A Project of Community Partners

PERINATAL MENTAL HEALTH
INTEGRATION GUIDE
In 2016, Maternal Mental Health NOW embarked on a project to integrate
maternal mental health care into three medical clinics serving Los Angeles’
most underserved communities. This is what we learned.
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INTRODUCTION
Thanks to a grant from the California HealthCare Foundation, Maternal Mental Health NOW embarked on
a two-year project to integrate perinatal mental health care at three Los Angeles County medical clinics
serving low-income and vulnerable populations. The Integrated Perinatal Mental Health Care Initiative
aimed to improve the recognition and response to maternal mood and anxiety disorders during the
perinatal period (i.e., pregnancy through two years postpartum). Through the project, Maternal Mental
Health NOW worked with Harbor Community Clinic (HCC), USC-Eisner Family Medical Center (Eisner)
and Martin Luther King, Jr. Outpatient Center (MLK). As a program partner, each clinic committed to:
screening mothers seen in their OBGYN clinics and pediatric offices for perinatal mood and anxiety
disorders (PMADs); recording screening scores in a patient registry; and making warm referrals to in-house
behavioral health staff when presented with a positive screen. Maternal Mental Health NOW’s Integration
Project Manager visited each site on a weekly basis to ensure that data was being collected, discuss
patient cases with clinic staff, and troubleshoot any challenges that arose.
This implementation guide serves to provide other medical clinics seeking to integrate maternal mental
health care into obstetric and/or pediatric settings with best practices for doing so. It includes: a
summary of the innovations that Maternal Mental Health NOW made to build provider capacity to screen,
connect to resources, and treat; a list of factors that indicate organizational readiness to undertake an
perinatal mental health integration initiative; organizational challenges that Maternal Mental Health NOW
encountered and suggestions for overcoming them; advice on data collection and project management;
a sample data dashboard; a sample intake flow; suggestions for screening tools; sample scripts; a sample
Memorandum of Understanding; and a summary of the human resources and financial inputs that Maternal
Mental Health NOW and its project partners allocated to the project.
The mission of Maternal Mental Health NOW is to remove barriers to the prevention, screening and
treatment of prenatal and postpartum depression in Los Angeles County. Highly treatable and often
preventable, perinatal depression and related mood disorders are often not diagnosed due to lack of
screening, inaccessibility of informed treatment, stigma and lack of reimbursement from payors. Maternal
Mental Health NOW works to remove these barriers through a multi-faceted approach. Programs include:

•

Training & Technical Assistance - increases perinatal depression and anxiety screening, referral,
and treatment rates by offering trainings and hands-on technical assistance to a wide range of
health care and community-based agencies across Los Angeles County.

•

Integrating Perinatal Mental Health Care into Medical Settings Initiative - works to embed
screening and treatment of perinatal mood and anxiety under one roof in medical settings serving
Los Angeles County’s safety net.

•

Policy & Advocacy - develops and advocates for public policies at the county, state, and national
levels that increase access to perinatal mental health care in obstetrical, primary care, and
pediatric settings.

•

Public Awareness - utilizes a variety of grassroots strategies to reduce the stigma attached
to perinatal depression, including the distribution of educational materials, organization of
community events and the recruitment of women to its Share Your Stories Speakers Bureau.

If you would like additional information about Maternal Mental Health NOW (MMH-NOW) and/or
our experience with the Integrated Perinatal Mental Health Care Initiative, please write to
info@maternalmentalhealthnow.org.
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BUILDING PROVIDER CAPACITY

INNOVATIONS (MMH-NOW/ CLINCS)

SCREEN

Norms changes for staff: Many medical staff are

METRICS TO
MEASURE SUCCESS

•

Screening rates

unfamiliar with the trauma-informed language and

(% eligible patients

approach of behavioral health. In pediatric clinics, staff

screened/week

and providers are focused on the baby’s health, but not

or month)

the mother’s wellbeing. In response to these challenges,
MMH-NOW staff provided continuous support in the form

•

(% of OB/well child

of coaching and mentoring and check-ins for patient-

appointments at

facing staff to discuss any difficulties with conducting

which screening

mental health screens or discussing the results of those

occurred)

screens with patients.
Screening format: The way screenings are administered

Rescreening rates

•

Positive screening
rates (% of eligible

have an effect in putting patients at ease and creating an

patients who meet

environment that supports women in their vulnerability.

an agreed-upon
cutoff)

At MLK, initial maternal mental health screens are
performed by a community health worker with extensive
knowledge of community resources available to patients.
Their positive screening rate approached 50%.
At Eisner, mothers accompanying their children to visits
in the pediatric department were screened verbally by
an intern, who could then connect patients with case
management and behavioral health. Their positive
screening rates approached 20% by the end of the
project.
Introducing universal screening: All sites implemented
screening at recommended intervals (once in each
trimester, the postpartum OB visit, and at every well child
checkup). By making screening universal and emphasizing
this to patients, mental health is destigmatized for both
patients and staff.
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METRICS TO
MEASURE SUCCESS

INNOVATIONS (MMH-NOW/ CLINCS)

•

SCREEN

Script development: It can be challenging for medical staff

(cont’d)

to know what to say when broaching the topic of mental

(% eligible patients

health when they first start out.

screened/week

Screening rates

or month)
MMH-NOW worked with staff at HCC to develop scripts for
staff and providers to use when discussing screening and

•

Rescreening rates
(% of OB/well child

the warm handoff process.

appointments at
which screening

Role play: Staff screened one another in order to experience

occurred)

both being screened and answering a screen in order to
build empathy and their own skills in the process.

•

Positive screening
rates (% of eligible
patients who meet
an agreed-upon
cutoff)

CONNECT

Brochures and posters in the clinic office: Patients at every

•

Referrals given

site were given MMH-NOW’s “Six Things You Should Know

(% of patients

About Maternal Mental Health” brochures as part of the

given a referral to

check in and screening process in OB and pediatrics.

behavioral health

MMH-NOW also provided posters to hang in clinic waiting

following a positive

rooms and exam rooms.

screen)

At HCC, providing a brochure led one patient to follow up

•

Appointments

with clinic staff during a mental health crisis. As a result, she

made (% of

received medical and mental health care, and was connected

patients given a

with case management for assistance with housing.

referral who made
an appointment

Patient education app development: MMH-NOW developed

with a behavioral

a web-based application that can be found at:

health provider)

app.maternalmentalhealthnow.org. It is accessible from any
location via smart phone with no installation required. This

•

Case management

app is designed to provide psychoeducation and improve

rates (% of patients

the likelihood that a woman will answer the screens more

with a connection

accurately and accept referrals to treatment.

to a case manager)
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INNOVATIONS (MMH-NOW/ CLINCS)

METRICS TO
MEASURE SUCCESS

•

CONNECT

Behavioral health staff introductions: In many clinics, an

(cont’d)

introduction to behavioral health staff is a normal part of

(% of patients

the medical visit. For example, in HCC’s OB program, the

given a referral to

behavioral health coordinator meets every patient, ensures

behavioral health

that they have her contact information, and gives them

following a positive

information about maternal mental health.

screen)

Warm handoff to behavioral health: When a patient has

•

Referrals given

Appointments

a positive screen for depression or anxiety, staff at every

made (% of

OB clinic ensures that the patient meets with a behavioral

patients given a

health provider on the same day. This looks different at

referral who made

each clinic:

an appointment
with a behavioral

At HCC, the staff is implementing a warm handoff process

health provider)

at regular intervals for all OB patients. After the visit
with a medical provider, the patient will be walked to the

•

Case management

behavioral health provider for her regular screening. This

rates (% of patients

way, every patient will have the opportunity to speak with

with a connection

a provider before a mental health issue is identified. In

to a case manager)

the first week of implementation, positive screening rates
dramatically increased.
At Eisner, patients who screen positive for depression are
immediately connected with a case manager or therapist
co-located in the OB department. The therapist is able to
conduct brief interventions on days that the patient has a
medical visit.
At MLK, a LA County Department of Mental Health (DMH)
social worker is co-located in the outpatient Women’s
Clinic for two four-hour shifts every week and is available
for mental health interventions immediately at those times.
Brief interventions: For those with Medi-Cal, the same day
treatment exclusion prevents clinics from billing Medi-Cal
for medical and mental health visits on the same day. Since
clinics are paid for behavioral health as a fee for service
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METRICS TO
MEASURE SUCCESS

INNOVATIONS (MMH-NOW/ CLINCS)

•

CONNECT

(versus the capitated per patient per month rate for primary

(cont’d)

care), clinics will not schedule medical and behavioral

(% of patients

health visits on the same day. This is a barrier to receiving

given a referral to

treatment for anyone, but a particularly onerous one for

behavioral health

low-income patients who have more challenges accessing

following a positive

transportation or child care, and who often are not able

screen)

Referrals given

to take paid time off work for multiple doctors’ visits

•

every month.

