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ABSTRACT 
 

Suicide and overdose, associated with perinatal mental health conditions, are the leading causes of 

maternal mortality in the United States. Experts in the field of perinatal mental health are using perinatal 

mood and anxiety disorders (PMAD) as an umbrella term that includes many mental health conditions and 

bring to light the lack of screening and treatment for perinatal mental health in the United States.  There is 

a growing need to equip Obstetricians and Gynecologist (OB-GYN) providers with better tools to screen, 

triage, and refer to mental health services that are equitable and immediately accessible to their patients. 

Integrating a tech-enabled perinatal collaborative care model with peer-to-peer coaching as the driver of 

behavior change is a novel approach to addressing the maternal mental health crisis by improving 

outcomes, reducing disparities, and lowering costs. 
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INTRODUCTION 

Over the past two decades, maternal mortality and other maternal health outcomes have worsened in the 

United States disproportionately to those in other developed countries.1 In 2021, 1,205 pregnant women 

died in the US, representing a 40 percent increase in maternal death from 2020 and the highest rise in rates 

since the 1960s.2 Suicide and overdose associated with perinatal mental health conditions are the leading 

causes of maternal mortality. 3  Mental health-related deaths are most likely to occur after six weeks 

postpartum. 4  Despite the postpartum period representing a higher risk for mental health conditions, 

historically, only a single postpartum visit is performed between 4 and 6 weeks after delivery. 40 percent 

of women do not attend a postpartum visit.5  

Recent data from Maternal Mortality Review Committees reveal that 80 percent of maternal deaths are 

preventable. The maternal mental health crisis represents a unique ethical dilemma. For perinatal women, 
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the current healthcare system is unjust. There is a growing need to equip obstetricians and gynecologists 

(OB-GYNs) with the tools to screen, triage, and refer patients to mental health services that are equitable 

and immediately accessible to their patients.  

This paper will analyze the current state of perinatal mental healthcare in America. It will introduce the 

Psychiatric Collaborative Care Model and demonstrate its effectiveness. I highlight research performed 

using the Psychiatric Collaborative Care Model in obstetrics as well as barriers to real-world 

implementation. Lastly, this paper will argue that the integration of a tech-enabled perinatal collaborative 

care model with peer-to-peer coaching as the driver of behavior change would improve outcomes, reduce 

disparities, and lower costs. 

I. Scope of the Problem 

Prior to the COVID-19 pandemic, the prevalence of postpartum depression ranged from 13.2 percent, to 

as high as 23.5 percent, of births in the US.6 The COVID-19 pandemic has exacerbated this issue, with 

studies revealing up to 1 in 3 postpartum women experiencing postpartum depression. 7  Although 

postpartum depression has been the focus of perinatal mental health conditions, it is just the tip of the 

iceberg. Experts in the field of perinatal mental health are now using perinatal mood and anxiety disorders 

as an umbrella term that includes perinatal depression, anxiety, obsessive-compulsive disorder, post-

traumatic stress disorder, bipolar disorder, and psychosis from the prenatal period through the first year 

postpartum. Socio-economically disadvantaged women are at increased risk of experiencing perinatal 

mood and anxiety disorders and face greater barriers to high-quality mental health care.8  

The American College of Obstetricians and Gynecologists (ACOG) recommends that physicians perform 

postpartum depression screenings during pregnancy. The Health Resources and Services Administration 

provides Healthy Start Initiative Grants to communities with high rates of adverse perinatal outcomes. Yet, 

the Healthcare Effectiveness Data and Information Set (HEDIS) reveals that screening in both pregnancy 

and the postpartum period occurs in fewer than 20 percent of patients. 9  Furthermore, in the US, if 

screening does occur, only 22 percent of women who are deemed positive in their screening receive mental 

health care.10 The United States is currently experiencing a shortage of mental health providers that is 

expected to worsen in the upcoming years.11 Nearly half of all Americans currently live in a mental health 

