADs effect the amount of engagement the parent has with the baby 

27%
Will see a decrease in 
BREASTFEEDING or 
length of 
breastfeeding

19%

30%
Will see a 
decrease in the 
amount of PLAY
with baby 

26%
Will see a decrease in 
the amount of 
TALKING and 
engagement with baby 

39%
Will see a decrease in the 
amount of ROUTINES 
established or started 

Will see a decrease in 
the amount of 
READING to and with 
baby

18The Impact of PMADs on Children

Embryo
IUGR

Pre- eclampsia
Gestational diabetes
Increased exposure 
to stress hormones

Newborn
Premature labor
Low birth weight

Increased 
activation of fight 
or flight response

Insecure 
attachment

Child
Obesity

Affective Disorder
Difficulties learning
Low impulse control 

Poor social skills
Teen substance use

Increased risk-
taking

Self-harm

Adult
Metabolic syndrome

Type 2 diabetes
Hypertension
Mental illness

Relational problems
Job instability

Substance abuse 
Addiction 
Self-harm

16
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H O W  C O M M O N  A R E  T H E Y ?

The 
History and  
Prevalence of 
PMADs

20

21
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PMADs Affect 20-25% of all Perinatal 
Women and Their Families
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25PMADs can appear in pregnancy and up to 
two years postpartum

60% of women/birthing-individuals with 
PMADs go undetected and undiagnosed

75% never receive treatment

PMADs are common but NOT NORMAL and 
often needs support from professionals

Most common complication following childbirth, yet: 
• Under-recognized  
• Undiagnosed
• Untreated (although HIGHLY TREATABLE) 
• Stigmatized

26

W H AT  A R E  T H E Y ?

Identifying the 
Baby Blues and 
Various Other 
PMADs

27

Perinatal Mental Health Distress

Postpartum 
Psychosis

Baby Blues Perinatal Mood and Anxiety Disorders

Perinatal
Depression

Perinatal 
Anxiety and 
Obsessive-
Compulsive

Disorder 

Perinatal 
Post 

Traumatic 
Stress

Disorder

Perinatal 
Bipolar

Disorder

25
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Experienced by up to 80% of birthing individuals

Hormones drop 4-5 days postpartum

Acute Sleep Deprivation or Fatigue 

Does not affect functioning

Usually resolves around 2-3 weeks postpartum

Predominant mood is happiness

Common Symptoms May Include: 
• Mood instability or reactivity 
• Crying or tearfulness 
• Feeling uncertain or irritable 

Baby Blues

29

1 in 7 women (~15- 21%)
1 in 10 men (~11%)

For half of women diagnosed with PPD, this is their 
first episode of depression

50-75% relapse after discontinuing medication when 
pregnant

Perinatal Depression

30

Perinatal Depression
Common Symptoms May 
Include: 

• Depressed or sad mood
• Numb or void of emotion
• Loss of interest in usual activities
• Feelings of 

worthlessness/incompetence
• Irritability
• Sleep disturbance
• Change in appetite
• Poor concentration
• Suicidal thoughts
• Unexplained physical complaints
• Sense of Hopeless or 

helplessness
• Guilt and Shame

28
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Perinatal Anxiety

Common Symptoms May Include: 

• SSD/IAD Somatic Symptoms Disorder/Illness Anxiety 
Disorder (formerly Hypochondriasis) excessive worry 
about own health or baby’s

• Constant worrying about baby, avoidance of activities
• Panic attacks
• Trouble sleeping
• Agitated, Irritable
• Inability to sit still
• Racing thoughts
• Heart palpitations, shortness of breath

Prevalence for prenatal anxiety: 13-21%

Prevalence for postpartum anxiety: 11-20%

32

Perinatal Obsessive-Compulsive Disorder 

Common Symptoms May Include: 
• Intrusive, repetitive thoughts; such as, harm coming to 

the baby (Very low risk of harming baby) 
• Guilt and shame as a result of these thoughts 
• Hypervigilance 
• Compulsive acts to avoid harm or minimize triggers
• Compulsions may include mental rituals, avoidance, and 

excessive reassurance seeking

Perinatal women are 1.5-2x more likely than general population to develop OCD

Prevalence for postpartum: 5-11%

33

9% of birthing parents are affected 
however…

25 - 34% experience subsyndromal 
symptoms

Up to 34% report a traumatic birth

Birth can be a trigger for past 
trauma and/or traumatic in itself. 

Traumatic event can also be birth-
related, i.e. breastfeeding, NICU, 
interactions with staff, etc.