Appointments
made (% of

At Eisner, several staff provide integrated behavioral health

patients given a

brief interventions, visits of 30 minutes or less that can still

referral who made

be billed to the health insurance provider on the same day

an appointment

as a medical treatment. (see SAMHSA’s financial worksheet

with a behavioral

for California here:

health provider)

https://www.integration.samhsa.gov/financing/California.pdf)

•

Case management

There are a number of brief interventions that are supported

rates (% of patients

by the literature for the perinatal period, including Problem

with a connection

Solving Therapy (PST) and Interpersonal Therapy (IPT).

to a case manager)

Streamlining the process for making an appointment:
Making an appointment for therapy often means putting
the onus on patients for follow up. In an integrated setting,
which requires co-located services, that process can be
shortened considerably through relatively simple means.
Eisner staff noticed that very few patients were making
appointments with behavioral health providers after
screening positive with the PHQ-9. At the time, the clinic
routed all behavioral health referrals for parents screened
in pediatrics through the behavioral health department
coordinator. This coordinator called the patient within
several business days to schedule an appointment. However,
patients often do not answer their phone for an unfamiliar
number, or they would change their mind about a behavioral
health visit in the intervening days prior to receiving a call.
Eisner then moved to give the screener in pediatrics access
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INNOVATIONS (MMH-NOW/ CLINCS)

METRICS TO
MEASURE SUCCESS

•

CONNECT

to the behavioral health provider’s schedule. As a result,

(cont’d)

the appointment would be made before the patient left

(% of patients

the pediatric office and would occur sooner than it would

given a referral to

have within the old system. As a result, more parents made

behavioral health

appointments to see a behavioral health provider, and one

following a positive

parent completed a visit with a behavioral health provider

screen)

Referrals given

in the Women’s Health Center only two business days
after screening.

•

Appointments
made (% of

Likewise, HCC implemented a policy of making behavioral

patients given a

health appointments prior to patient discharge from OB

referral who made

or pediatrics.

an appointment
with a behavioral

Flexible appointment settings: There are many barriers

health provider)

to accessing care including transportation, child care, and
appointment times.

•

Case management
rates (% of patients

In response, Eisner worked with the DMH to obtain funding

with a connection

for behavioral health home visits.

to a case manager)

Additionally, MMH-NOW advocates for treating parents and
children dyadically. This can overcome both childcare and
insurance barriers for undocumented parents.
MMH-NOW Provider Directory: MMH-NOW hosts a
public web-based directory of providers who have either
completed its trainings or have verifiable training in
PMADs from other trusted organizations. The directory
is searchable by location in Los Angeles County, service
provided, payment options, and language spoken. See the
directory at http://directory.maternalmentalhealthnow.org
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METRICS TO
MEASURE SUCCESS

INNOVATIONS (MMH-NOW/ CLINCS)

TREAT

Maternal Mental Health NOW training: All staff including

•

Appointment show

medical assistants, behavioral health staff, medical staff,

rates (% of patients

nurses, and residents were provided with an overview of

with a behavioral

perinatal mental health prevalence, impact, differential

health appointment

diagnoses, and pathways to treatment. On-going trainings

who came to
their scheduled

included specifics on screening, case conferences on

appointment)

specific cases, and additional considerations including
miscarriage and impact of perinatal mental health on infant
development. All staff who had been through any training
(1 hour, half day or on-line certificate training), were invited

•

Response to
treatment
(reduction of

to join monthly virtual consultation groups for continued

PHQ-9 scores

learning and networking with colleagues.

for patients
who received a

Group therapy development and implementation support:

behavioral health

Programs wishing to provide group therapy were given

intervention)

tools to learn about successful group development, topics
of discussion, safety and health considerations, and ways to
reduce stigma and enable greater participation.
MMH-NOW self-care support for clinicians: MMH-NOW
provided tools to help non-behavioral clinicians help
patients learn about their own symptomatology and ways
to cope. This included a checklist of red flags, creating a list
of social support, help with understanding healthy habits
like healthy eating, sleep hygiene, stress management, and
gentle exercise, as well as teaching mothers to know where
to go to get help. This was all included in the MMH-NOW
provider toolkit, distributed to staff at all clinics.
Additionally, MMH-NOW provided self-care sessions as part
of involvement at HCC, which included self-assessment,
yoga, mindfulness techniques, and peer support.
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INNOVATIONS (MMH-NOW/ CLINCS)

METRICS TO
MEASURE SUCCESS

•

TREAT

Psychopharmacology training: Specialists in reproductive

(cont’d)

psychiatry provided information about safety, informed

rates (% of patients

consent, and the steps to care when prescribing to a

with a behavioral

woman who is pregnant or postpartum and breastfeeding.

health appointment

Appointment show

who came to
Promoting First Relationships: This training, designed

their scheduled

by NCAST, is geared to helping pediatricians identify

appointment)

issues in parenting and support bonding and attachment
relationships between parent and infant/child. NCAST came

•

Response to

to provide this training to doctors and residents working at

treatment

different clinics.

(reduction of
PHQ-9 scores

Interpersonal Therapy training for behavioral health staff:

for patients

IPT is an evidence-based therapeutic intervention for the

who received a

treatment of PMADs.

behavioral health
intervention)

MMH-NOW partnered with the University of Iowa to offer
free IPT training and ongoing support to behavioral health
staff from all integration sites. At least one behavioral
health provider from each site was able to attend the twoday training.
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ORGANIZATIONAL READINESS
STAFFING:
MMH-NOW recommends that a medical provider seeking to integrate maternal mental health care should
establish a care team to oversee the process, test new strategies, collect data and report back regularly
on outcomes. Suggested preconditions and roles for the care team include:
CO-LOCATED BEHAVIORAL HEALTH PROVIDERS
Proximity is key in behavioral health integration. Co-location facilitates warm handoffs to behavioral
health providers in the case of a positive screen, bridging the gap between medical and mental health
care. Moreover, co-location enhances both informal and formal communication between providers. A
shared medical record system facilitates direct communication between providers, as well as care team
decision-making processes.
OBSTETRICS AND PEDIATRIC CHAMPIONS
It is essential for medical providers to be part of the planning process for integration. Their voice is key
for program decision making since theirs’ is the expert voice that the patient or parent hears while in the
office. A champion’s role is to support the implementation of an integrated maternal mental health care
program, and to influence their provider colleagues to participate in trainings and learning opportunities.
Additionally, the champion will participate in Quality Improvement (QI) activities for continuous
improvement of the maternal mental health care process.
BEHAVIORAL HEALTH CHAMPION
The behavioral health care providers should be on an equal footing with medical providers, since they are
equally important in the planning and implementation process. They will also participate in QI activities,
will work to influence and facilitate fellow providers’ participation in training, and will advocate to clinic
leadership for department administrative and staffing needs to facilitate implementation activities.
DRIVER OF IMPROVEMENT ACTIVITIES
The project driver sets the direction of work and holds people accountable for their work as part of
an improvement team. This includes assigning roles and tracking completion of work. Often this work
falls to someone in a project management/consulting role; while this can be expedient for staffing,
improvement can be more sustained if this day-to-day management rests with someone internal to the
organization.
CARE COORDINATOR
A staff member should be assigned to follow up with patients seeking behavioral health care between
visits, ensure that repeat screenings are given at regular intervals, and monitor progress through treatment.
DATA COLLECTION STAFF
Some data will need to be retrieved from electronic health records. Identify the staff members
responsible for retrieving data prior to project start.