professional desert.12  Waitlists for therapists and psychiatrists average 48 days, and individuals report not 

seeking mental health care due to cost or lack of insurance coverage.13   

Given the significant mental health provider shortage, obstetric providers have a unique opportunity to 

care for the “whole patient” during and after pregnancy by addressing not only their physical health but 

also their mental health. Approximately one-third of women consider their OB-GYN their primary care 

provider during and after pregnancy, and over 50 percent of OB-GYNs perceive themselves as primary care 

providers for women, supporting primary, specialty, and preventive care.14 Medicaid covers 42 percent of 

all births in the US, and more than half of all births in some states, thus OB-GYNs provide a disproportionate 

amount of care for poor and minority women as compared to other specialties.15 Yet, OB-GYN providers 

commonly feel hesitant to screen for depression due to the shortage of therapists and psychiatrists to 

address the mental health needs of their patients, particularly in the Medicaid population.16 As a result, 

fewer than 10 percent of pregnant women with mental health conditions receive adequate treatment.17 A 

recent study of 288 obstetrics fellows revealed that 84 percent prescribed SSRIs to their patients; 

obstetricians are filling the mental health provider gap and taking ownership over their patients’ mental 

health.18  
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Despite ACOG’s recommendations that obstetrics providers screen for and treat mental health conditions 

in the perinatal period, OB-GYNs do not receive formal mental health training during residency or 

fellowship and do not typically use validated tools such as the Diagnostic and Statistical Manual of Mental 

Disorders-Forth Edition (DSM-IV) for diagnosis of depression or prior to prescribing antidepressants. Their 

lack of a standard reference can lead to misdiagnoses.19 In fact, 22 percent of women screened and found 

to have postpartum depression are later diagnosed with bipolar disorder.20    

 Screening and treatment for perinatal mood and anxiety disorders are further impacted by patients’ lack 

of trust in healthcare providers. Distrust between patients, particularly those receiving Medicaid, and their 

OB-GYNs in the US is high and strongly associated with worse self-reported health outcomes.21 Notably, 

women with Medicaid coverage reported being treated unfairly and with disrespect by providers because 

of their race and insurance status. They reported a loss of decision-making autonomy during labor and 

delivery and less postpartum emotional and practical support at home. 22  Many women do not feel 

comfortable discussing mental disorders with a healthcare provider.23 Connecting perinatal women to a 

person with shared lived experiences, known as peer-to-peer engagement or coaching, may be a simple 

solution. 

II. Collaborative Care Model 

The Psychiatric Collaborative Care Model (collaborative care), developed by the University of Washington 

in 2002, is an integrated behavioral health approach designed to treat common mental health conditions 

such as depression and anxiety that require measurement-based follow-up due to their chronic nature.24 

Centers for Medicare and Medicaid Services issued billing codes for the Psychiatric Collaborative Care 

Model in 2016. Medicare adopted them in 2017, and they were widely operationalized in the primary care 

field.25 As of 2022, the collaborative care billing codes have been adopted by 19 state Medicaid plans.26 The 

collaborative care model facilitates the integration of a behavioral health care manager, typically a licensed 

therapist or care worker, in the primary care setting. The behavioral health care manager can provide in-

person or virtual care and facilitate mental health screenings, symptom monitoring, psychiatric 

consultations, and care coordination.27 A psychiatric consultant, typically a board-certified psychiatrist or 

psychiatric nurse practitioner, is an integrated behavioral health provider on the collaborative care team. 

Psychiatric consultants do not see patients one on one. Rather, they review complex or treatment-resistant 

cases and provide psychiatric management recommendations to the primary provider. Thus, the primary 

care team is expanded by two members who provide behavioral health expertise to the primary care 

provider, who is ultimately the prescribing provider if any psychoactive medications are indicated.28   

This model has been tested in over 90 randomized clinical trials evaluating efficacy for the treatment of 

depression and anxiety across multiple medical specialties.29 Data from the primary care setting indicate 

that this integrated behavioral health approach is both successful and more cost-effective than usual care 

for patients with behavioral health conditions.30  Studies show that the collaborative care model improves 

clinical outcomes and lowers costs, returning $6.50 for every dollar spent on treatment of depression. 