Perinatal Post Traumatic Stress Disorder  

Common Symptoms May Include: 
• Flashbacks
• Distressing thoughts or feelings 

about events
• Recurrent dreams or nightmares
• Avoidance of triggers
• Persistent and distorted sense of 

blame

• Numbing
• Hyperarousal/Hypervigilance
• Heart palpitations, shortness of 

breath

31
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Perinatal Bipolar I Disorder
71% of women diagnosed with bipolar disorder will 
experience a reoccurrence during pregnancy. 

Women who go off medication during pregnancy are 2x the 
risk or reoccurrence & 4x more rapidly than those who 
remain on medication.

50% diagnosed for the first time during the postpartum 
period and 60% are often misdiagnosed with depression

Bipolar Disorder is a chronic disorder with high rates of 
relapse, suicide and psychological dysfunction. 

35

Perinatal Bipolar I Disorder 
Common Symptoms May Include: 

Highs
• Decreased need for sleep
• Increased productivity
• Racing thoughts
• Trouble concentrating
• Increased energy 
• Elevated mood
• Pressured speech 
• Irritability 
• Impulsive and reckless 
• Grandiose thoughts 
• Delusions/hallucinations

Lows
• Sadness/crying/depression
• Changes in sleep and 

appetite
• Trouble concentrating
• Anger, worry, agitation
• Pessimism
• Irritability
• loss of energy
• Feelings of guilt and 

worthlessness
• Thoughts of death and 

suicide

36

Perinatal Bipolar Disorder II
Often misdiagnosed as depression 

Risk of cycling into mania if prescribed an 
antidepressant rather than mood stabilizer

Milder bipolar: highs are not so high -
If you don’t look for it, you won't find it

Moody / mood swings

34
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Perinatal Psychosis

Common Symptoms May Include: 

Rare – 1 or 2 in 1,000 women 

Sudden onset, as early as a few days after birth

Risk of infanticide (4.5%) and suicide (5%)

Should be treated as an emergency

• Rapidly changing moods (manic-depression)
• Delusional beliefs
• Visual or auditory hallucinations
• Insomnia
• Disorganized behavior
• Thoughts about harming baby that aren’t identified as irrational
• Waxing and waning (presents normal for stretches of time in-between 

psychotic symptoms).  

38

Signs of postpartum psychosis

Any thoughts involving a plan of suicide

Any urges to harm baby or another person

WHAT IS AN EMERGENCY?

39

W H Y  D O  T H E Y H A P P E N ?

PMADs
Risk Factors

37

38

39
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Risk Factors for PMADS

Biological Psychological Environmental

Does not discriminate. PMADs affect people from all races, 
ethnicities, cultures and educational or economic backgrounds. 

Risk Factors are universal and can be identified by interview or 
checklist.

41
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• Young age
• Low self-esteem
• Perfectionist
• Unplanned/unwanted 

pregnancy
• History of trauma or abuse
• Unresolved grief over 

abortion or miscarriage

• Baby in the NICU
• Negative relationship with 

own mother
• Weight retained postpartum 
• Perimenopausal
• Moms of multiples 

Biological

Psychological

Environmental/Social

• Personal or family history of 
mental illness

• Prenatal mood symptoms or 
previous PMAD

• Infertility

• Medical problems (Thyroid 
disruption, Diabetes)

• Abrupt weaning with 
breastfeeding

• Lack of support and/or 
geographical isolation

• Relationship stresses
• Life stresses
• Recent move, loss, death
• Economic stress

• Complicated pregnancy or 
birth

• Separation from baby
• Difficult baby temperament
• Military families 

42

A R E  P M A D S  U N I V ER S A L ?

Cultural 
Competency 
and PMADs

40

41
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Cultural 
Diversity
There are four levels to culture 
diversity that influences all 
aspects of our conscious and 
unconscious activities. 

It’s important to understand how 
your culture influences you and to 
educate yourself in the cultures of 
the individuals you serve. 

Be mindful not to generalize

Personality

44

Limitation within the Perinatal Field
Most of the research on PMADs has been conducted on 

heterosexual, childbearing, cisgender women. 

Minority populations are underrepresented in imagery and 
reference. (Dominate imagery of white heterosexual families; use of 

mama vs. birthing parent and father vs. partner)

Disparities impacting perinatal care: Treatment cost, loss of pay from 
work, transportation issues, childcare, provider and consumer 

ignorance, stigma (mental health and medication)

Provider bias and systemic racism within the medical and mental 
health field resulting in inequality of care. 

45PMADs and Men
While limited, existing research is centered on cisgender, heterosexual 
men.