Maternal Mental Health NOW (February 2018)
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DATA ENTRY STAFF
Data will need to be recorded in a central location, likely by multiple staff members. Identify what data
each staff member is responsible for entering and establish a schedule for prompt data entry.
DATA PROCESSING AND REPORTING
For data to be meaningful for process improvement, it will need to be processed and analyzed. Identify
staff to analyze and report out in an easy-to reach data dashboard.
QUALITY IMPROVEMENT STAFF STAKEHOLDER MEETINGS
Regular monthly or quarterly meetings should be held to assess progress towards agreed-upon quality
targets and to give team members opportunities to brainstorm potential interventions, plan small tests
of change, and report back.
CARE TEAM MEETINGS
The entire team responsible for patient care should formally meet at regular intervals in order to discuss
shared cases.

FINANCIAL CONSIDERATIONS:
We recommend the following financial considerations be considered to ensure successful integration of
maternal mental health care in primary care settings.
STAFF TIME FOR MEETINGS
Regular meetings for staff are essential for keeping everyone informed and aware of project metrics
and gives staff opportunities to engage in improvement activities. At a minimum, quality improvement
meetings should be scheduled quarterly, and care teams should meet monthly.
ADMINISTRATIVE TIME FOR DATA COLLECTION AND ENTRY
Particularly when clinical staff are responsible for collecting, recording, and reporting data,
administrative time should be set aside so that this can happen in as close to real time as possible. This
ensures timely follow up with patients and with quality improvement activities.
PRACTICE TRANSFORMATION FACILITATION SUPPORT
Project management can be handled internally, if staff resources are available, or through an outside
agency. A project manager is typically the driver and enabler of quality improvement activities, helping
to hold clinical staff accountable for their roles and facilitating the timely recording and reporting of data
to the team.
TRAINING TIME FOR STAFF
It is essential that staff are given regular opportunities to pursue training. This will not only increase
knowledge of how to identify PMADs, but will also help staff build empathy practices that will increase
their ability to connect with patients and help them get the care they need. Training helps support the
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process of changing the culture and norms of an organization to make them more trauma-informed,
thus better able serve low income communities and communities of color and less likely to develop
compassion fatigue.
Examples of such trainings include:

•
•
•
•
•

Signs and symptoms of perinatal mood and anxiety disorders
How to use the PHQ-9 or EPDS-3 to screen for perinatal depression
Making a referral to a maternal mental health care provider
Documenting data and using your data to make meaningful clinical choices
Case conferencing on treatment

We recommend scheduling trainings so that every staff member can attend, particularly patient facing
staff. This may require scheduling the same training multiple times. Trainings can be targeted to staff
roles (i.e. providers, medical assistants, behavioral health staff, et cetera).
BILLING FOR CARE COORDINATION
Currently, only Medicare accepts payment codes for care coordination, and only for activities provided
by licensed clinical staff. Consider setting up care coordination teams that include a licensed clinical staff
member and a support staff member. As payment models shift to value-based per member per month
rates, care coordination will help clinics decrease the cost of care by helping patients seek higher levels
of care only when necessary.
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ORGANIZATIONAL CHALLENGES
Maternal Mental Health NOW encountered various organizational challenges when implementing an
integrated perinatal mental health care model at its three partner sites. The pages that follow highlight
these challenges and recommendations for overcoming them.
STIGMA
Bias against mental illness is real and measurable in providers, staff, and patients. There is a mistaken
belief that mental illness is a condition that can be controlled by the individual with the right attitude,
and that people who struggle with mood and anxiety disorders have a flaw in their character.
In clinical settings, this can lead to patients not disclosing their symptoms and going untreated for their
depression and/or anxiety, patients choosing to forego treatment because of a belief that they should be
able to get better on their own, or a fear of being labeled or having psychiatric conditions included on
the medical record. This means that patients suffer for too long and sometimes never recover and new
parents struggle to bond with their children.
Below are some ways to combat stigma within the clinic and patient population.

RECOMMENDATION

EXAMPLES

RATIONALE

Universal Screening

All three clinics participating in

•

Mental health is considered

MMH-NOW’s Maternal Mental

a routine part of medical

Health Care Integration project

treatment.

screened every patient at defined
intervals, not only when patients

•

Preventing patients from feeling

exhibited outward signs of

targeted helps instill trust in

distress.

provider.
.

Clinics emphasized to patients

•

Patient can open a conversation

that everyone was being asked the

with the provider about

same questions and that this was

challenges in coping with

a part of receiving care at their

pregnancy/parenthood.

clinics.

•

Brochures and

All clinics provided MMH-NOW

posters

“Six Things You Need to Know

Gives patients and families
information to read in their own

About Perinatal Depression”

time.

brochures to all patients screened
for depression and anxiety. HCC

•

Fosters an environment where

also included staff member

patients can feel comfortable

contact information stapled to

opening up to staff and

the brochure.

providers.

HCC placed MMH-NOW posters in
their pediatric clinic waiting room
and OB exam rooms.
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(CONTINUED)

RECOMMENDATION

EXAMPLES

RATIONALE

Baby showers
including discussion
of clinic behavioral
health services

At HCC, the pediatric staff hosted

•

Can give patients another forum
to discuss mental health with
peers and staff.

•

Including mental health in a
benign setting can help to
reduce patient stigma.

•

Provides patients the
opportunity to meet other new
and expectant mothers and
increases social support.

•

Increases patient knowledge
of causes and symptoms of
PMADs.

•

Gives patients a forum to
discuss their own challenges.

•

Can build community and
reduce stigma.

•

Hearing about a peer’s

a monthly baby shower for
current OB patients and interested
community members to welcome
them to the pediatric practice. This
included traditional baby shower
games, lunch, and giveaways to
patients that included free diapers,
vaccination calendars and self-care
items. Guests included outreach
and enrollment specialists from
WIC, other community service
providers, and the MMH-NOW
project manager or a member of
the HCC behavioral health staff.
Discussion of maternal mental
health was informal, focusing on
the challenges and stress of new
parenthood and expectations for
new parents.

Patient education
programs

As part of the State of California’s
Comprehensive Perinatal Services
Program (CPSP), Eisner offered
parent education classes with a
module that focused specifically
on maternal mental health.

Peer educators/
navigators

As part of the MAMA’s
Neighborhood initiative at MLK,
the women’s clinic employed two
community health workers who
reflected and are members of the
community served by the clinic.
These staff members conducted
initial psychosocial screening
for new OB patients, connected
patients to services, and provided
ongoing case management
through 12 weeks postpartum.

experience in navigating the
health care system can help
people open up about their own
challenges and connect more
effectively with treatment that
works for them.

Maternal Mental Health NOW (February 2018)
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(CONTINUED)

RECOMMENDATION

EXAMPLES

RATIONALE

Accessible language

All clinics provided materials in the

•

The language in many screening

languages spoken by their patients

and educational materials do

(primarily English and Spanish).

not necessarily reflect the lived

Additionally, services were largely

experience of a clinic’s patients.

provided by bilingual staff.

