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Perinatal depression is a significant
health problem, especially among
inner-city women. The authors ex-
plored the feasibility of an innova-
tive model that integrated depres-
sion screening and treatment with-
in an agency for maternal-child
health. The team conducted de-
pression screening with the Edin-
burgh Postnatal Depression Scale;
they confirmed the primary diag-
nosis with the PRIME-MD instru-
ment for 29 women with positive
screens. Most participants had
moderate or severe major depres-
sive disorder. Women contended
with multiple treatment barriers.
Colocated depression care was
highly acceptable and enabled evi-
dence-based care delivery for at-
risk mothers. (Psychiatric Services
60:1429–1431, 2009)

Perinatal depression is a major
public health problem. A striking

14.5% of women experience a new
episode of depression during preg-
nancy or the first three months after
delivery (1). Higher rates occur
among inner-city women in low-in-
come households (2). Perinatal de-
pression—that is, major depressive
disorder with onset during pregnancy
or the first postpartum months—is
characterized by low recognition and
treatment rates. It is impossible to di-
agnose depression without a clinical
examination. In fact, the theme of the
Perinatal Depression Awareness
Campaign (www.perinatalweb.org) is
“You can’t tell without looking.” Low
rates of recognizing and treating peri-
natal depression may be attributed to
the failure to screen new mothers for
depression.

Maternal mental health care re-
mains a major unmet need. The annu-
al report of Healthy Start, Inc., of
Pittsburgh reported that 40% of moth-
ers whose children were in the pro-
gram were considered to be at high
risk for major depression, but only
16% of women who were referred for
treatment attended the initial appoint-
ment. The current fragmented system
of health care makes it difficult to
identify the appropriate locus of care
for an affected patient. Therefore, in-
terventions that combine case identifi-
cation, activation of the patient to seek
care, physician education, and system-
level efforts to support coordination of
care are critical to improve outcomes
of depressed mothers.

Collaborative care, which involves
a multispecialty team based in the
primary care setting, is one strategy to
improve depression management and
increase the likelihood of recovery.
This model of one-stop intervention
appeals to perinatal patients because
it is affordable and practical (3). In
this column we describe a pilot pro-
gram to explore the feasibility of a
collaborative model for colocated
perinatal depression care.

Description of the CARES Program
Healthy Start, Inc. (HS), is a federal-
ly funded initiative that promotes ma-
ternal-child health interventions for
positive health behaviors, psychoso-
cial resources, and self-empower-
ment. Women’s Behavioral Health-
CARE (WBHC) is a university-based
research clinic with a focus on perina-
tal mood disorders. HS and WBHC
colleagues together created a hybrid
team that delivered colocated perina-
tal depression care from April to Sep-
tember 2008. [A table that outlines the
contributions of each organization is
available as an online supplement at
ps.psychiatryonline.org.] The name of
the program was HS CARES (Collab-
oration for Assessment, Referral, Eval-
uation, and Stabilization). Key inform-
ant and focus group interviews with
HS administrators and clinicians in-
formed program development.

Potential participants included
pregnant women and new mothers
with infants less than one year old.
The Edinburgh Postnatal Depression
Scale (4) (EPDS) is a widely validated

An Emerging Best Practice Model 
for Perinatal Depression Care
DDoorrootthhyy  KK..  YY..  SSiitt,,  MM..DD..
CChheerryyll  FFlliinntt
DDoonnaalldd  SSvviiddeerrggooll,,  RR..NN..,,  MM..HH..PP..
JJooaannnnee  WWhhiittee,,  LL..SS..WW..
MMiicchheellllee  WWiimmeerr,,  BB..SS..WW..
BBeettttiinnaa  BBiisshh,,  BB..SS..WW..
KKaatthheerriinnee  LL..  WWiissnneerr,,  MM..DD..

Dr. Sit is assistant professor of psychiatry,
Women’s Behavioral HealthCARE, West-
ern Psychiatric Institute and Clinic, 3811
O’Hara St., Pittsburgh, PA 15213 (e-mail:
sitdk@upmc.edu). Ms. Flint is executive di-
rector, Ms. White is chief social worker, and
Ms. Wimer is a social worker, Healthy
Start, Inc., Pittsburgh. Mr. Svidergol is a
nurse clinician, Western Psychiatric Insti-
tute and Clinic. Ms. Bish is a student,
Graduate Schools of Social Work and Pub-
lic Health, University of Pittsburgh. Dr.
Wisner, who is also affiliated with Women’s
Behavioral HealthCARE, is professor of
psychiatry, Obstetrics and Gynecology
and Reproductive Sciences, Western Psy-
chiatric Institute and Clinic. William M.
Glazer, M.D., is editor of this column.

