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The Mountain Plains 
Mental Health Technology Transfer Center

The Mountain Plains Mental Health Technology Transfer 

Center (Mountain Plains MHTTC) provides training and 

technical assistance to individuals who serve persons with 

mental health concerns throughout Region 8 (Colorado, 

Montana, North Dakota, South Dakota, Utah and Wyoming).

We belong to the Technology Transfer Center (TTC) 

Network, a national network of training and technical 

assistance centers serving the needs of mental health, 

substance use and prevention providers. The work of the 

TTC Network is under a cooperative agreement by the 

Substance Abuse and Mental Health Service Administration 

(SAMHSA). 
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Perinatal Mental Health

How we think about mental health has a powerful influence on 
how we take care of our mental health.

It’s time to focus on:

POSITIVE PERINATAL MENTAL HEALTH

AND

MENTAL HEALTH PROMOTION FOR MOTHERS



What is Perinatal Mental Health (PMH)?
• The perinatal period includes pregnancy and first year postpartum

• A woman goes through many hormonal, physical, emotional and 
psychological changes during this vulnerable time

• Pregnancy can be hard! Childbirth is difficult and exhausting! 
Transition to Parenthood goes without saying!

• Maternal mental health impacts the entire family unit AND the family 
unit can impact maternal mental health!

• Illnesses

• Current and past traumatic pregnancy and delivery experiences

• Personal medical history

• MAYBE the concern shows up for the very first time perinatally or 
it recurs



Perinatal Mental Health 
Conditions



Perinatal Mental Health Conditions
• Postpartum Blues (“Baby Blues”): Mild and short-term mood 

disorder that results after pregnancy and resolves without 
intervention

• Perinatal Depression: Major depressive disorder that occurs during 
pregnancy or within a year after delivery

• Perinatal Anxiety: Many kinds of anxiety disorders can occur during 
pregnancy or up to 1 year after delivery

• Postpartum Psychosis: Serious psychiatric illness involving an 
acute onset of psychotic symptoms in the days or weeks after birth 
and often requires psychiatric hospitalization

• Perinatal Suicide: 5-20% of maternal deaths

• Perinatal Eating Disorders: 15% of pregnant women



Psychosocial Risk Factors for PMH Conditions

• Trauma History

• Adverse childhood experiences (ACES) (Byatt et al, 2020)

• Includes interpersonal violence, intimate partner violence

• Personal history of depression/anxiety/PMS or family history of 
depression

• Personal History of physical or sexual abuse

• Lack of social support

• Higher risk pregnancy: gestational diabetes, pre-term labor/birth*, 
pregnancy loss, adolescent parent

• Poverty, lack of financial support

• Substance misuse and substance use disorders (Prevatt et al., 2017)

• Sometimes there may not be significant risk factors!



The Baby Blues
• The most common disorder affecting women after delivery

• Will impact between 50-75% of women; severity can vary

• Why do the Blues happen?

• Biological

• Hormonal changes after delivery

• Estrogen and Progesterone decrease quickly by up to 90% over first few 
days

• Physiological pain associated with healing, uterus contracting, breast pain with 
lactation

• Sleep changes

• Psychological

• History of anxiety or depressive disorders or PMS

• Fear about health and life of infant

• Uncertain about change to maternal life (family dynamics, career, financial)

• Concerned with physical changes (weight, “reduced attractiveness”)



The Baby Blues
• Environmental

• Support systems and living circumstances 

• Symptoms

• Crying, anxiety, emotional lability (“rollercoaster”), irritability, 
fatigue and trouble sleeping, lack of interest in food

• Usually begins about 3-4 days after delivery, peaks within 2-5 
days of onset

• Occasionally symptoms can last longer but symptoms do not 
tend to worsen

• Typically, does not interfere with daily functioning

• Baby Blues resolve on their own within 10-14 days



Perinatal Depression (PD)

• Occurs during pregnancy:

• Antenatal depression (AND) or 

• Following childbirth, Postpartum depression (PPD)

• Emerging research suggests more women developed PD

during the pandemic (~34%)



Perinatal Depression (PD)

• PD is most under-diagnosed obstetric complication in U.S. (Dagher et al., 2021; PSI, 2021)

• 50-70% of women go undetected 

• 85% go untreated



Perinatal Depression
• Symptoms are IDENTICAL to non-perinatal major depression

• Depressed mood (self-report or observed) present most of the day

• Loss of interest in usual activities or pleasure

• Changes in sleep patterns

• Agitation

• Feelings of worthlessness or guilt

• Loss of energy or fatigue

• Inability to concentrate

• Change in weight or appetite 

• Suicidal ideation, attempt or recurrent thoughts of death



Antenatal Depression
• Less focused on in practice

• Women reluctant to share symptoms of sadness because of expectation of happiness during 
pregnancy

• What about emotions of women with mistimed pregnancies?