•

When language is clear, patients

One area of improvement is to

see themselves reflected and

ensure that patients with low or

are more likely to open up to

no literacy are accommodated by

providers without fear.

staff without stigma. Additionally,
MMH-NOW recommends using
language and approaches that do
not stigmatize particularly at-risk
groups, such as teen parents,
families experiencing incarceration,
and LGBTQIA families.

•

Providing a spectrum

All of the clinics employed case

of services

managers in addition to social

every treatment response

workers. Eisner and MLK also

should be tailored to the need of

facilitated new parent groups.

the patient. An array of services

This provided multiple points of

offers different entry points to

entry to talk therapy or medical

treatment for mental illness.

interventions.
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CROSS-SYSTEM INTEGRATION (I.E. DHS/DMH)
True integration involves both co-location of services and shared decision-making processes. When
information is not routinely shared between providers, this means that treatment is not coordinated or
integrated, and patients risk falling through the cracks. Medical providers will not know if their patients
are following up on behavioral health care, and likewise, behavioral health providers will not know if their
patients are still attending medical appointments and being screened.

RECOMMENDATION

EXAMPLES

RATIONALE

Clear expectations

One challenge specific to
working with MLK (a LA County
Department of Health Services
facility) was the provision of
mental health services by DMH
staff. As a result, treatment data
was not available for analysis
until a procedure for completing
a release of information was
established.

•

Reduces the chance of
misunderstanding and
miscommunications.

•

Frontline staff are often
hampered in their action without
the vocal support of the leaders.

•

Frontline staff need time
to participate in training,
technical assistance, and the
administration of new programs,
all of which needs to be
greenlighted by supervisors.

•

Makes clear what information
will be shared between clinicians
and analytics staff.

•

Makes information sharing
explicit for patient, normalizing
an integrated approach to care.

Based on this experience, we
recommend:
• From the outset, establishing
clear expectations from
partnership
• Establishing clear lines of
communication between team
members
Leadership buy-in

In all medical clinics, MMH-NOW
had a clear commitment from both
medical and behavioral health staff
to the singular goal of increasing
integration between their two
treatment systems.
When working with DHS/DMH, this
also requires involvement in joint
meetings between organizations
to ensure the alignment of
leadership on strategy and tactics.

Release of
information

After learning that treatment
information could not be shared
between DMH and DHS providers,
clinic staff determined that a
patient could sign a release of
information allowing providers to
communicate about their course
of treatment.

Maternal Mental Health NOW (February 2018)
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FALSE NEGATIVES IN SCREENING
Many patients feel uncomfortable disclosing symptoms of depression. Moreover, the PHQ9 fails to ask
questions about anxiety or somatic symptoms of depression and anxiety. This can result in apparent lower
rates of perinatal mood and anxiety disorders in clinics, poor health outcomes for parent and child, as well
as lost productivity for the parent.
RECOMMENDATION

EXAMPLES

RATIONALE

Address community
and staff stigma

MMH-NOW provided consistent
training and ongoing weekly
support calls and visits with staff
at all clinics to address questions
and concerns that rose to the
surface over the course of the
project. Additionally, staff made
appearances at clinic events in the
community, including HCC baby
showers and an MLK patient Spa
Day.

•

Staff will be a resource to
answer patients’ questions
about depression.

•

Patients and staff will
understand the importance
of recognizing and treating
depression.

•

Positive screening rates will
better reflect the community
reality.

MMH-NOW provided ongoing
training, including role play and
shadowing screening staff.

•

Build staff confidence in
screening.

•

Patients will feel more
comfortable endorsing
symptoms of depression if they
feel safe and supported.

•

Positive screening rates will
better reflect the community
reality.

•

Patients will better recognize
their own experience when
completing a screening.

•

Positive screening rates will
better reflect the community
reality.

Staff support
for training and
education on
appropriate
screening techniques

Consider screening
patients verbally
and use of peer
education models
(community health
workers, etc)

Particularly at Eisner, this made
a difference for screening staff in
pediatrics. After being shadowed
by the MMH-NOW project
manager and receiving feedback,
she began to focus on building
rapport with patients before
screening. She soon began to see
increased rates of positive screens
in this population.
Clinic staff at all three clinics
identified challenges for patients
completing screens, often noting
that wording in the PHQ-9 was
confusing. Moreover, the AIMS
Center reports that as much as
15% of the population does not
have literacy levels that support
completing a PHQ-9.
As a result, mothers in Eisner’s
pediatric clinic, MLK’s women’s
clinic, and HCC’s OB practice were
screened verbally. This results in
higher rates of positive screens in
all of these clinics.
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STAFF ATTRITION
Staff turnover is normal for any organization, as are the challenges it can cause. When staff members
are lost, their role in a process must be filled. In the interim, this can mean that screening or referrals fall
through the cracks and patients don’t report symptoms or get the care they need. Additionally, staff are
the face of an organization. They work to build trust with patients, and when there is frequent turnover,
patients don’t see the same familiar and welcoming face when they come for appointments. Particularly
in populations where building trust is a challenge, this can affect patients accessing the care they need.
Finally, staff turnover costs time and money for an organization, affecting the Triple Aim of Healthcare.
More and more, joy in work is being considered part of the aim of healthcare organizations. This affects
how resilient staff are in challenging situations.

RECOMMENDATION

EXAMPLES

RATIONALE

Staff support for

MMH-NOW provided consistent

•

implementation

training and ongoing weekly

(particularly

support calls and visits with

screening,

staff at all clinics to address

data recording,

questions and concerns that rose

better reflect the community

and registry

to the surface over the course

reality.

development)

of the project. Often, this simply
involved being a sounding board

Staff will be better equipped to
comply with program processes.

•

•

for frustrations and challenges.

Positive screening rates will

Data will be delivered in a timely
fashion.

Aggregated, these frustrations
could translate into changes in the

•

processes or recommendations to

Data will have fewer errors and
will be more complete.

administration. For example, calls
for more administrative time for
clinical staff is being turned into
a formal proposal by staff to the
CEO of HCC.

Staff support

Training was an essential

for training and

component of success in this

educating MAs to

process. The more training staff

MDs

received, the more comfortable

•

Builds a culture of continuous
learning.

•

they were discussing maternal

Staff will be better equipped to
comply with program processes.

mental health with one another
and with patients.

•

Staff will have more input in
process development.

However, training requires support
for staff: time to engage in
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(CONTINUED)

RECOMMENDATION

EXAMPLES

RATIONALE

Staff support

training, relief from clinical duties,

•

for training and

and time to implement changes in

educating MAs to

practice and receive feedback. At

MDs

Eisner’s Women’s Health Center

Builds a culture of continuous
learning.

•

and pediatric clinics, staff training

Staff will be better equipped to
comply with program processes.

was incorporated into existing
staff meeting times and occurred

•

repeatedly to ensure that all clinic

Staff will have more input in
process development.

staff received the same message.

Staff support for self-

Patients coming to clinics serving

care and secondary

low income populations are more

trauma

likely to have experienced trauma,
toxic stress, and mental illness.

•

Increases staff capacity to
handle stress.

•

Retain institutional knowledge.

•

Decrease need for onboarding

As a result, staff frequently name
“dealing with patients” as their
biggest work stressor.
In response to staff complaints
about stress, HCC scheduled staff
self-care sessions on successive
weeks in order to reach all clinic
staff. The meetings, scheduled
during lunch and including food
for all who attended, gave staff
time to reflect on the impact of
work-life balance and making
sure to meet their own needs.
Staff were also given resources to
practice yoga and mindfulness.
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ACCOUNTABILITY
Sometimes tasks are overlooked or forgotten in a clinic, leading to forgotten screens, lack of follow up
with patients, and data that goes unentered or unreported. Not only can this lead to administrative
challenges – data that cannot be reported does not offer an opportunity for feedback to staff – but it
means that patients can fall through the cracks and the program cannot be improved to better serve them.
RECOMMENDATION

EXAMPLES

RATIONALE

Role clarity

At initial meetings with
stakeholders, MMH-NOW worked
to define the roles of each staff
member within the project. As
part of establishing the baseline
conditions, every clinic process
was outlined in a process flow
diagram to make it clear what staff
member is responsible for what
aspect of patient care and data
collection.

