Archives of Women Health and Care
Volume 2 Issue 5

Resecarch Open

Brief Commentary

Perinatal Mental Health Care across the Globe

Maria Muzik, Vesna Pirec?, Jonathan E Handelzalts'?, Ashlesha Bagadia*, Florence Gressier®, Prabha S Chandra¢ Anne-Laure
Sutter-Dallay” and Nine MC Glangeaud-Freudenthal®

Department of Psychiatry, University of Michigan, Ann Arbor Michigan, USA

?Insight Behavioral Health Center Chicago, IL, USA

3The Academic College of Tel-Aviv Yaffo, Tel-Aviv, Israel

4Fortis La Femme Hospital, Bangalore, India

SDepartment of Psychiatry, Bicétre University Hospital, Le Kremlin Bicétre, France

®Department of Psychiatry,National Institute of Mental Health and Neurosciences, Bangalore, India

7Perinatal Psychiatry Network, Adult Psychiatry Department, Charles Perrens University Hospital and Bordeaux Population Health center, INSERM
1219, Bordeaux University, France

8INSERM, Paris, France

*Corresponding Author: Maria Muzik, Department of Psychiatry, University of Michigan, Ann Arbor Michigan, USA; Address: 4250 Plymouth Rd, Ann Arbor, 48103
Michigan, USA; Email: muzik@med.umich.edu

Received: September 20, 2019; Accepted: September 26, 2019; Published: October 03, 2019;

Abstract

The perinatal period is a vulnerable time for new mothers and their families. Broad public awareness and universal health education for all new
mothers about perinatal mental illness carries significant impact. Timely screening for mental health disorders in pregnancy and postpartum is essential,
followed by referrals to adequate treatments. Integrative care plays a significant role in enhancing reach and uptake. Stepped care models propose
a range of treatment options based on symptoms and illness severity, and yield the most optimal outcomes for affected mothers and their children.
Perinatal psychiatry, including integrative perinatal care, has over the past decades received more attention and resource allocation worldwide. But
today various countries, based on their history of awareness and stigma towards perinatal illnesses, their access to overall mental health care, especially
perinatal, based on insurance/payment coverage and established workforce, and based on overall national priorities and economic strength, face various
challenges to establish comprehensive and systemic pathways of care for perinatal women suffering mental health challenges. Overall, there is still
significant inequality across the globe both in low- and high-income countries in public awareness, infrastructure, and access, and there is still a long
way to go to ease the suffering for affected perinatal women and their families.
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Introduction —-namely India, United States, and France. The three countries located

on three continents represent very different perinatal mental health

. . . .
Perinatal mental health illness affects 10-15% of women during systems of care. We want to shed light on the cultural and political

pregnancy and postpartum [1]. Per Diagnostic and Statistical Manual
of Mental Disorders, 5th Edition, (DSM 5), the term postpartum

defines women up to one month after delivery, however, in practice

(i.e., organization and payment scheme of health care systems)
contributions to presentation, detection and treatment of perinatal

mental health disorders across these three very culturally and political

many postpartum mental health issues emerge during the entire varied countries.

first postpartum year. The last several decades have furthered our

Perinatal Mental Health in India

understanding regarding perinatal illness [2], primarily in two

directions: (1) the recognition of the tremendous impact of untreated There are currently no formal protocols in India for any form of

maternal mental illness on pregnancy and fetal outcomes, and the mental health screening in the perinatal period, and the integration of

lasting consequences on subsequent child development [3]; and
(2) the realization that there is a need for more effective models to
reach impacted women on a large scale through the establishment
of mental health care approaches integrated in primary care and
the community [4-7]. Clearly, in order to establish optimal care
for women’s perinatal mental health illness, there is the need for
interdisciplinary collaboration and integrative treatment approaches
[8,9]. In the following sections, we will elaborate on these integrative
perinatal treatment approaches using examples from three countries