• Higher tendency to focus on physical health during pregnancy

• May also misinterpret depression symptoms as complaints about common discomforts of pregnancy

• Sleep, body aches, headaches, “pregnancy brain” Worry about previous pregnancy history and 
complications, losses

• Might trigger more anxiety…high anxiety may be a risk factor for depression (Biaggi et. al, 2016)



Postpartum Depression (PPD)
• Affects ALL cultures, ages, incomes,                                              races, 

& ethnicities

• First time mothers, & those who deliver                                            
prematurely, have higher rates of PPD (Banasiewicz et al., 2020)

• 1 in 7 women will develop 

• ~20% of women with Baby Blues will develop PPD

• Symptoms usually present within 3 weeks                                               
to 3 months after birth 

• Peak: 2nd month PP

• Risk remains up to 1 yr 

• Some evidence suggests the accumulation of stressors in the 
first year after delivery contributes to the onset or recurrences of 
depressive episodes (Dagher et.al., 2021)

• Think about all of the changes going on!

PSI, 2021



Treatment for Perinatal Depression
• PD does not usually resolve without treatment 

• PD can become a chronic disorder that persists through more than one 
pregnancy (Meltzer-Brody & Steube, 2014)

• Symptoms can worsen quickly!

• Treatment options often include a combination of

• Counseling

• Cognitive behavioral therapy, individual and group therapy

• Medication

• Many options, even with breastfeeding!

• Typically SSRIs are first line (most work well with breastfeeding)

• Support from Others

• Exercise & a healthy diet

• Adequate sleep

• Relaxation techniques (Kroska & Stowe, 2020)

• Usually encourage treatment for at least 6 months after symptoms resolve



Potential Concerns if PD is NOT Treated

Antenatal Depression
• Maternal Impact

• Poor sleep

• Less likely to breastfeed

• Paternal depression

• Potential impact on bonding

• Increased risk of preeclampsia, 
placental abnormalities, miscarriage

• Associated with development of 
PPD 

• Fetal Impact

• Delayed fetal development

• Higher rates of prematurity

• Low birth weight

Postpartum Depression
• Unplanned weaning from breastfeeding 

or lactation failure

• Newborn stress

• Impaired bonding and attachment

• Children’s emotional health can be 
adversely affected through the school-
age years

• May trigger onset of chronic major 
depressive disorder: 

• 1 in 3 will struggle with depressive 
symptoms at least four years after delivery

• GREATEST risk factor for maternal 
suicide and infanticide



Postpartum Psychosis
• Rare: 1-2 out of every 1000 women who give birth

• Sudden onset of symptoms 3-10 days after birth or in first 
month:

• Delusions (“break from reality”), Hallucinations (visual, 
olfactory, tactile), Paranoia

• Increased irritability

• Hyperactivity

• Decreased need for or inability to sleep

• Rapid mood swings

• Drug withdrawal or intoxication can mimic symptoms



Postpartum Psychosis
• Risk factors

• Personal or family history of bipolar disorder or a previous 
episode in pregnancy

• Primiparity

• Advanced maternal age

• This is a temporary, treatable condition, but it is a psychiatric 
emergency!

• Early identification, immediate intervention, appropriate 
treatment are critic to prevent maternal suicide and 
infanticide (Lisette & Crystal, 2018)



Perinatal Suicide
• Leading cause of maternal death

• Estimated maternal suicide rate of 1.5-4.5 per 100,000 women

• About 40% of those who complete perinatal suicide have seen a 
PCP within one month of attempt

• U.S. does NOT have a good system for identifying maternal deaths 
from suicide (i.e. some states include accidental overdose in this 
category); especially beyond first 6 months PP

• Perinatal women most frequently complete suicide between 9-12 
months postpartum

• Of those who die by suicide in first 6 months PP, primary 
diagnoses:

• 21%-severe depression

• 31%- substance use disorders

• 38%- psychosis (Sit et al., 2015)

• Suicidal ideation is predictor of suicide and postpartum depression



Perinatal Suicide
• Risk factors

• History or psychiatric illness

• Those with history of bipolar disorder at higher risk than those 
with unipolar depression

• History of suicide attempts

• Abrupt stopping of psychotropic medications during pregnancy

• Postpartum sleep disturbances

• IPV

• Stillbirth (Lisette & Crystal, 2018; PSI, 2021;Mangla et al., 2019)

• Possible behavioral clues

• Decreased responsiveness to infant cues and less infant 
engagement with mothers



Suicide Warning Signs and Cues  
• Verbal 

• Direct – “I’m going to kill myself.” “If my wife leaves me, I’m going to kill myself.”