•

Less conflict between staff
members.

•

More likely to complete the
process.

•

More likely to diagnose
problems with the process when
they arise.

•

Avoid conflict.

•

Ensure that everyone’s needs
are met in a timely fashion.

At Eisner, staff roles were very
clear and outlined from the
very first meeting, leading to
fast delivery of data and clear
delegation of responsibility with
little interpersonal conflict.
See OB intake flow pages 27-28
Communication and
clear expectations
from all stakeholders
(particularly on data)

Regular communication, be it in
the form of team meetings or
stakeholder check ins, was key
to making headway in the shared
work of this project. Early in the
process, MMH-NOW worked with
stakeholders to outline what is
expected from all parties, including
the technical assistance team,
clinical team, and administrative
and support staff.
While this could take time out of
the day, communication ensured
timely follow up by all parties. For
example, weekly meetings with
staff at HCC and Eisner ensured
that data was communicated
frequently and in both directions.
However, staff engagement at
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(CONTINUED)

RECOMMENDATION

EXAMPLES

RATIONALE

Communication and
clear expectations
from all stakeholders
(particularly on data)

MLK was more of a challenge,
with frequently missed check in
calls. As a result, MMH-NOW had
greater challenges with engaging
staff in change processes.

•

Avoid conflict

•

Ensure that everyone’s needs
are met in a timely fashion.

Leadership support
(staff time for
integration activities)

Clinic leadership that vocally and
actively supports the work and that
makes time for integration activities
like training and staff meetings are
a huge asset to integration efforts.

•

Assures that staff have the time
to pursue program activities

•

Staff feels supported and able to
move forward with the program

HCC’s CEO attended many of
the staff meetings and actively
supported data collection activities.
Likewise, Eisner Behavioral Health
Director was instrumental to the
enthusiastic involvement of her
behavioral health staff. And MLK’s
Medical Director and clinical
leadership frequently welcomed
MMH-NOW trainers to the clinic. In
all cases, the support of leadership
ensured that these meetings
happened and guaranteed staff
participation.

•

Program is sustainable.

An MoU is a document outlining
roles, responsibilities and
expectations of sites and technical
assistance providers. MMH-NOW
asked all clinics to sign an MoU
prior to engaging in work together,
thus ensuring access to staff and
data.

•

Clearly defines expectations of
all parties.

•

Avoids conflict between
participants.

Memorandums
of Understanding
(MoUs)

However, not all clinics signed
an MoU. MLK submitted a letter
of agreement instead. Data was
rarely made available from the
clinic and MMH-NOW was never
able to establish regular care
team meetings.
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DATA COLLECTION AND PROJECT MANAGEMENT
Data collection is one of the most important components of an integration initiative. It helps clinics
measure outcomes of the quality improvement activities they are undertaking and also serves as a
motivator for clinic staff. If they can see that more women are being screened and are receiving services,
then they know that their efforts are worthwhile. Data collection also helps illustrate problem areas that
require troubleshooting.

QUESTIONS TO CONSIDER
Choosing data to collect:

•
•
•
•

What is most important to your clinic?
What is currently being collected?
What do you want to know?
What are you capable of collecting with the resources available to you (staff, time, technology, etc)?

Establish a baseline:

•
•

It is essential to know where you’re starting.
Set a period (one week, one month, three months, etc) prior to making any changes to take initial
measurements.

•
•

This will help you determine what is feasible overall for your current/planned staffing assignments.
This is still a part of the change process. Data collection can be your initial change activities to get
people used to their roles.

Choosing a format for data collection:

•
•
•

What are you using this data for?
o

Care management/patient follow up – We recommend a registry.

o

Data analysis – We recommend considering ease of data entry for staff.

What level of integration with EHR is feasible? (ie AIMS Center support, OCHIN membership)
What is the budget for data infrastructure? Can you build a business case for investing in data
capture or a registry?

Collecting data from the EHR:

•
•
•
•

What data that we seek to gather is available in the EHR?
How is that data being recorded?
For what measures/demographics can data extraction be automated?
How long does it take to gather necessary data per patient?

Choosing a screening tool:

•
•
•

What is available for integration with the EHR?
What reflects symptoms of perinatal mood and anxiety disorders?
What is culturally relevant for the patient population?

Choosing a format for screening:

•
•
•

What technology is available?
What will help develop relationships with patients?
What is culturally acceptable to your patient population?
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Staff assignment/training:

•
•
•
•
•
•
•
•
•

Who will be collecting data?
o Patient response
o EHR
Who will be recording data in a registry?
Who will be analyzing data?
What is the process for data quality checks?
Who will interpret the analysis/report out with recommendations?
With whom with data be shared?
With what frequency will data be recorded/reported back to various stakeholders? Who are the
relevant stakeholders?
Who will manage implementation and improvement activities?
Who will manage patient/provider follow up?

RECOMMENDED METRICS FOR MEASURING SUCCESS AND CONSIDERATIONS
Screen

•

Screening rates: % eligible patients screened/week or month
o What is your recommended frequency of screening?
o Does this require flagging certain patients for screening prior to their visit?
o Is there a way to automate this process?
• Rescreening rates: % of OB/well child appointments at which screening occurred
o Tracks how many of the recommended screenings a patient received
o Are you able to track patients over time?
o Is there a way to flag patients for follow up?
• Positive screening rates: % of eligible patients who meet an agreed-upon cutoff, such as PHQ-9>9
o Do rates reflect known prevalence for PMADs in your population/location/nationally?
Connect
• Referrals given: % of patients given a referral to behavioral health following a positive screen
o Are you able to observe interactions between screeners and patients to document the
process and offer feedback?
• Appointments made: % of patients given a referral who made an appointment with a behavioral
health provider
• Case management rates: % of patients with a connection to a case manager
Treat
• Appointment show rates: % of patients with a behavioral health appointment who came to their
scheduled appointment
• Duration of treatment: # of sessions until response to treatment, # of sessions with a provider
• Response to treatment: reduction of PHQ-9 scores for patients who received a behavioral health
intervention

ON USING A MATERNAL MENTAL HEALTH REGISTRY
Overwhelming anecdotal accounts and evidence-based research points to the use of patient registries in
best managing the care of this patient population. As with every new piece of technology that enters the
clinic, we must look at potential risks and rewards of adoption.

24 | Maternal Mental Health NOW (February 2018)

INTEGRATION GUIDE

•
•
•

What features do you need?
Can this be integrated into existing work flows, or will this require implementing a new one?
How many staff members need to access the registry to enter care and screening information?
How can you set this up across multiple workstations?

•
•
•
•
•

Will this increase your care team workload? By how much?
Will this require hiring a new staff member to focus on care coordination?
What is the potential reward in terms of lowered care costs?
Is your clinic able to access quality-based payments from health plans to tap into shared savings?
Do these savings offset the potential cost of a registry tool?