1 in 10 men experience PPD, with the highest rates being around 3-6 
months and the lowest being the first 3 months. 

Maternal depression doubles a man's chances of developing depression.

Common symptoms in men are irritability, self-isolation, overworking, 
increased substance use, aggression, “checking out”, distracting, and 
hopelessness.

Unique Vulnerabilities or Risk Factors:

• Feeling left out (partner receives attention and support)
• Missing sexual connection/relationship
• Isolation and loneliness (sense of losing partner and best friend)
• Feeling burdened or trapped
• Financial responsibility

43
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46PMADs & Transgender Individuals
In general, transgender people report higher rates for anxiety and depression (30-
50%) and suicide (40%) = PMADs risk factors

Stressors in the medical and mental health system, in addition to gender 
assumptions and bias in postpartum may contribute to gender dysphoria.

Introduce yourself and your pronouns and ask how they want to be addressed.

Unique Vulnerabilities or Risk Factors:

• Perinatal language, “maternal” 
“maternity,” focus on womanhood 
and femininity

• Negative experiences with providers 
when identities are disrespected

• The microaggressions in misnaming 
and misgendering people

• Issues with documents and insurance 
coverage (Birth certificate = 
mother/father)

• A frequent sense or experience of 
being unseen and unvalidated

47

PMADs and LGBTQ+
While limited, there is research to suggest that LGBTQ+ parents may experience higher 
levels of perinatal anxiety and depression than other population groups.

Bisexual women may be more likely to experience PPD than heterosexual or lesbian 
women. 

Unique Vulnerabilities or Risk Factors:
• Cultural biases around same sex parenting.
• Concerns about being judged further if they seek mental health 

support.
• Lack of professional, knowledgeable, and non-judgement care
• Having their roles, method of conception, or ability to parent 

questioned
• Friendship groups may not include many parents
• Lack of family support or re-triggering FOO issues
• Barriers to access or difficulties and the stress of IVF, surrogacy, 

donors or co-parenting arrangements
• Lack of access to support services and help for non-biological parent

48PMADs and BIPOC

• Prejudice and discrimination in the health care system
• Misdiagnosis, inadequate treatment and mistrust of mental health 

professionals. 
• Workplace Disparities: Gender wage gap (.63-.54 to every $1) 

hourly/shift work, lack of sick days/paid family leave/ flexible 
schedules

• Socioeconomic exclusion from health, educational, social and 
economic resources. 

Research on racial and ethnic groups in perinatal mental health (and mental 
health in general) is lacking, and the majority of what exist focuses on postpartum 
depression.

Studies have shown that women of color experience postpartum depression at a 
rate of close to 38% (vs. ~19% for white women)

Efforts to dismantle the stigma and shame associated with mental health is 
important; professional mental health care must be promoted and supported.

Racial disparities in perinatal care and treatment:

46
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PMADs and Black Women
3-4x more likely to die in childbirth than white peers

Half as likely to receive mental health treatment as white peers

Black mothers are the primary or sole head of the household and single 
black mothers are 6x more likely to develop PPD

Studies show that black women often overlook symptoms of depression 
and other mental health issues and may be more likely to identify and 
describe physical symptoms related to mental health problems.

Unique Vulnerabilities or Risk Factors:

• Racism, discrimination and inequity as a stressor or 
trauma

• “Strong Black Woman:  Pervasive stigma around mental 
health in the black community.

50

PMADs and Hispanic/Latinx Women
Estimated to be 2-3x more likely to develop PPD (~37%)

More likely to trust a clergy person, a trusted elder figure in the community, another 
peer, or a social worker versus a psychologist or psychiatrist

Despite being translated in several different languages, the Edinburgh Postnatal 
Depression Scale (EPDS)  has been criticized as not being sufficiently comprehensive 
(some symptoms mimicking depression could be misdiagnosed and actually fulfill the 
criteria for anxiety). 

Unique Vulnerabilities or Risk Factors:

• Low-socio economic status and it’s related stress
• “Marianismo” - pressure to be a perfect mother, like the Virgin 

Mary
• Cultural preference to keep personal or family information 

private
• Language Barriers
• Immigration or legal status

51

Special Consideration: 
Breastfeeding
Parents should make an informed decision about breastfeeding. It 
is their personal decision to make. 

Support looks like balancing information, encouragement and 
resources to breastfeed, while letting parents know they have the 
right to choose not to breastfeed without guilt or judgement.

Breastfeeding can both buffer and exacerbate PMADs

PMADs, breastfeeding and medication considerations

PMADs can worsen when weaning. To help, encourage weaning 
slowly over 2-3 weeks period.