ARCH Women Health Care, Volume 2(5): 1-6, 2019

mental health into maternal health is quite inadequate. Screening is
limited to institutional research and non-systematic administration.
This could be attributed to several reasons including, (a) poor attention
to mental health by the government until recently; (b) lack of training
in mental health issues among midwives and obstetricians; and (c)
the limitations of existing screening tools [10]. In particular, the latter
point regarding culturally valid screening tools is highly relevant. As
described by Bhui & Bhugra in 2008, women from India are more
likely to have alternate explanatory models for mental illness, be
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more affected by stigma, and less likely to seek help [11]. Thus, a self-
reported questionnaire is more likely to have false negatives, missing
those with poor literacy and limited awareness of their own symptoms.
Thus, in India, there is a need to develop simple and culturally relevant
screening tools for perinatal depression and anxiety. Other culturally
relevant factors are reliance on magico-religious explanatory models
for mental illness, hence seeking religious healing instead of health
care professionals; the cultural preference for male babies over female
causing higher rates of depression with birth of a female infant; high
prevalence of partner violence; mental health stigma; and low mental
health literacy among professionals. Women with prior history of
mental illness are stigmatized and lose autonomy in making decisions
about pregnancy and childbirth. Medications are stopped prematurely
due to lack of mental health awareness and poorly understood
risks, without consulting mental health clinicians. Involving fathers
more actively in care is needed but may sometimes be difficult, as
childbirth is viewed as a woman’s business and it is often the maternal
family which handles childbirth. Thus, India has a long way to go to
overcome some culturally based obstacles to provide evidence-based
perinatal mental health care. Moreover, culture and stigma are just
some of the problems Indian women face when accessing adequate
care for perinatal mental health. To date, India lacks a widespread
infrastructure for the provision of any mental health care. For a
population of 1 billion, there are fewer than 10,000 mental health
professionals, with access to specialists limited mostly to urban areas.
Only about 1-2% of the total health budget is spent on mental health
[12]. Additionally, the priority for maternal and infant health has
still been addressing more pressing issues such as malnutrition and
anemia, along with ensuring that women have access to safe hospital
deliveries. Both maternal and infant mortality are very high, and
continue to be priorities over mental health [13].

Over the last decade, under the National Rural Healthcare
Mission the Government of India has launched several programs to
improve widespread access to health care for women [14]. A major
component of this program was the implementation of Community
Health volunteers called Accredited Social Health Activists (ASHAs),
whose main aim is to form a reliable and consistent link between the
community and the health system. They are the frontline staff (usually
women) to whom villagers go for education, advice and monitoring of
health related issues. By reducing ignorance and superstition, ASHA
workers have been responsible for timely access of emergency and
institutional childbirth services, and better utilization of outpatient
and diagnostic health services. The Janani Suraksha Yojana (JSY) [15]
and Janani Shishu Suraksha Karyakram (JSSK) [16] were launched
in 2005, to improve access to antenatal care and reduce maternal
and infant mortality. Under these programs, women are encouraged
to improve nutrition during the antenatal period, ensure regular
antenatal care, deliver in government health care facilities, and
maintain regular follow up throughout the first year of the child’s life.
Apart from that ASHA workers have also been trained in educating
families regarding birth spacing and effective use of contraception.
Each regional health center has auxiliary Nurse Midwives (ANMs),
who act as supervisors and additional skilled resources for ASHA
workers. Another current project is to train existing volunteer groups
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in identifying people with mental illness and connecting them to the
right pathways of care. This program has been successfully evaluated
outside of perinatal phase [17], but could in future be adopted more
widely to include the perinatal population as well. Training of ASHA
workers and other health professionals to screen for common mental
health disorders specifically with focus on perinatal can be the next
step in a wide-spread model of perinatal care

Apart from improving task workers at the ground level, National
Mobile Medical Units (NMMUs) have been set up to enable access
to remote areas. Mother and Child Health Wings with increased bed
capacity have been sanctioned in high case load district hospitals as
well as Child Health Centers which create additional beds for mothers
and children. Furthermore, through nationally funded programs in
many of India’s states, District Hospitals have telemedicine facilities,
enabling easy access to specialists in tertiary care centers, including
psychiatrists. The National Informatics Centre recently launched
an electronic maternal and child tracking system that registers and
follows women through pregnancy, postnatal care and children from
infancy to adolescents [18]; Phone based infomercials and reminders
have also been used to encourage safe pregnancy and aftercare and as
a result, more recently the maternal and infant mortality rates have
dropped significantly [14].

All the effort noted above demonstrate India’s national priority as
a part of national Health Mission to establish a broad infrastructure
for an impactful maternal and infant health care system, which would
integrate access to perinatal mental health as well. At present perinatal
mental health services are still only sparse and limited to academic
institutions in a few cities, most of them restricted to outpatient services
and only one inpatient mother-baby day-treatment unit (Mother-
Baby Hospital in Bangalore). To further support perinatal mental
health, the Indian Psychiatric Society now has a section on perinatal
mental health, which has been championing the cause of maternal
and child mental health. A nationally convened subcommittee of
psychiatrists has been assigned the task of developing guidelines for
perinatal mental health, with the parallel aim to have mental health
incorporated in corresponding guidelines for obstetricians and
pediatricians. Liaison between obstetric and psychiatric clinicians has
increased and locally developed screening systems are being trialed.