Registries seem to fall into three major formats:

•

•

•

Spreadsheet based
o

Free or low-cost

o

Requires a location in a shared drive

o

Few extra features

o

Potentially more challenging for extracting and processing data

Online stand-alone systems
o

Some cost

o

Accessible from any computer

o

Extra system to train on

o

Potential for double entry of data due to lack of integration into EMR

o

Many tools and features for data visualization and extraction

o

Automated alerts for patient follow up

EMR-integrated
o

Most costly

o

Requires a system that is developed for the clinic’s specific EMR – not all existing registry
tools are compatible with all existing EMR platforms

o

Accessible to all care providers using the same EMR

o

Automated alerts for patient follow up

A NOTE ABOUT DATA COLLECTION IN BEHAVIORAL HEALTH
Medical clinics over the past few years have moved strongly into the population health model, transitioning
to electronic medical record systems and implementing quality improvement structures into their practice.
However, behavioral health departments have felt fewer pressures from accrediting bodies to keep records
that are quantitative rather than qualitative patient notes. As a result, it is more challenging to collect
treatment and patient outcomes data than it is to collect screening and referral data.
Based on our work, we encourage all clinics to continue to track patient responses to behavioral health
treatment using the PHQ-9 or another standard screening tool delivered at least monthly. This will help
clinicians know if symptoms are alleviated using the present course of treatment or if a change in approach
is necessary to help the client heal from PMADs.
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SAMPLE DATA DASHBOARD
SITE:
LAST REVISED: __ / __ / ____
OB/GYN
(Prenatal)

Pediatrics (child
age up to one year)

Total

MOST RECENT MONTH:
# MH screens entered

0

# unique patients with screens entered

0

# appointments

0

% patients screened

#DIV/0!

#DIV/0!

#DIV/0!

% of appointments with screens

#DIV/0!

#DIV/0!

#DIV/0!

# women with PHQ-9 > 9

0

# women referred for BH treatment

0

referral rate (% of women at risk provided referral)

0

PROJECT CUMULATIVE (START DATE THROUGH CURRENT MONTH)
# MH screens entered

0

# unique patients with screens entered

0

# appointments

0

% patients screened

#DIV/0!

#DIV/0!

#DIV/0!

% of appointments with screens

#DIV/0!

#DIV/0!

#DIV/0!

# women with PHQ-9 > 9

0

# women referred for BH treatment

0

referral rate (% of women at risk provided referral)

0

BASELINE (03/2015 THROUGH 05/2016)
# MH screens entered

0

# unique patients with screens entered

0

# appointments

0

% of appointments with screens

#DIV/0!

#DIV/0!

# women with PHQ-9 > 9

0

# women referred for BH treatment

0

referral rate (% of women at risk provided referral)

0

Screening Rate
100
90
80
70
60
50
40
30
20
10
0

#DIV/0!

Jul-16
Total screening rate (%)

Aug-16

Sep-16

OB screening rate (%)

Oct-16
Peds screening rate (%)
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SAMPLE OB INTAKE FLOW

Sample OB Intake Flow
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HOW TO SCREEN FOR PERINATAL MOOD OR
ANXIETY DISORDERS
(Depression or Anxiety during the pre- or post-natal period)

SCREENING TOOLS TO USE:
DEPRESSION:
PATIENT HEALTH QUESTIONNAIRE 9:

•
•

A nine-question scale based on the diagnostic criteria for major depressive episode (DSM-V)
Tells us how often and to what degree patients experience these symptoms of depression over
the past two weeks

EDINBURGH POSTNATAL DEPRESSION SCALE:

•

The EPDS-10 covers the symptoms of perinatal depression, with certain questions that discuss
feelings of anxiety or intrusive thoughts

ANXIETY SCALES:
EDINBURGH POSTNATAL DEPRESSION SCALE 3:

•

The EPDS-3 specifically refers to the anxiety subscale (questions 3-5) and is often paired with
the PHQ-9

GENERALIZED ANXIETY DISORDER 7:

•
•

A seven-question scale that covers the diagnostic criteria for generalized anxiety disorders
Women experiencing perinatal depression often present with some anxiety symptoms, and
someone with depression wouldn’t necessarily have anxiety symptoms

HOW TO ADMINISTER THE SCREENING TOOL:

•
•

Start by telling parent that these are a few questions that the clinic asks all patients.
These questions will let us know how you’re coping with the changes in your life as you are
expecting a new baby or life with a new baby.

•
•

If administering verbally, ask questions in a private place with the door closed.
If there are concerns about having a partner in the room, you may ask them to step out for a
moment or to complete the screen themselves.

•

If administering on paper, give parents a private place to complete the screen and go over the
screen with them together.

•

Emphasize that screening results are covered by privacy laws and that health and safety is of the
most importance to the clinical team.

•

Let the patient know that this is only a screening tool and not diagnostic – this indicates that
they are experiencing stress but not necessarily that they are depressed.

WHAT ARE THE EXPECTED RESULTS?

•
•

15-20% of women report mood or anxiety disorders during or after pregnancy.
Some groups are more likely to experience a mental illness: teen parents, parents of a NICU
baby, immigrants, people with prior history of mental illness.
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WHY IS THIS IMPORTANT FOR PATIENT CARE?

•

Perinatal mood and anxiety disorders affect health outcomes like birthweight and caregiverinfant bonding.

•

Perinatal mental health is also connected to the success of breastfeeding and one’s ability to
follow through with medical recommendations for themselves and their children.

•

Due to the trauma of disrupted attachment and bonding during the first years of life, children of
depressed mothers are at increased risk for impaired cognitive and motor development, difficult
temperament, poor self-regulation, low self-esteem, and behavior problems.

TIPS AND TRICKS FROM A SUCCESSFUL FORMER SCREENER:

•
•
•
•
•
•

Welcoming smile
Introducing yourself and job title
Let them know you are here for support
If in OB setting: Ask them if they know what prenatal depression is
If in pediatric setting: Ask them if they know what postpartum depression is
Provide psychoeducation:
o

You are not alone: 10-15% of all women experience a mental health challenge
during pregnancy.

o

You are not to blame: you did nothing to cause this and this doesn’t make you a
bad mom.

o

With the right help, you can get better: therapy and medication are just a couple of
ways to help treat depression or anxiety. We have a team here at the clinic that are here
to work with you to get and stay healthy.

•

•
•

Describe some of common symptoms:
o

Feeling overwhelmed or worried all the time

o

Feeling guilty

o

Feeling afraid or angry

o

Not feeling a connection with your child or others around you

o

Lack of focus

o

Unwelcome or scary thoughts that you can’t control

o

Unable to sleep when the baby is sleeping

Ask them if they have felt any of those feelings since getting pregnant/giving birth
If they say yes, ask them in what ways have they felt that way and how they address their
symptoms.

•
•

Let them know that the first year of a baby’s life can often be the most difficult/challenging.
When they begin talking about how they have been feeling: validate their feelings, reassure them
that it is completely okay to feel however they feel, use words of encouragement with all moms
and congratulate the parent on making it to this appointment.

•

Let them know you’re here for support and how strong they are for speaking up for themselves
because raising a baby is not easy.

“I don’t want to screen because what if I have to report” – screening is not about getting a family in
trouble. Rather, this gets the whole family the supports they need
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SPEAK UP
WHEN
YOU’RE
DOWN
6 THINGS

EVERY NEW MOM & MOM-TO-BE
SHOULD KNOW ABOUT
MATERNAL DEPRESSION

1

Maternal depression is common.
It is, the number one complication of pregnancy.
In the US, 15% to 20% of new moms, or about 1
million women each year experience perinatal mood
and anxiety disorders, and some studies suggest that
number may be even higher.

you are not alone.

Maternal depression can affect any woman regardless
of age, income, culture, or education.

2
You might experience some of these symptoms.
• Feelings of sadness.
• Mood swings: highs and lows, feeling
overwhelmed.
• Difficulty concentrating.
• Lack of interest in things you used to enjoy.
• Changes in sleeping and eating habits.
• Panic attacks, nervousness, and anxiety.
• Excessive worry about your baby.
• Thoughts of harming yourself or your baby.
• Fearing that you can’t take care of your baby.
• Feelings of guilt and inadequacy.
• Difficulty accepting motherhood.
• Irrational thinking; seeing or hearing things that
are not there.
Some of the ways women describe their feelings
include:
I want to cry all the time.
I feel like I’m on an emotional roller coaster.
I will never feel like myself again.
I don’t think my baby likes me.
Everything feels like an effort.