• Non-Direct – “I can’t handle this anymore.” “I useless for my family anyway. They 
would be better off without me.” 

• Behavioral

• A relapse 

• Stockpiling meds/purchasing a weapon 

• Giving things away 

• Demonstrating anxiety/sleep deprivation 

• Situational 

• An embarrassing situation 

• Fear of consequences/Loss of freedom

• Relationship / Financial crisis 

• Terminal diagnosis 

• Move/death

• Knowing someone who has died by suicide 



The Three ‘I’s of Depression (Chiles, J. & Strosahl, K. (2005).

• Intolerable – “This pain is too great to bear.” 

• Interminable - “This pain will never end.”

• Inescapable – “There is no way out.”  



Screening, Brief Intervention, 
and Referral to Treatment 
(SBIRT) 



Screening, Brief Intervention, and 
Referral to Treatment (SBIRT) Review 
What is SBIRT?

• Screening

• Universal, quick assessment

• Occurs in a variety of settings (e.g., public health, primary care 
settings, community social services)

• Brief Intervention

• Brief motivation and awareness-raising

• Short conversations

• Referral to Treatment

• Further evaluation for specialty care



Screening for Perinatal Depression
• The United States Preventive Services Task Force recommends 

depression screening for pregnant and postpartum women

• Cultural considerations are important

• Higher risk among women who are non-white, non-English 
speaking

• Inadequate assessment of risk or illness severity + low rates of 
seeking mental health treatment, lead to

• Increased risk of postpartum suicide



Screening for Perinatal Depression

Who & How to Screen?
• Healthcare providers are encouraged to 

screen all clients for depression

• We shouldn’t “Pick and Choose” 
who gets screened based on 
appearance, bias

• Asian women were 19% less likely, 
African-American women 36% less 
likely, and Native American and 
multiracial women were 56% less 
likely to be screened

• We should use a screening tool to 
help ask the questions

• Tools you may be familiar with:

• Edinburgh Postnatal Depression 
Scale

• PHQ-2 & 9

• Whooley

When to Screen?
• First prenatal visit, at least once in the 

second trimester, and in the third trimester

• Postpartum visit

• 2weeks

• 6+ weeks

• Well-woman/Primary Care visit 1 year 
after delivery

• Even at newborn/pediatric appointments!

• 3, 9, 12 month visits

• Women can and should ASK to be 
screened if concerned!

• When will YOU screen?

(PSI, 2021)



Whooley Questions for Depression Screening



Whooley Questions
• Yes or no format, rather than a scale 

• Almost identical to PHQ-2, so utilizing the PHQ-9 if symptoms 
are positive makes sense. 

• A positive test: (~95% sensitivity) Identifies patients who 
may benefit from further evaluation.

• A negative test: Depression is unlikely

• The Whooley Questions cannot be used to diagnose or 
measure the severity of depression (Whooley, 2016) 

• Screening will not reduce depression UNLESS there is a 
collaborative care management team in place to assure close 
follow-up 

• https://whooleyquestions.ucsf.edu/

https://whooleyquestions.ucsf.edu/


How to Address the Negative Whooley Screen

• Feedback: 

• Thank you for answering these questions. Your screening result is 
negative. This means that today, postpartum depression is 
unlikely. However, do you have any concerns about your mental 
health that you would like to discuss?

• Listen:  

• Does she offer any other symptoms of concern?

• Options:

• Provide education about the symptoms of postpartum depression

• Handouts, websites

• Encourage client to reach out for evaluation if symptoms develop

• What is your policy for return visits? Will your agency screen 
her again?



How To Address the Positive Whooley Screen
• Concern:

• “Thank you for answering these questions. Your screening 
result is positive. I am Concerned that you might be at risk 
for postpartum depression.”

• Uncomfortable

• “I am Uncomfortable with you keeping these symptoms to 
yourself and not sharing them with your healthcare provider.”

• Safety

• “In some women, if early symptoms of depression are not 
acknowledged or further evaluated, we become concerned 
about the Safety of you and your baby.”