Taken all together, India has still a long road ahead to have a wide-
spread perinatal mental health system of care and perinatal mental
health integration with primary care established, but activities towards
achieving the goal are underway. However, despite many obstacles
based on culture (e.g., beliefs, stigma, women’s rights) and other
priorities (e.g., safe medical care), India is experiencing a surge of
enthusiastic conversations among the responsible stakeholders about
the importance of maternal and child mental health. The key is to now
start putting these conversations into clinical practice and actively
affect change. Successful integration and collaboration across mental
health and primary care professionals and community members will
reduce stigma and improve acceptance of mental health as a routine
aspect of holistic healthcare in the perinatal period. This will ultimately
bring positive change not only to the mother and young child, but also
the whole family, and eventually the entire society.
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Perinatal Mental Health in United States of America

Mental health care throughout the United States (US) varies
drastically in access and type of services available. While geographic
aspects may be important (e.g., vicinity to large metropolitan centers),
one major impacting factor for care delivery in the US is the presence
of different tiers of payment (insurance) systems for medical care. The
insurance systems range from Medicaid (covering mostly chronically
disabled patients, patients with income below the poverty line, and
pregnant women) to various private insurance plans, each with its
own eligibility and fee structures thus creating an uneven system
which leaves many persons unprotected. With the establishment of
the Affordable Care Act (ACA), also known as Obama Care, in 2010,
an additional 45.7 million (15.7%) Americans became eligible for
services. Under ACA all women with inadequate insurance coverage
and below poverty line became eligible to receive comprehensive
obstetrical care during pregnancy and up to 60 days postpartum and
thus also eligible for access to quality mental health care.

From a larger politico-cultural perspective, health care inequality,
especially for mental health, has unfortunately a long history in the US.
There is a huge racial disparity; while most countries show a decrease
in maternal mortality over past years the US is the only country with
rising prevalence rate by almost 30% (between 2000 and 2014), and
this rise is entirely accounted for by African American mothers [19].
Black women tend to initiate prenatal care later in pregnancy, and
have limited access to affordable care overall, as the positive outcomes
of ACA are still lagging. Moreover, the US is a racial and cultural
“melting pot” in which attitudes towards mental health in general (and
in particular towards perinatal mental health) varies widely based on
cultural and economic background. Externalized stigma is particularly
predominant in some subcultures preventing women from identifying
and seeking help. This is true for African American, Latina, Asian or
Arabic women, as well as the many other immigrant women from
all over the world. Often women feel the need to identify as “strong”
because they fear disclosure of any emotional problems may lead to
losing child custody. Additionally, immigrants from many parts of the
world have often limited knowledge of mental health, and in particular
feel ashamed to disclose emotional problems in motherhood. Cultural
sensitivity, access to interpreters with awareness of culture-bound
obstacles, and provision of new engagement and treatment models
is critical. One of such initiatives to overcome cultural barriers and
the access gap was the establishment of the Centering Pregnancy
group model as a nationwide initiative allowing for groups of women
to experience pregnancy and postpartum health care visits together
as a group thus promoting social support; however, results from this
initiative are not yet known [20].

Despite of all these aforementioned obstacles, maternal perinatal
mental health continues to be an important public health concern,
and clinicians, professionals, and families alike are pushing for
improvements. In an attempt to identify more women suffering
from perinatal illness, primary care settings (i.e., family medicine,
obstetrics and pediatrics) were recognized as an ideal place in which
screening can be conducted. Already in 2009 the US Preventive Task
Force (USPSTF) recommended screening adults for depression in
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general [21]. As a response to this initiative, several US states launched
legislations mandating postpartum depression screening [22].
Additionally, The Mother’s Act, a federal legislation passed in 2010,
offered government support for research that would support perinatal
screening. Since many women in the US receive some level of health
care during pregnancy, obstetricians and family practitioners, who
deliver such care during pregnancy, were those identified as most
feasible to conduct screening [23]. To support this initiative the
American Congress of Obstetricians and Gynecologists (ACOG)
came out to support such screening for perinatal mental illness in
pregnancy and postpartum (ACOG,) [24]. Similarly, the American
Academy of Pediatrics (AAP) also made a recommendation that all
pediatricians should screen mothers when they present with their
child to the 6-months well-baby visit.

However, soon it became apparent that screening without
appropriate opportunity for treatment is not effective [25].
Nevertheless, despite recommendations put in place through national
professional associations, many women were still not screened for
peripartum depression or anxiety. Factors most commonly identified
to interfere with follow through with the recommendations were as
follows: (1) limited time and lack of reimbursement from insurances
for screening; (2) illiteracy regarding perinatal mental illness and
how to approach women with perinatal mental illness; (3) insufficient
referral resources providing adequate quality perinatal mental health

care.