3

For caring support and resources contact
2-1-1 or
1.800.944.4773
Postpartum Support International
or contact your healthcare provider
MaternalMentalHealthNow.org
Maternal Mental Health Now

CUANDO
Se SIENTA
DEPRIMIDA
DIGALO
6 COSAS

CADA NUEVA MAMÁ DEBE
SABER SOBRE la DEPRESIÓN
MATERNAL y POSTPARTO

Baby blues, a normal adjustment period after birth,
usually lasts from 2 to 3 weeks. If you have any of the
listed symptoms, they have stayed the same or gotten
MaternalMentalHealthNow.org
Maternal Mental Health Now

comuníquese con 2-1-1 o

MaternalMentalHealthNow.org
Maternal Mental Health Now

5

e sooner you get treatment, the better.
You deserve to be healthy, and your baby needs a
healthy mom in order to thrive. Don’t wait to reach
out for help. It is available. Recent studies show that
your baby’s well-being and development are directly
tied to your physical and emotional health.

6

ere is help for you.
There comes a time in every woman’s life when she
needs help. now is the time to reach out to a caring
professional who is knowledgeable about perinatal
depression who can help you through this time of
crisis. He or she can understand the pain you are
experiencing and guide you on the road to recovery.
Contact 2-1-1 or Postpartum Support International,
1.800.944.4773 or www.postpartum.net, for referrals
and support near you.

Los Angeles Community Child Abuse Councils
www.lachildabusecouncils.org

MATERNAL MENTAL HEALTH NOW
supporting the well-being of growing families

Adapted from Postpartum Progress, www.postpartumprogress.com,
where you can find out more on childbirth-related mental illness.
Printing generously provided by
the Los Angeles Community Child Abuse Councils

1

La depresión maternal es muy común.
Es la complicación más frecuente del embarazo. En
los Estados Unidos, entre el 15% y el 20% de las
nuevas madres–casi 1 millón de mujeres cada año–
experimenta una depresión postparto, y según algunos
estudios, esta cifra podría ser aún más elevada.

usted no está sola.

La depresión durante el embarazo y postparto afecta
a mujeres de cualquier edad, nivel económico y raíces
raciales o étnicas.

2
Usted podría experimentar algunos de estos síntomas.
• Sentirse deprimida, triste o llorar mucho.
• Sufrir altibajos en el estado de ánimo, sentirse
abrumada.
• Experimentar problemas para concentrarse.
• Sentir falta de interés o placer por las actividades
que antes disfrutaba.
• Experimentar cambios en las rutinas para dormir
o comer.
• Sufrir un ataque de pánico, nervios o ansiedad.
• Estar extremadamente preocupada por el bebé.
• Tener miedo de lastimar al bebé o a usted misma.
• Dudar de su capacidad de ser buena madre.
• Sentirse inútil y culpable.
• Tener dificultad para aceptar la maternidad.
• Tener pensamientos irracionales o alucinaciones.

3

1.800.944.4773
Postpartum Support International
O habla con su proveedor de salud

4

You did nothing to cause this.
You are not a weak or bad person. You have a
common, treatable illness. Research shows that there
are a variety of risk factors that may impact how you
are feeling, including your medical history, how your
body processes certain hormones, the level of stress
you are experiencing, and how much help you have
with your baby. What we do know is, this is not
your fault.

Symptoms can appear any time during pregnancy,
and up to the child’s first year.

Algunas mujeres describen sus sentimientos así:
Me dan ganas de llorar todo el tiempo.
Me siento como si estuviera en un subibaja emocional.
Nunca me sentiré como yo misma otra vez.
No creo que mi bebé me quiera.
Todo me parece difícil.

Para obtener un apoyo compasivo y otros recursos

worse, and you’re 5 to 6 weeks postpartum, then you
are no longer experiencing baby blues, and may have
a perinatal mood or anxiety disorder.

ha experimentado algunos de los síntomas de la lista
anterior y si se siente igual o peor 5 o 6 semanas
después del nacimiento, ya no se trata de los baby
blues. Es posible que sea la depresión postparto.

4

Usted no hizo nada para causar esta situación.
Esto no significa que usted sea débil o mala. Al
contrario, la depresión perinatal es una enfermedad
común y tratable. Diversas investigaciones identifican
varios factores de riesgo tales como su historial
médico, la forma en que su cuerpo procesa ciertas
hormonas, el grado de estrés que está experimentando,
y el apoyo con el que cuenta para cuidar a su bebé. Lo
que sí sabemos es que no es su culpa.

5

Es mejor que reciba tratamiento cuanto antes.
Usted merece gozar de buena salud y su bebé
necesita una madre saludable para prosperar. Hay
ayuda disponible. ¡Búsquela! Estudios recientes han
demostrado que la salud de su bebé está directamente
relacionada con el estado físico y emocional de usted–
su mamá.

6

Hay ayuda disponible.
Toda mujer necesita ayuda en algún momento de su
vida. Ahora es el momento de buscar a un profesional
de salud compasivo y bien informado acerca de la
depresión perinatal que le pueda ayudar a superar
este momento de crisis. Él comprenderá el dolor que
está experimentando y le guiará hacia la recuperación.
Comuníquese con 2-1-1 o Postpartum Support
International al 1.800.944.4773 o www.postpartum.
net para referencias y apoyo en su área.

Los señales pueden aparecer en cualquier momento
del embarazo o el primer año después de dar a luz.
La melancolía postparto (baby blues en inglés) es
un sentimiento normal después del nacimiento del
bebé, y puede durar entre 2 y 3 semanas. Si usted
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Are you or someone you know struggling
with Maternal Depression or Anxiety?
FOR CARING SUPPORT AND RESOURCES
TALK TO YOUR HEALTHCARE PROVIDER
or visit

www.directory.maternalmentalhealthnow.org
WWW.MATERNALMENTALHEALTHNOW.ORG
Printing made possible by March of Dimes
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SAMPLE SCRIPTS
SCREENING INTRODUCTION
ENGLISH
In our clinic, we believe that when a woman is healthy and well, both emotionally and physically, she
has a better chance of maintaining her and her child’s healthy development during her pregnancy and
beyond. It is very common for new moms to experience a lot of stress in the postpartum period. For this
reason, we have created a team to help support your new family.
Here are some questions we would like you to answer in order to help us help you. Please take your
time and if you are unsure about what a question is asking or if you need any help answering any of
the questions, please do not hesitate to ask. When all of the questions are complete, we will review the
answers with you.
SPANISH
En nuestra clínica, creemos que cuando una mujer está sana, ambos de las emociones y del cuerpo,
tiene ella más habilidad de manejar el desarrollo de su hijo y su propia salud durante y después del
parto. Es común que las mujeres experimentan mucho estrés en la época después del parto. Por eso,
hemos creado un equipo con la meta de apoyar a su familia.
He aquí unas preguntas. Sus respuestas nos pueden ayudar a ayudar a ústed. Favor de tomar su tiempo,
y si tiene alguna pregunta o quiere ayuda, estamos aquí a servirle. Cuando el cuestionario está lleno,
revisaremos las respuestas con ústed.