How To Address the Positive Whooley Screen
• Any positive screen result must be followed by a clinical interview to 

confirm the presence of at least 5 symptoms of depression that:

• Occur most of the time

• Cause noticeable impairment in social, occupational, or other important 
areas of functioning during the same 2-week period

• Symptoms include:

• Weight loss or gain

• Insomnia or hypersomnia

• Psychomotor agitation or retardation

• Fatigue or lack of energy, 

• Feelings of worthlessness

• Poor concentration

• Recurrent thoughts of death or suicide



PHQ – 9 Review 
Kroenke, K., Spitzer, R. L., & Williams, J. B. (2001). 



PHQ – 9 Review 
Kroenke, K., Spitzer, R. L., & Williams, J. B. (2001). 



PHQ-9 Vs. DSM 5 Depression Criteria 
PHQ-9 Kroenke, K., Spitzer, R. L., & Williams, J. B. (2001). DSM 5 (American Psychiatric Association, 2013)



What Do I Say to Someone I am Worried 
About?
• Maridee gave everyone permission to CUS and go with the FLO

• I may use a direct or indirect approach, but I ask. Keeping in mind what I 
know about the situation. 

• If they affirm, I ask

• Currently? Like now? When?

• How? Is it something they have access to? 

• Then I may CUS, or something similar. 

• If the answer is no, or sometimes but not right now, I say

• This is a good time to talk about help 

• Begin persuasion (Offer hope)

**Most important though, I listen, listen, listen. 



How do you ask, “the question”? 
• Direct? 

• Indirect? 

• Oops

• Key things to consider:

• Avoiding judgement 

• Major life advice 

• Getting so focused on their thoughts of suicide, you forget to 
listen to the problem 



Acceptable Risk? 
• This doesn’t even sound good.

• A model:

• PHQ-2. Score of 3 or greater leads to the PHQ-9

• Patients with a known diagnosis of depression automatically 
get the PHQ-9

• Score of 10 or greater = Internal referral to BH

• Any number endorsement of question 9 except ‘0’ = Internal 
referral to BH

• When something is obvious… 



Screening Limitations / No blame 
Screening is not a full suicide risk assessment (Risk factors, 
protective factors, suicidal behaviors like aborted attempts and 
rehearsals).      

• Suicide Prevention Training: Presentation and Panel 
Discussion

• Suicide Prevention in Rural Primary Care: Two-Part Series

• SAFE-T

• Remember scope and ethics when screening or doing 
assessments

• Ethics in Practice - HHS Region 8

• Even full screenings MISS things, or things are not disclosed 

https://mhttcnetwork.org/centers/mountain-plains-mhttc/product/suicide-prevention-training-presentation-and-panel-discussion
https://mhttcnetwork.org/centers/mountain-plains-mhttc/product/suicide-prevention-rural-primary-care-two-part-series
https://mhttcnetwork.org/centers/mountain-plains-mhttc/product/ethics-practice-hhs-region-8


Suicide Risk Assessment 



When We Prevent Suicide…

We prevent suffering and more loss.

• 4-Fold increase in risk for suicide in children if their parent dies 
by suicide. 

• For every suicide, 135 are impacted. So, 48,000 (130 daily) 
suicides per year = over 1 MILLION seriously impacted by 
suicide loss. (QPR Institute, 2021)



Policies and Procedures for Suicide Crisis 
• Policy should include

• In-Person or Over the Phone 

• Mention of an assigned designated person

• Who to call for help/further assessment 

• Transportation 

• Willing vs. Unwilling client 

• Emergency and Non-Emergency Procedures (Referrals) 

• Designate the person responsible during shifts (charge nurse, 
supervisor)

• Where is the client now?

• Assuring someone is present

• Knows policies about contacting help/transport 

• Awareness of staff well-being / Back-up for them 

• After the crisis 



Policies and Procedures Cont. 

Managing Suicide Crisis Calls Procedure
Remember

Remain calm | Be genuine | Try to speak slowly and calmly

Ask for the caller’s:

1. name

2. call-back number

3. location 

Try not to transfer the call
Ideally the person taking the call should be the person to stay on 

the phone with the caller

DO

1. Listen

2. Let the caller vent

3. Be sympathetic 

Get the specifics of the caller’s suicide plan 

(if you haven’t already)

PLAN “Have you thought about how you would do it?”

MEANS “Do you have what you need to ?”

TIME SET “ Have you thought about when you would do this?”

If you get affirmative answers from the caller for these questions alert a co-worker who can call 911.

DON’T
1. Argue or debate

2. Minimize feelings

3. Offer quick solutions



Policies and Procedures Cont. 
Managing Suicide Crisis Calls Procedure Continued

Ask the caller if they want to speak with a BHC or nurse and explain to them their role. If their answer is yes, make sure you have the patient’s 

call-back number and preferably address, place the caller on hold and transfer the call to the appropriate person (Ideal not to put the 

caller on hold). 