This led to the proposition of several published models. First,
models where detection and treatment can take place directly through
obstetricians caring for pregnant women (the Perinatal Depression
Management Program (PDMR) or Step Care Model [26]. in this
model initial universal screening is performed with validated tools
for perinatal depression during antenatal care visits. The providers
would be educated about perinatal mental illness and be able to
approach identified high-risk patients (those who scored above cut
off) to complete a brief (~ 5-6 minutes) psychiatric assessment. These
providers would also receive education about prescribing medicines
for depression and anxiety (e.g., SSRIs), which have a low side effect
profile and are safe during pregnancy and breastfeeding, so can easily
be prescribed by non-psychiatrists. Patients with mild and moderate
depression and anxiety disorder would be treated in the primary care
setting. In contrast, patients with severe symptoms of mental illness
would be quickly identified and referred out to mental health providers
for specialty care. Despite this approach being well described and
showing benefits [26], the uptake across the US has not been uniform.

Secondly, detection and referrals can take place in pediatric offices
[27]. In this setting, new mothers can be successfully identified using
standard screening tools such the Edinburgh Post depression scale
(EPDS) [28], and if identified at risk could receive on-site counseling
or, if medications are needed, referred out to specialty care. Pediatric
primary care providers, unlike adult healthcare providers, have the
most frequent contact with postpartum women through well-child
visits. Well-child visits thus present an unparalleled opportunity to
detect and intervene with postpartum mental illness.



Maria Muzik (2019) Perinatal Mental Health Care across the Globe

Both these above mentioned models are most effective when
mental health providers are embedded into the primary care settings
allowing immediate and direct access to counseling [29,30]. Thus,
obstetric and pediatric offices may have a mental health worker (often
clinicians with social work background) available on site who can
further assess all women who screened positive. Women at risk are
then immediately identified and provided with either brief counseling
by the social worker, or sent to see a psychiatrist either in the same clinic
(available during special hours) or referred outside to a psychiatric
clinic. However, again, lack of a uniformed health care system and
one common health has made budget this great idea challenging to
implement. Additionally, there are still large gaps in knowledge among
women’s reproductive health care providers on how to optimally and
safely screen and treat perinatal women with mental health disorders,
and more work has to be done.

Depending on the severity of presenting symptoms among
women with perinatal mental health problems, several different levels
of care are available: outpatient, day hospital (or else called Partial
Hospital) or inpatient treatments. Contrary to inpatient mother baby
units (MBU) being widely spread through out the world (e.g., Europe,
Australia) over the last 50 years, the US health system does not support
resources necessary to keep a baby overnight on an adult psychiatry
unit. Currently there exists only one small Perinatal Psychiatry
Inpatient unit established in 2011 at the University of North Carolina
that provides specialty perinatal inpatient care; Infants are allowed to
stay on the unit during the day only. Another level of care is mother-
baby partial hospital, where affected women (pregnant or postpartum)
attend the program (if possible accompanied by their baby) during
the day time for approximately 6 hours, and spend the night back
at home or in an unsupervised sleeping arrangement (e.g., hotel).
The first such unit opened in 2000 at Brown University [31], and
since many more such units opened across the US. Many Academic
settings have established specialized outpatient perinatal clinics and
offer multimodal treatments. These outpatient clinics may offer also
Intensive Outpatient Programs (IOPs), which are more intensive
daytime groups of usually 3 hours.

Finally, several programs have been developed to provide
therapeutic support for perinatal women with young children and their
families who are poor or at high risk based on certain characteristics
(e.g., poor, single mothers, young age etc). These programs are mostly
government-funded and paid for by Medicaid. Examples of such
interventions providing therapeutic support around mental health,
coping with stressors and if applicable with parenting are the Nurse-
Family Partnership (NFP) [32], or Healthy Families America (HFA)
[33] just to name a few. Each State in the US may grant access to a
variety of these programs. Specific trauma-focused psychotherapy
group interventions for perinatal mothers with interpersonal trauma
histories were recently also developed, including TARGET, a program
for mothers with depression, PTSD and substance use disorders
(SUDs) [34]; Mom Power, a 13 session program for mothers with
interpersonal trauma history, mental health and parenting problems
[35]; or Survivor Moms Companion (SMC), a psychoeducational
program for pregnant trauma-survivor women with PTSD and
depression delivered in pregnancy [36]. In summary, while perinatal
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mental health initiatives have started to be more widely implemented
across the US, there are still gaps. While over the last years screening
for perinatal depression has been mandatory in many States, it has not
adequately improved referral and treatment outcomes. Furthermore,
gains in perinatal mental health across the US are inconsistent, and
large groups, especially Minority women and women living in poverty,
have limited access to quality care despite several government-funded
programs. Integrative perinatal care model while known to be
effective, are still unevenly implemented across the US.