BBeesstt  PPrraaccttiicceess



and common measure to screen for
major depressive disorder during
pregnancy and after delivery. The hy-
brid team conducted routine depres-
sion screening of HS clients. An
EPDS score of ≥10 was used as the
cutoff point to identify potential par-
ticipants with depression risk. [A
flowchart of the perinatal depression
care program and additional refer-
ences to useful articles are available
in the online supplement at ps.psych
iatryonline.org.]

WBHC provided the validated
tools to confirm diagnosis and meas-
ure mood levels. They developed the
Likert scale to measure participant
satisfaction and extended malpractice
insurance coverage for the colocation
site. At a weekly clinic, WBHC clini-
cians completed psychiatric evalua-
tions of HS participants who screened
positive for depression. They re-
viewed the diagnosis and suggested
medical work-up with the participant,
discussed treatment options, initiated
pharmacotherapy or helped the client
develop a skill set to manage depres-
sion and stress, depending on the par-
ticipant’s preference, and provided
ongoing consultation and training
materials for the HS staff.

To frame the treatment focus, each
participant defined her goals. For ex-
ample, one mother specified, “I want
to enjoy spending time with my
daughter” rather than “I want to have
my depressed mood treated.” Skills
training focused on “mindfulness”
parenting exercises based on dialecti-
cal behavior therapy (5) and cogni-
tive-behavioral skills to manage de-
pression, anxiety, and traumatic grief
symptoms. The HS team triaged re-
ferrals, screened and prepared partic-
ipants for depression care, monitored
adverse effects and adherence, assist-
ed with prescription coverage prob-
lems, helped consolidate skills train-
ing, and provided administrative sup-
port (secure record keeping, contract
agreements, and salary support). Pri-
mary care physicians were enlisted to
advise the team about the extensive
array of medical disorders experi-
enced by participants.

Evaluation of outcomes
Psychiatric episodes, depression lev-
els, medication side effects, and con-

comitant drug therapy were recorded
at each visit. The PRIME-MD Pa-
tient Health Questionnaire (6) was
used to confirm the primary diagno-
sis. Depression severity was assessed
with the Structured Interview Guide
for the Hamilton Depression Rating
Scale, Atypical Depression Symp-
toms Version (SIGH-ADS) (7). The
SIGH-ADS comprises the 21-item
Hamilton Rating Scale for Depres-
sion (8) and an additional set of eight
questions to probe for neurovegeta-
tive symptoms, which are commonly
reported by women with depression.
A SIGH-ADS score of ≤8 indicates a
euthymic mood state, and a score of
≥18 indicates a higher level of de-
pression severity that may be accom-
panied by impaired functioning. The
team developed a client satisfaction
survey—a self-report tool to assess a
participant’s experience. On a 5-point
Likert scale, women rate the quality
of time spent with the staff, the expla-
nations about their health concerns,
their inclusion in the treatment deci-
sion-making process, the instructions
they received for follow-up, and their
overall care.

The depression screening identi-
fied 29 women with increased de-
pression risk (EPDS ≥10), and all
agreed to enter the CARES program.
Sixteen women arrived for initial
evaluations, and thus the evaluation
participation rate was 55%. The aver-
age age of participants was 25 years
(range 18–36 years). Fourteen were
African American, and two were
white. Twelve were single, and four
were married. Twelve had no insur-
ance, and four were covered by Med-
icaid (which expires for mothers at six
weeks after delivery). Each partici-
pant had a primary diagnosis of major
depressive disorder—15 had unipo-
lar disorder, and one had bipolar dis-
order. Eleven had moderate or se-
vere depression symptoms. Six
women had comorbid posttraumatic
stress disorder, three had comorbid
alcohol or cannabis abuse disorders,
and 12 had two or more comorbid
medical disorders.