If the caller says NO, do not hang up or transfer them. Remain on the line until you can get help. Try to keep them talking. 

Offer to call 9-11 and send help, if they refuse help, remain non-judgmental and sympathetic and keep talking. If the caller is suicidal and you 

have the caller’s location, you may legally call or have someone call 9-11 without violating confidentiality. Do not inform the caller that you 

called 9-11 if you have reason to believe they will hang up or leave that location. 

If the person is ingesting drugs, get as many details as you can (what, how much, alcohol, other medications, last meal, general health) and have 

someone call Poison Control at 1-800-222-1222. If you reach Poison Control and they recommend immediate medical assistance, ask if the 

caller has a nearby relative, friend, or neighbor who can assist with transportation or the ambulance. You may also call 9-11 if you have the 

caller’s address or location. Remain with the caller until either help arrives, or someone else takes the call. 

Once your call is over, talk to someone. Suicide calls are very stressful, and 

we all need support. 



After a Crisis 

• Postvention (this doesn’t have to be formal or immediate). Did 
we do things right? Can we improve? If we want a better 
outcome next time, what can we try? 

• Staff Support 

• Awareness of secondary traumatic stress (working with a 
patient who is suicidal, or learning that patient/client has died 
by suicide) 

• Create a space to talk about it 

• Provider Well-Being

https://mhttcnetwork.org/centers/mountain-plains-mhttc/provider-well-being-supplement


Referral Pathway 
• Immediacy is important. Consider emergency and urgent 

options that may be available. Warm handoffs are best. 

• Keep a real-time accounting of your internal and external 
resources

• Health systems

• Social service organizations 

• Continued education with staff (SD 2-1-1 observations)

• Speak with your partners about how you would like to utilize 
their services. 

• Consider having written material ready 



Referral challenges for the Perinatal Population
• Where should the referral go?

• Primary care vs OB vs behavioral health

• May depend on time frame, preference, availability

• Do they have someone to help with infant, other children at 
home so that they can attend a follow up appointment?

• How long does insurance cover their PP care, PPD screening 
visit?

• US Department of Health and Human 
Services Action Plan (12-20)

• Ongoing advocacy to extend the

postpartum period to 1 year 

for insurance/Medicaid coverage



South Dakota and Medicaid Expansion:
Does This Impact Your Referrals?



Referral Challenges for the Perinatal Population

• Breastfeeding and medications

• Additional education may be needed if the mother is 
prescribed medications to treat PPD

• Should a follow up appointment be scheduled with WIC, Peer 
BF Counselors to address any BF questions/concerns if 
medications are prescribed?

• Are additional referrals available for community support 
resources?

• Moms groups

• La Leche League

• What local groups are YOU aware of in YOUR community?



Case scenario
Betsy is a 32 year-old mother. She has a 3 year-old son at home and she delivered 
her newborn daughter 6 weeks ago. She has been coming to WIC since the birth 
of her son and the staff know her pretty well. Betsy is known for being a “good 
mother” among the staff. She breastfed her son for 10 months. Today, Betsy 
appears tired. She is making very little eye contact with the WIC staff.  Her 
newborn is awake and cooing, appears happy, however, staff notice that Betsy is 
not “talking back” to her and is using her foot to rock the infant carrier when the 
nurse enters the room. Soon into the visit, the baby gets a little fussy and Betsy 
props the baby’s bottle in the carrier with a blanket to feed her. The nurse 
continues the appointment and completes the Whooley Screen. It is positive.

1.  Are there any red flags in this appointment? 

2. What is the nurse’s next step?



Case scenario
Angela is a 25 year-old WIC client who arrives for a postpartum appointment. She 
is alone and has her newborn son in an infant carrier. He is 9 days old.  Angela 
smiles when the nurse enters the room but the nurse notes to herself that Angela 
“looks tired”. She is trying to hide her yawning. The nurse asks her how things are 
going at home and Angela says, “pretty good!” but then breaks down in tears. She 
adds,  “Breastfeeding is hard”. The nurse comforts Angela, they visit for a little 
while and then Angela completes her Whooley Screen is negative. She is still teary 
at the end of the appointment. 

1. Should the nurse be concerned about why Angela is crying?

2. What else should the nurse ask Angela?

3.  What kind of education should be offered at this appointment?



Questions?

Maridee Shogren

Maridee.Shogren@und.edu

Robin Landwehr

robin@communityhealthcare.net

mailto:Maridee.Shogren@und.edu
mailto:robin@communityhealthcare.net


Thank you for joining!
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