49
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Special Consideration: 
Infertility and Loss

• Success after long periods of 
trying

• Idealized expectations
• Subsequent Pregnancies
• High risk pregnancies/ multiples
• Strained sexual relationship
• Unresolved trauma or grief 

• Heighten anxiety surrounding 
prenatal appointments, infant’s 
health & safety, and anniversary 
of previous loss.

• Trouble attaching to baby

Loss associated with childbearing: Miscarriage, Stillborn, Infertility, Elective 
Abortion, Termination for Medical Reasons, Adoption

Unique Vulnerabilities or risk factors:

53

Special Consideration: Adoptive 
Parents

• Years of waiting and heartache
• Pre-adoptive expectations
• Lack of hormonal response
• Child’s attachment issues
• Family transition

• Added financial stress
• Unknown
• Unresolved grief
• Lack of support or understanding
• Tendency to “suffer in silence”

Post Adoption Depression Syndrome (PADS)

Unique Vulnerabilities or risk factors:

54

Special Consideration: NICU Parents

• Potential traumatic labor or 
birth

• High risk/anxiety pregnancy
• Sense of having a “fragile” 

infant at home

• Assumption that everything is 
ok once home.

• Isolation due to infant’s risk of 
illness

NICU moms: 39% had PPD, 43% reported moderate to severe anxiety, 33% 
reported suicidal ideations, and 15% were diagnosed with PTSD. 

NICU dads: Reported being angrier and more freighted, but less reactive. 
30% of dads screened positive for depression. 

Both babies and their parents may experience a stay in the NICU as a 
traumatic or ‘toxic stress’

Unique Vulnerabilities or Risk Factors:

52
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Special Consideration: Multiples

• High risk pregnancy
• Stress of caring for more than 

one baby
• Delivery complications

• Financial problems
• Marital stress
• NICU stay or ill infant(s)

Parents of multiples experience heightened symptoms of depression, 
anxiety, and parenting stress.  

Women who gave birth to more than 1 infant had 43% greater risk of 
developing PPD.

Unique Vulnerabilities or Risk Factors:

56

Special Consideration: 
Adolescent Parents

• Childhood trauma 
• Stigma and perception of being 

judged
• Decreased quality of life
• Interference with normal 

developmental tasks

• Stressed parent relationship
• Disruption of school or work 

plans
• Solo parenting
• Barriers to support

Almost half of teen moms experience depressive symptoms in the early 
postpartum period. 36.7% at three months postpartum. 

Almost 90% of those who reported depressive symptoms at 4 years 
postpartum had experienced these symptoms at 12 months postpartum.

Unique Vulnerabilities or Risk Factors:

57

Special Consideration: Military Families

• Stressors: deployment, emotionally/physically unavailable 
partner, fear of welfare for self or partner, single parenting, 
childcare

• Inadequate support: Separated from family/friends, recent or 
frequent  relocation(s), lack of providers who understand military 
culture/for beneficiaries/who accept insurance

• Military Mentality: “small town feel,” lack of peer support due “Amy 
Strong” mentality, Focus on active-duty member’s psychological 
issues

Pregnant Veterans are 2x as likely to experience PMADs and 42% more likely 
to experience suicidal thoughts than non-vets with PPD 

66% of military spouses “worried that looking for assistance for their own 
issues would harm their loved ones’ chance of promotion.” 

Unique Vulnerabilities or Risk:

55
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Cultural Sensitivity looks like:
Adopt a “one-down” position in which you are the learner and your 
client or loved one is the expert

Respect perspectives and values without biases

Ask about what they would like in a provider, including the 
importance of race/ethnicity. 

Interpret screenings cautiously

Recognize the impact of discrimination and racism

Be mindful not to generalize individuals or their families based on 
culture, race, or ethnicity 

59

H O W  D O  YO U  K N O W ?

Assessing 
Perinatal 
Distress

60

ASK

58

59
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Duration

Intensity 

Frequency 

62

Blues Two to three weeks postpartum

PMADS Lasting more than two weeks 

Blues Vs. PMADs
(Duration of Symptoms)

63

Blues Vs. PMADs
(Intensity of Symptoms)

Blues Are they able to fall asleep and
care for themself?

PMADS
Are racing thoughts keeping them
awake? They are isolating? Do they
still feel tried after getting sleep?

61
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Blues Vs. PMADs
(Frequency of Symptoms)

Blues How often are they crying? Are they
experiencing joy in between? 

PMADS

Are the symptoms often enough they are
interfering with their ability to meet basic
needs? (Racing thoughts, constant worry,
weepiness, obsessions over baby's temp,
cleanliness of the house etc.) 