At baseline and the first and second
follow-up visits, the mean±SD SIGH-
ADS scores were 18±8 (range 8–33),
17±9 (range 0–28), and 11±8 (range
4–19), respectively. Eight participants

returned for at least one follow-up
visit after the evaluation (drop-out
rate of 50%). Participants reported
high levels of satisfaction (mean score
33±3; range 28–35; possible range of
0 to 35, with higher scores indicating
greater satisfaction.)

The eight participants who began
receiving treatment and returned for
follow-up care reported that the com-
bined treatment (medication and
skills training) reduced their symp-
toms and improved their functioning
at home and work. They found that
the skills enriched their moment-to-
moment mother-infant interactions.

Six of the sixteen participants re-
quired treatment for sustained trau-
matic grief related to environmental
stressors from violence. They report-
ed sadness, nightmares, hyperarousal,
and feelings of unresolved loss relat-
ed to the death of beloved family
members. One woman’s three-year-
old son had died after accidentally
shooting himself with his father’s gun.
One woman’s adult son died as the re-
sult of a drive-by shooting. One
woman witnessed the murder of her
husband on her doorstep. Inventory
tools to assess the intensity of symp-
toms related to grief and bereave-
ment-specific symptoms (yearning
for the deceased, disbelief, and not
accepting the death) allowed clini-
cians to help participants define goals
to reduce the intensity of their grief,
improve recall of fond memories, and
reintegrate with the community (9).

Case example
When a 32-year-old, married white
woman with a 22-month-old daughter
came to the clinic, she said, “I want to
stop having thoughts to hurt my
daughter.” She had developed post-
partum depression four months after
delivery. After receiving sequential
antidepressant trials without re-
sponse, she abandoned treatment.
She contended with chronic anxiety
and a set of new symptoms—unwant-
ed intrusive thoughts about harming
her daughter without specific plans to
do so or incidents of harmful behav-
iors. The diagnostic interview sug-
gested obsessive-compulsive disorder
and comorbid major depression.

Individualized treatment involved
fluoxetine therapy (starting dosage of
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10 mg daily; treatment response at 30
mg daily) and cognitive restructuring
and behavioral modification skills. Be-
tween appointments, she completed
skills exercises from an instructional
workbook (10), and she received tele-
phone booster sessions to reinforce
skills development. Her anxiety symp-
toms and her functioning improved
tremendously over the course of six
months. Eventually, she was hired as a
playground attendant. At the final vis-
it, she agreed to ongoing monitoring
and medication management by her
primary care physician.

Implications
This pilot study of a model for collab-
orative depression care appeared to
benefit high-risk women and their
families. CARES highlighted the fea-
sibility of a hybrid model for perinatal
depression treatment. There was a
high rate of participation (55%) in the
subsequent diagnostic evaluation
among the women who screened pos-
itive. This is a higher rate than the
16% participation rate after referral
to conventional services that was re-
ported in the 2007 HS annual report
and the 42% participation rate (427 of
1,017) among young low-income
mothers who were referred for treat-
ment of depression (11).

There are several reasons for the
clinic’s appeal. The colocation site
was embedded in an existing services
agency with a trusted relationship in
the community. Clinicians developed
individualized treatment plans that
were based on a participant’s person-
al values (12). Treatment accessibility
was optimized. The key elements of
this model—trust (11), attention to
preferences (13), affordability, satis-
faction, patient and provider educa-
tion, enhanced case management,
and evidence-based care—contribute
to improved depression outcomes
and increased employment rates and
support recovery. The CARES pro-
gram optimized outcomes by offering
multimodal treatments and services
to address comorbid medical disor-
ders and complex psychosocial needs.
This collaborative approach incorpo-
rated the range of services necessary

to promote recovery and a return to
earlier or new levels of functioning.

Even a free clinic at a familiar set-
ting did not entice some women to
enter treatment. Women with de-
pression who refuse treatment may
struggle with a high level of illness
severity, chronic diseases, minimal
supports, poor insurance coverage,
and the personal burdens of low in-
come and poor education (high
school or less) (14). Most of the par-
ticipants who left treatment early
lived in single-parent households with
very limited family and financial sup-
port. Despite strong efforts to engage
participants, mothers with the great-
est need were unable to access de-
pression care.

Further study of the effectiveness
of a hybrid service delivery model
with a larger expanded population of
urban women is indicated. Such pro-
grams must provide information
about the benefits of depression care
to which women can relate; integrate
into the community; utilize multime-
dia tools, such as television, Web
sites, and local events, to disseminate
information and dispel myths about
mental disorders; and offer conven-
ient one-stop mental health and med-
ical care.