Perinatal Mental Health in Europe: exemplified by
France

France has a long tradition of perinatal mental health dating
back to the 19 century. Esquirol described women admitted after
childbirth to the asylums, and shortly after, in 1858, Louis-Victor
Marcé published the first monograph of perinatal psychiatric
pathology. In more recent history, after World War II in 1945, France
developed a nation-wide, free of charge, community-based Mother
and Child Protection Service (PMI) aimed to support families
during pregnancy until the child’s 3+¢ birthday. This service provides
home visits by PMI midwives and nursery nurses if necessary, and
preventive follow-up visits for children during which developmental
screening and are conducted vaccinations, and in this context maternal
mental health can also be screened for and referrals to specialty
care placed. In addition, there are large governmental programs
and recommendations in place supporting perinatal mental health.
Recommendations have been established to conduct early prenatal
interviews for all pregnant women and future fathers listening to their
concerns, needs, difficulties and expectations for pregnancy, childbirth
and future parenting, with the goal of defining the best medico-
psycho-social follow-up and support for the pregnancy. However, a
national survey in 2010 showed that only 40% of the pregnant women
receive this early comprehensive prenatal interview, and that, it is
mainly mothers with low psychosocial risk that attend this interview
and get benefit from it [37]. However, some kind of psychosocial
screening of high-risk women during pregnancy and/or in first 3 days
postpartum is performed in all regions across France. Additionally,
liaison psychiatry networks connected to obstetrical Maternity Units
have been established providing psychiatric support to primary care
treating pregnant and postpartum women on a wide scale.

Perinatal mental health services range in France, similarly to
the US, from inpatient care, partial hospital day-treatment units
and outpatient psychiatric clinics, to integrated care in primary care
settings. In France, pathway to care has no gatekeeper (and women
in France may directly access specialized perinatal psychiatry). In
contrast to the US, the number of facilities per capita is much higher
in France, and there are many specialized inpatient psychiatric units
for joint mother-baby admissions and psychiatric care, run by a
multidisciplinary staff. In this regard, France resembles more the
broad range of perinatal psychiatry treatment options similar to the
UK, Australia and a few others, mostly European, countries. In case
of maternal severe psychiatric illness after the childbirth, the mother
and her infant can be jointly admitted to an inpatient mother baby
unit (MBU), where the mother receives psychiatric attention, while
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simultaneously the child’s safety, developmental needs and the mother-
infant bond are supported [38]. Women (and infants) hospitalized in
MBUs have a mean length of stay of about 9 weeks, and improvement
rates are very high (69%-82% at discharge depending on primary
diagnosis [39]. Discharges from MBUs and subsequent follow up are
collaboratively prepared with the women, her social support system,
and her treatment providers [40]. In addition, the outpatient perinatal
system of care in France, in outpatient academic or governmental
clinics or through private practice perinatal psychiatrists, is wide
spread and comprehensively covering the country.

In summary, perinatal psychiatry in France (and Europe overall)
has a long tradition, and the perinatal psychiatry infrastructure is well
established. The offerings span a broad range of stepped care models.
Guided by a multilevel administrative health care coordination
system, France’s perinatal care spans from mother (-father)-infant
psychotherapies offered in outpatient settings to joint mother-baby
psychiatric hospitalizations in specialty MBUs. Similarly, to US and
India, recent efforts are to enhance preventive public health care
models, through integration of perinatal psychiatric care into primary
care settings.

Conclusion

Perinatal psychiatry, including integrative perinatal care, has
over the past decades received more attention across the globe, both
in high- and middle/low- income countries, such as US, France or
India. More attention and resources specifically to perinatal mental
health are allocated worldwide, yet still the various countries based
on historical awareness and stigma towards perinatal illnesses, access
to overall mental health care, types of insurance/payment coverage,
access to an established and educated workforce, and based on overall
national priorities and economic strength, face different challenges
in establishment of comprehensive and systemic pathways of care for
perinatal women suffering mental health challenges. Overall, there
is still significant inequality across the globe in public awareness,
infrastructure, and access. In order to ease the suffering of affected
women and their families during this critical time period of a new
beginning, such that pregnancy and postpartum, we are tasked to do
better, and establish more comprehensive and accessible perinatal
mental health systems of care.
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