65

Suicidal thoughts are 
NEVER normal, not a 
part of baby blues

Blues Vs. PMADs
(Suicidal Ideation)

PMADS

66

1. Ask (see suicide risk assessment handout)
• If possible, build rapport before assessing
• Be direct and specific
• Listen and support- Don’t try to fix or challenge 

thoughts

2. Help identify support team (family, friends, professionals)
• Notify others
• Don’t promise to keep a secret or leave parent alone

3. Ensure parent is safe
• Encourage parent to go to ER
• If needed, be prepared to Call 911 yourself 

Crisis Response: Your Role

64
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W H E N S H O U L D YO U  A S S E S S ?

Screening 
Tools and
Recommendations

68

SCREENING
The United States Preventative 
Services Task Force recommends the 
following screening tools: 

EPDS  (Edinburgh 
Postnatal Depression 
Scale)

PASS (Perinatal 
Anxiety Screening 
Scale)

MDQ (Mood Disorder 
Questionnaire)

69

The American College of Obstetricians and Gynecologists (ACOG), The American College of 
Nurse Midwives, U.S. Preventive Services Task Force, and the American Academy of 

Pediatrics (AAP) recommend routinely screening pregnant and postpartum women for 
Perinatal Depression. 

In 2013, the National Perinatal Association (NPA) recommended that fathers be screened 
for postpartum depression at least twice during the first year postpartum. In 2018 NPA’s 
statement specified that fathers should be screened between 3-6 months postpartum.

While these specific recommendations refer to screening mothers and fathers, it’s 
important that all birthing and non-birthing parents are screened. Adoptive parents 

included.

Please Note: Screening is not diagnosing. Results indicating the possibility of a PMAD should be 
confirmed by a qualified healthcare professional.

When to Screen?

67
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NPA recommends a lower EPDS cutoff score of 2-3 points be considered for Black and 
Latina women. Ideally, this adjustment will improve the identification of perinatal distress 

and increase the likelihood of support and treatment

Given that research has demonstrated that the EPDS as useful in the detection of PMADs 
for adolescents, NPA recommends screening for perinatal mood and anxiety disorders 

should be inclusive of adolescent mothers   

Screening Considerations

71

Who Should Screen?

Perinatal specialists (e.g. Obstetricians, Pediatricians, Neonatologists, Nurses, 
Occupational Therapists, Physical Therapists, Psychologists, Social Workers, 

Speech Language Pathologists, Doulas, Lactation Consultants, etc.) who 
contribute to maternal-infant care.

Anyone. Self-assessment is encouraged as well.

72

W H AT  C A N  YO U  D O ?

Empathetic
Communication
and Support

70

71
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Ask! Identify Risk Factors Screen 

Prevention and Early Intervention

74

Ask and 
Screen

Edinburgh PPD 
Scale and PASS

Follow up screen 
with clinical 

assessment or 
referral 

Be comfortable and 
at ease when 

screening 

Educate

Normalize the issue 
NOT the symptoms 

Give her stats. 
Remove the blame 

Provide 
Resources

Postpartum Health 
Alliance

Postpartum Support 
International

Adjunct support (i.e. 
ILBC, doula, support 

group?)

Treatment

Psychotherapy

Medication

Homeopathic 
treatment

Support groups 

75

Empathetic 
Communication
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Non-verbal Communication
+ 

Verbal Communication
+ 

Reflective Listening
+

Prenatal Education 
+

Provide Resources

Empathic Communication
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Case Study Practice 
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W H O  C A N  H E L P ?

Perinatal
Resources
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1 in 5 or 20-25% experience PMADs

PMADs can happen to anyone. 
There are many risk factors. 

Most PMADs are underdiagnosed 
or untreated 

PMADs impair function, negatively 
impact the family and threaten 
bonding and development of the child

Treatment and support helps!!!

You know…

So, what support is available?

80

Postpartum Health Alliance 

The mission of Postpartum Health Alliance is to increase the capacity of San Diego’s 
perinatal health service community to recognize, understand and respond 

effectively to the mental health of pregnant and postpartum mothers, fathers and 
their families. 

81

HOST A 
"WARMLINE"

PROFESSIONAL
MEMBERSHIP

INCREASE 
AWARENESS

EDUCATE 
PROVIDERS

PROVIDE 
RESOURCES

We’re here to help. 
What we do…
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Our Warmline System

Call or Email Get Support Receive Referrals
A trained PHA 
volunteer will contact 
you within 48 hrs and 
offer:

• Non-judgmental 
listening

• Normalization
• Encouragement & 

hope

A trained PHA volunteer 
will contact you within 
48 hrs and offer:

• Psychiatrist 
• Therapist
• Community 

Resources

Available to leave a 
confidential message 7 
days a week, 24 hours 
a day.