Acknowledgments and disclosures

Dr. Sit’s contributions to the project were sup-
ported by the National Institute of Mental
Health (NIMH) (grant R01-MH60335; Dr.
Wisner, principal investigator) and the Junior
Faculty Scholars Program (NIMH grant R25-
MH060473). The contributions of Mr. Svider-
gol, Ms. Flint, Ms. White, and Ms. Wimer were
supported by the Pennsylvania Perinatal Part-
nership and the Pennsylvania Family Planning
Council through grant funding from the Health
Resources and Services Administration, U.S.
Department of Health and Human Services
(Ms. Flint and Dr. Wisner, principal investiga-
tors). Dr. Wisner’s efforts were supported pri-
marily by NIMH grant R01-MH60335 and also
by NIMH grants R01-MH071825 and R01-
MH075921. The authors thank the staff at
Women’s Behavioral HealthCARE: Andrea
Confer, B.S., Elizabeth Nuhfer, B.A., David
Rizzo, L.S.W., and Mary McShea, M.S.W., for
providing additional patient resources.

Dr. Wisner has received grant support from
Pfizer and is on the speaker’s bureau of Glaxo-
SmithKline. The other authors report no com-
peting interests.

References

1. Gaynes B, Gavin N, Meltzer-Brody S, et al:
Perinatal depression: prevalence, screening
accuracy, and screening outcomes; in Evi-
dence Report/Technology Assessment.
Rockville, Md, Agency for Healthcare Re-
search and Quality, 2005

2. Hobfoll SE, Ritter C, Lavin J, et al: De-
pression prevalence and incidence among
inner-city pregnant and postpartum wom-
en. Journal of Consulting and Clinical Psy-
chology 63:445–453, 1995

3. Gjerdingen D, Katon W, Rich DE: Stepped
care treatment of postpartum depression: a
primary care–based management model.
Women’s Health Issues 18:44–52, 2008

4. Cox J, Holden J, Sagovsky R: Detection of
postnatal depression: development of the
10-item Edinburgh Postnatal Depression
Scale. British Journal of Psychiatry 150:782–
786, 1987

5. Linehan M: Cognitive-Behavioral Treat-
ment of Borderline Personality Disorder.
New York, Guilford, 1993

6. Spitzer RL, Williams JB, Kroenke K, et al:
Validity and utility of the PRIME-MD Pa-
tient Health Questionnaire in assessment
of 3000 obstetric-gynecologic patients: the
PRIME-MD Patient Health Question-
naire Obstetrics-Gynecology Study. Amer-
ican Journal of Obstetrics and Gynecology
183:759–769, 2000

7. Williams JBW, Terman M: Structured In-
terview Guide for the Hamilton Depres-
sion Rating Scale With Atypical Depression
Supplement (SIGH-ADS). New York, New
York State Psychiatric Institute, 2003

8. Hamilton M: A rating scale for depression.
Journal of Neurology, Neurosurgery, and
Psychiatry 23:56–62, 1960

9. Shear MK, Frank E, Foa E, et al: Traumat-
ic grief treatment: a pilot study. American
Journal of Psychiatry 158:1506–1508, 2001

10. Bourne EJ: The Anxiety and Phobia Work-
book. Oakland, Calif, New Harbinger, 1995

11. Miranda J, Azocar F, Oranista KC, et al:
Treatment of depression among impover-
ished primary care patients from ethnic mi-
nority groups. Psychiatric Services 54:219–
225, 2003

12. Wisner K, Zarin D, Holmboe E, et al: Risk-
benefit decision making for treatment of
depression during pregnancy. American
Journal of Psychiatry 157:1933–1940, 2000

13. Lin P, Campbell DG, Chaney EF, et al: The
influence of patient preference on depres-
sion treatment in primary care. Annals of
Behavioral Medicine 30:164–173, 2005

14. Talati A, Wickramaratne PJ, Pilowsky DJ, et
al: Remission of maternal depression and
child symptoms among single mothers. So-
cial Psychiatry and Psychiatric Epidemiolo-
gy 42:962–971, 2007

PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ November 2009   Vol. 60   No. 11 11443311