WARM HANDOFF
Being pregnant can be an exciting time but it can also bring up additional stress. As part of our new
approach, we are having all women who are pregnant briefly meet with one of our Behavioral Health
providers at every trimester, beginning today. She will ask you a few questions regarding your stress level
and your well-being as well as provide you with some information. This should only take a few minutes
and the MA will introduce you to her after we are done.
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MEMORANDUM OF UNDERSTANDING
Between Community Partners for Maternal Mental Health Now and

[SAMPLE CLINIC]

AGREEEMENT PARTIES:
This Memorandum of Understanding (“MOU”) is made and entered into as of XXXXXX (“Effective
Date”) by and between Community Partners for Maternal Mental Health Now, (hereinafter “MMHNOW/Community Partners”), and [SAMPLE CLINIC], (hereinafter “Participating Clinic”). MMH-NOW/
Community Partners and Participating Clinic are sometimes herein collectively referred to as the
“Parties” and each individually as a “Party.”
PURPOSE OF AGREEMENT:
The purpose of this Memorandum of Understanding (“MOU”) is to clearly identify the roles and
responsibilities of each Party as they relate to the implementation and evaluation of the New Family
Care Team (“NFCT Model”). Maternal Mental Health Now has received funding from the California
HealthCare Foundation to replicate their pilot NFCT Model for incorporation of prenatal and post-natal
mental health screening into the primary care delivery system / primary care teams at 3 Federally
Qualified Health Centers (FQHCs). The NFCT Model is based on principles of population-based,
collaborative care, that is, identifying patients with depression, anxiety, and/or other mental health
symptoms and providing behavioral care and other treatment for these symptoms in the context of
primary care. The NFCT Model requires patient tracking and follow up assessments at regular intervals.
TERM:
The term of this agreement commences as of the Effective Date and shall remain and continue in
effect until December 31, 2017, the end of the grant (“Project Period”). Either party can terminate this
agreement with 30 days written notice.
RESPONSIBILITIES:
MMH / Community Partners:

•

Consult regarding the plan and implementation of the NFCT Model.

•

Provide comprehensive training, technical assistance including protocol training, patient
interview techniques, workflow development and support, coaching on data collection and
reporting requirements, and other support for implementation of Model as needed.

•

Provide technical assistance and consultation to interdisciplinary Care Team and clinical staff and
interns.

•

Manage and facilitate 4 collaborative learning events per year for 2-year project period.

•

Conduct specific training for medical staff on assessment, diagnosis, and medication
management.
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Participating Clinic:

•
•

Implement protocol and NFCT Model:
Establish an interdisciplinary team to include, at a minimum, the following members:
o

Executive Champion; Primary Care Providers in OB/GYN and Pediatrics (Peds), Medial
Assistants (Mas) for PCPs, Behavioral Health Specialists (Psychologist, Social Worker,
Intern); Case/Care Manager for Behavioral Health Specialists.

•
•
•
•

Provide space for weekly meetings
Provide space for behavioral health specialists to provide psychotherapeutic interventions.
Provide care team time to actively engage in training programs and improvement protocol.
Implement Patient Registry and Reporting: Collect and track patient data such as baseline and
follow-up assessments, referrals, and contacts with behavioral health specialists and care team at
regular intervals.

•

Make data extracts from Patient Registry available to the NFCT Model Evaluator to assess
effectiveness of the program and whether or not outcomes are being met.

•
•
•

Attend and engage in 4 peer-to-peer learning events per year for two-year project period.
Incorporate consultant coaching into implementation plan.
Support evaluation, data collection and de-identified data reporting: PHQ9, Edinburg3, Baseline
data, 4 progress reports over two-year period.

•

Agree to participate in potential long-term research efforts, data collection and/or interviews
following the project period.

•

Agree to be acknowledged in publications, as applicable.

INDEMNIFICATION
The Parties acknowledge that the well-being and safety of patients at the Participating Clinic is the
sole responsibility of Participating Clinic. As such, Participating Clinic indemnifies and holds harmless
Community Partners, it employees, contractors and volunteer for any claim or liability arising out of the
work undertaken in fulfillment of this MOU.
SIGNATURES AND DATES:
For Community Partners:
		
Donna Roberts, Vice President & CFO			

Date

For [Clinic Name]
		
Name and Title:						

Date
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MATERNAL MENTAL HEALTH INTEGRATION
PROGRAM INPUTS
ROLES

CHAMPIONS

DRIVERS

SCREENING

PATIENT EDUCATION

DATA ENTRY/
INFORMATION
MANAGEMENT

TECHNOLOGY

TREATMENT SUPPORT

CLINICS

MLK OUTPATIENT
CENTER

Nurse Supervisor
(pediatrics and
women’s health)
Medical Director

COST

Medical Director
Behavioral Health
Director

Nurse Supervisor
OB Provider

EISNER FAMILY
MEDICAL CENTER

Behavioral health
provider
Medical Director
CEO

Behavioral Health
Director

Women’s Clinic MAs
Women’s Clinic Community
Health Worker
Pediatric MAs

COST

MMH-NOW

Pediatric Dept Screener
Women’s Health Center
MAs

Women’s Clinic Community
Health Worker
Pediatric MAs

HARBOR COMMUNITY
CLINIC

BH MA
OB MA
Pediatric MA

WHC CPSP Staff
WHC LCSW
Pediatric Screener

COST

FREE

BH MA
OB MA
Pediatric MA
BH providers

FREE

Shared Drives
MAMAs Neighborhood
data collection

FREE

MMH-NOW

FREE

NextGen EMR (PHQ-9,
patient tracking)
I to I
Excel-based directory
Shared drives
Pediatric screener
access to WHC LCSW
scheduling

FREE

QI Coordinator
WHC Case Manager
WHC LCSW
Pediatric Dept Screener

FREE

Women’s Clinic Community
Health Worker
Women’s Clinic co-located
DMH LCSW

BH MA
OB MA
Pediatric MA

Google forms
EMR to record patient
scores
Pediatric MA access to
BH scheduling

Case management
BH providers

WHC Case Manager
WHC LCSW
Adult BH providers

BH = Behavioral Health; MA = Medical Assistance; WHC = Women's Health Clinic; QI = Quality Imrpovement
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PROGRAM COSTS
HARBOR COMMUNITY CLINIC
STAFF

TOTAL TIME IN CLINIC

MATERNAL MENTAL HEALTH ACTIVITIES

BH MA

1.0 FTE

0.1 FTE

OB MA

2.0 FTE

0.2 FTE

Pediatric MA

2.0 FTE

0.05 FTE

Case Management

1.0 FTE

0.05 FTE

OB Provider

0.5 FTE

0.05 FTE

BH Provider

1.6 FTE

0.05 FTE

Pediatric Provider

2.0 FTE

0.02 FTE

Medical Director

1.0 FTE

0.02 FTE

CEO

1.0 FTE

0.02 FTE

EISNER FAMILY MEDICINE CENTER
STAFF

TOTAL TIME IN CLINIC

MATERNAL MENTAL HEALTH ACTIVITIES

Pediatric department screener

0.4 FTE

0.4 FTE

WHC case manager

1.0 FTE

0.1 FTE

Pediatric case manager

2.0 FTE

0.05 FTE

WHC LCSW

1.0 FTE

0.1 FTE

QI Coordinator

1.0 FTE

0.05 FTE

Behavioral Health Director

1.0 FTE

0.05 FTE

Medical Director

1.0 FTE

0.01 FTE

STAFF

TOTAL TIME IN CLINIC

MATERNAL MENTAL HEALTH ACTIVITIES

Pediatric Clinic MAs

4.0 FTE

0.025 FTE

Women’s Clinic CHWs

2.0 FTE

2.0 FTE

Women’s Clinic DMH LCSW

0.2 FTE

0.2 FTE

Nurse manager

1.0 FTE

0.1 FTE

Women’s clinic provider

0.6 FTE

0.01 FTE

Medical Director

1.0 FTE

0.02 FTE

WHC MA

WHC CPSP staff

MLK OUTPATIENT CENTER
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A Project of Community Partners

www.maternalmentalhealthnow.org
© 2018 Maternal Mental Health NOW
All Rights Reserved
Los Angeles, California
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