84

Postpartum Support International (PSI)
• National Helpline that’ll connect you to 

your local resource
• National Provider Directory
• National, free online support groups

Go to: www.postpartum.net to learn more.

National Resource
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Remember, you are not alone. Crisis response hotlines and 
trained professionals are here to help. Use them.

San Diego Access & Crisis Line
1-888-724-7240; TTY: 619-641-6992

The Psychiatric Emergency Response Team (PERT)
(Pairs licensed mental health clinicians with uniformed law enforcement 
officers/deputies and provides emergency assessment and referral.)
Call 9-1-1 or your local law enforcement agency, and request a PERT Unit

National Suicide Prevention Lifeline
1-800-273-TALK (8255); Spanish/Español: 1-888-628-9454

Always provide crisis resources to EVERY parent

Crisis Response Resources

86

Advanced Training in Perinatal Mental Health

• Postpartum Support International (PSI)
• 2-Day Component of Care Training
• 1-Day Advanced Psychotherapy Training

• PSI/2020 Mom
• Online Maternal Mental Health Certificate Course

• Maternal Mental Health Now
• Online Introduction and Advance Certificate Training

Training Resources

87• Beck, C.T., Driscoll, J.W., Watson, S., (2013) Traumatic Childbirth. New York, Routledge. 
• Bornstein, M.H. (2012) “Caregiver Responsiveness and Child Development and Learning: From Theory to Research to Practice”. In Infant/Toddler Caregiving: A 

Guide to Cognitive Development and Learning, ed. P.I. Mangione, 2nd ed. Sacramento: California Department of Education. 
• Brockington, I., Butterworth, R., Glangeaud-Freudentahl, N. (2017). “An International Position Paper on Mother-Infant (Perinatal) Mental Health, with Guidelines 

for Clinical Practice. Archives of Women’s Mental Health, 20(1) 113-120. 
• Chessick, C.A. Dimidjian, S., (2010) Screening for Bipolar Disorder during Pregnancy and the Postpartum Period. Arch. Women’s Ment Health 13(3): 233-248. 
• Cosmi, E., Fanelli, T., Visentin, S., Trevisanuto, D., and Zanardo, V.,  (2011) “Consequences in Infants that were Intrauterine Growth Restricted”. Journal of 

Pregnancy vol. 6. 
• Fairbrother, N., Janssen, P., Antony, M.M., Tucker, E., Young, A.H., (2016). “Perinatal Anxiety Disorder Prevalence and Incidence”. Journal of Affective Disorders, vol. 

200, 148-155. 
• Farr, S.L., Dietz, P.M., O’Hara, M.W., Burly, K., Ko, J.Y. (2014) Postpartum Anxiety and Comorbid Depression in a Population-Based Sample of Women. Journal of 

Women’s Health, 23(2) 
• Gaving, I., Meltzer-Brody, S., Glover, V., and Gaynes, B., (2015). In Milgran, J, Gemmill, A., (eds) Identifying Perinatal Depression and Anxiety: Evidence Based Practice 

in Screening and Psychosocial Assessment and Management. Chichester: John Wiley & Sons Ltd. 
• McLearn, K.T., Minkovitz, C.S., Strobino, D.M., Marks, E., Hou, W., (2006) “Maternal Depressive Symptoms at 2 to 4 months postpartum and early parenting 

practices”. Archives Pediatric Medicine 2006; 160:279-284
• Postpartum Support International and 2020Mom (2018) Maternal Mental Health Training Webinar Series.
• Postpartum Support International (2018) Perinatal Mood and Anxiety Disorders Components of Care Training. 
• Pope, C.J., Sharma, V., Mazmanian, D., (2014). “Recognition, Diagnosis and Treatment of Postpartum Bipolar Depression”. Expert Rev Neurother, 14(1) 19-28. 
• Sharma, V., Khan M., Identification of bipolar disorder in women with postpartum depression. Bipolar Disorder 2010: 12: 335–340.
• Siu AL, and the US Preventive Services Task Force (USPSTF). Screening for Depression in Adults: US Preventive Services Task Force Recommendation 

Statement. JAMA. 2016;315(4):380–387. 
• Singley, D. B., & Edwards, L. M. (2015, June 22). Men’s Perinatal Mental Health in the Transition to Fatherhood. Professional Psychology: Research and Practice.
• Viguera, A.C., Whitfield, T., Baldesserini, R.J., Newport, D.J., Stowe, Z., Reminick, A., Zurick, A., Cohen, L.S., (2007) “Recurrence in Women with Bipolar Disorder 

Duirng Pregnancy”. Am J Psychiatry 2007: 164(12), 1817-24. 
• Wisner, K. L., Sit, D. K., McShea, M. C., Rizzo, D. M., Zoretich, R. A., Hughes, C. L., Eng, H. F., Luther, J. F., Wisniewski, S. R., Costantino, M. L., Confer, A. L., Moses-

Kolko, E. L., Famy, C. S., Hanusa, B. H. (2013). Onset timing, thoughts of self-harm, and diagnoses in postpartum women with screen-positive depression 
findings. JAMA psychiatry, 70(5), 490-8.

85

86

87



4/29/2025

30

88• Lee Luca, Caroline Margiotta, Colleen Staatz, Eleanor Garlow, Anna Christensen, Kara Zivin, “Financial Toll of Untreated Perinatal Mood and Anxiety Disorders 
Among 2017 Births in the United States”, American Journal of Public Health 110, no. 6 (June 1, 2020): pp. 888-896.

• Gelfand, D. M., Teti, D.M. (1990). The effects of maternal depression on children. Clinical Psychologist Review, (10), 329-353. 
• Hall, S. L., Hynan, M. T., Phillips, R., Lassen, S., Craig, J. W., Goyer, E., Hatfield, R.F., Cohen, H. (2017). The neonatal intensive parenting unit: an introduction. 

Journal of Perinatology, 1-6.
• Tronick, E. Z., & Cohn, J. F. (1989). Infant–mother face-to-face interaction: Age and gender differences in coordination and the occurrence of miscoordination. 

Child Development, 60, 85– 92.
• Cosmi, E., Fanelli, T., Visentin, S., Trevisanuto, D., and Zanardo, V.,  (2011) “Consequences in Infants that were Intrauterine Growth Restricted”. Journal of 

Pregnancy vol. 6.
• Newport, D., Hostetter, A., Arnold, A., Stowe, Z. (2002). The treatment of postpartum depression; minimizing infant exposures. Journal of Clinical Psychiatry, 63 

(Suppl 7): 31-44. 5. Gaynes, B., Gavin, N., 
• Meltzer-Brody, S., et al. (2005). Perinatal Depression: prevalence, screening accuracy, and screening outcomes. Evidence Rep Technol Assess (Summ); 119: 1-8. 

6. Woolhouse H, Gartland D, Mensah F, 
• Brown SJ. Maternal depression from early pregnancy to 4 years postpartum in a prospective pregnancy cohort study: implications for primary health care. 

BJOG 2015;122:312–321.
• Fairbrother, N., Young, A., Antony, M., Tucker, E. (2015). Depression and anxiety during the perinatal period. BMC Psychiatry, 15:206.
• Oguz, F, Journal of Mood Disorders 2011; 1(4):178-86
• Sharma V, Khan M. Identification of bipolar disorder in women with postpartum depression. Bipolar Disord 2010: 12: 335–340.
• https://www.ncbi.nlm.nih.gov/pubmed/20565441
• Hu, Z., Otto, J., &Rohrbeck, P. 2013:MSMR, 20(9), 2-7
• Mottocks, K.M. et al. (2010) Journal of Women’s Health 19(12), 2159-2166
• Schmidt RM, Wiemann CM, Rickert VI, et al. JAdolesc Health 2006; 38:712
• Wenze S. et al. Arch Womens Mental Health. 2015 April; 18(2): 163-176.
• Kyle Mounts, Screening for Maternal Depression in the Neonatal ICU, Clin Perinatal, 2009; 36: 137-152
• Foli, K.J. & Thompson J.R. (2004) The Post Adoption Blues – Overcoming the unforeseen challenges of adoption. Rodale/St. Martin’s Press
• Beck CT, Wilson, S. Nursing Research, July- August 2008, 57:4

89

• Robert H. Keefe, Carol Brownstein-Evans & Rebecca S. Rouland Polmanteer (2016) Addressing access barriers to services for mothers at risk for perinatal mood 
disorders: A social work perspective, Social Work in Health Care, 55:1, 1-11,

• Screening for perinatal depression. Committee Opinion No. 630. American College of Obstetricians and Gynecologists. Obstet Gynecol 2015; 125:1268-71. 
• American College of Nurse-Midwives. Position statement: depression in women. 2003. 
• Siu, A; US Preventive Services Task Force (USPSTF), Bibbins-Domingo, K., Grossman, D., Baumann, L., Davidson, K., et al. (2016). Screening for depression in 

adults: US Preventive Services Task Force recommendation statement. JAMA, 315:380-7. 
• National Perinatal Association. (2013). Depression Screening for New Father [Position statement]. NPA: Hynan, M.T., Mounts, K. O.
• Nia Hamm, “High Rates of Depression Among African-American Women, Low Rates of Treatment,” HuffPost, September 25, 2014
• National Alliance on Mental Illness, “African American Mental Health,” available at https://www.nami.org/Find-Support/Diverse-Communities/African-Americans
• Rahshida Atkins, “Coping with Depression in Single Black Mothers,” Issues in Mental Health Nursing 37 (3) (2016): 172-181,
• Maigenete Mengesha and Earlise C. Ward, “Psychotherapy with African American Women with Depression: Is it okay to Talk about Their Religious/Spiritual 

Beliefs?”, Religions, 3 (1) (2012): 19-36,
• BlackDoctor, Inc., “The New Face of Depression: The ‘Strong’ Black Woman,” available at http://blackdoctor.org/462194/black-women-depression/
• Jocelyn Frye, “The Missing Conversation About Work and Family” (Washington: Center for American Progress, 2016)
• Hays, P. Addressing Cultural Complexities in Practice, 2016 APA
• Gorboz, J., Dowsett, G., Mitchell, A., Couch, M., Agius, P., & Pitts, M. (2008). Feeling Queer and Blue: A review of the literature on depression and related issues 

among gay, lesbian, bisexual and other homosexually active people. A Report from the Australian Research Centre in Sex, Health and Society, La Trobe 
University, prepared for beyondblue: the national depression initiative. Melbourne: La Trobe University, Australian Research Centre in Sex, Health and Society

• Seleni.org. Perinatal mood and anxiety disorders in Latina moms. Retrieved from: https://www.seleni.org/advice-support/article/perinatal-mood-and-anxiety-
disorders-in-latinamoms

We'd love to have you.

The work of PHA is done by volunteers. There are many 
way you can contribute your time and talents to 

supporting PHA's mission.

Love our mission and want to get involved?
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Perfect for clinical provider (Psychiatrists, psychologists, LMFTs 
LCSWs, LPCs, etc.) and allied perinatal wellness provider (Midwives, 
nurses, MDs, doulas, birth or parent educations, lactation or sleep 
consultants, etc.)

BENEFITS INCLUDE:
• Entry in our online provider directory
• Priority listing in our warmline directory
• Free attendance at our educational workshops. 3-4 held yearly.

• BONUS GIFT: FREE CEUs when applicable!!
• Free attendance at our annual networking-social.
• On-going peer-support- Exchange resources, referrals, and clinical 

consultation through our active, members-only listserv.
• A digital PHA member badge to publicly showcase your affiliation and 

commitment to supporting local, new moms and families.
• Establish yourself as a local expert- Write about perinatal wellness topics 

for our blog!

Become a PHA Member

If you aren't a perinatal professional but you have a passion for 
Maternal Mental Health and want to help us make a meaningful 
difference, please consider becoming a trained Peer Support Specialist!

BENEFITS INCLUDE:
• Volunteer remotely and around your own schedule
• Gain training and experience in providing peer support and Parental 

Mental Health
• Make a difference - Be the first point for contact and a voice of 

support for a local parent in need. 

Volunteer for our Warmline

Want to support us but can't spare any of your time or talents? We 
get that. Please consider donating to our organization! Due to the 
small size of our organization, every dollar ensures PHA can 
continue to be an easy, free and trusted San Diego resource.

Donate Today
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THANK YOU 
Thank you to past and current PHA Board members

Gretchen Mallios, LCSW., Bethany Warren, LCSW, PMH-C., Rachel Rabinor, LCSW., 
Claudia Rios-Gastelum, LMFT., Dr. Amanda Freeman, Ph.D., PMH-C., Dr. Katie Hirst, MD., and 

Renata Cameron, LMFT., for volunteering their time and talents to the creation of this training.

Special thanks to PHA’s Diversity, Equity, Inclusion, and Anti-Racism (DEIA) committee for providing
their time and insight to help ensure this training is in line with PHA’s diversity and inclusion 

standards. 
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PMADs Training 101 Evaluation 
We welcome your feedback as it is important for the assessment and 
planning of future trainings. If you have a smartphone, you can easily 

download a QR scanner, like QR&OCR Reader, to complete the evaluation. 

• Survey and certificate in the chat now

• Follow-up email with resources within two days

• Watch your inbox for the next issue of CalTrin Connect
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