Furthermore, the model is effective across diverse patient populations.31   

III. Evidence for Collaborative Care in Obstetrics  

The success of the collaborative care model for identifying anxiety and depression in the primary care 

setting and its potential for cost savings suggest that implementation of perinatal collaborative care for 

perinatal mood and anxiety disorders is a feasible approach.32 Randomized clinical trials showed significant 

improvement in quality care, depression severity, and remission rates from before birth to 18 months 
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postbaseline for socioeconomically disadvantaged women.33 In addition, collaborative care is associated 

with mitigating racial disparities in antenatal depression care; it may be an equity-promoting intervention 

for maternal health.34 The trials faced limitations, including the inability to establish causality, and the 

researchers recommended further research. Although further research is warranted, the collaborative care 

model in obstetrics programs has indicated improved depression outcomes. 

IV. Barriers to Adoption of a Collaborative Care Model in Obstetrics 

Despite promising results, implementation is limited, and collaborative care is billable under Medicaid in 

only 19 states. 35  Large health systems have difficulty operationalizing a collaborative care model in 

obstetrics due to implementation costs, mental health provider shortages, and administrative burdens. 

More evidence of financial benefits to obstetrics clinics, hospitals, and health systems is needed. 

Additionally, obstetric practices must adapt to updated care plans, and obstetricians must be motivated to 

become involved in behavioral health issues and potentially broaden their scope of practice.36 As this is a 

major ask from practices and providers, there is a lack of robust evidence to show that a perinatal 

collaborative care model can be applied without the resources and infrastructure of a randomized trial.   

V. Peer-to-Peer Engagement  

Peer support in healthcare is growing. Peer support is defined as help and support that people with lived 

experiences can give one another.37  Effective examples of peer support or engagement are found in 

addiction, mental health services, and the workforce. Regarding addiction recovery support, a systematic 

review concluded that peer support interventions have a beneficial effect on participants and positively 

contribute to substance use outcomes.38 Peer support is highly used in medicine and other professions 

when attending physicians or skilled professionals train new colleagues. The nursing profession uses peer 

support to help deliver quality care and reduce symptoms of burnout. 39  Peer support has been well 

described in literature, and programs differ in their methodology and delivery. The feasibility and 

maintenance of peer support programs are possible through collaboration with all healthcare 

stakeholders. 40  Understanding that shared experiences establish a foundation of trust may help 

obstetricians see peers as a way to bridge the gap. A peer coach may be valuable in the collaborative care 

model. 

VI. Integrating Peer-to-Peer into the Collaborative Care Model for Obstetrics 

Currently, a start-up based in Boston and Philadelphia, FamilyWell, has piloted tech-enabled peer-to-peer 

engagement into a collaborative care model for obstetric patients. The company strives to solve the 

perinatal mental health crisis and close the health equity gap in the US by applying a text messaging 

platform to connect expecting and newly postpartum mothers with peer coaches. Peer coaches are trained 

to support perinatal mothers, defined as third-trimester pregnancy through 12 months postpartum, by 

providing quality support based on the latest research. Coaches have their own unique birth and 

postpartum stories, making them relatable and equipped to support mothers through the ups and downs 

of parenthood.41 Increased education, screening, and treatment for perinatal mood and anxiety disorders 

co-occur as connections are being made through texting and virtual visits with coaches. On demand texting 

with coaches ensures no mother feels alone and that mothers have a safe space to ask questions and 

process emotions. If needed, enrolled moms can request longer virtual coaching sessions of 50 minutes 

with certified perinatal mental health coaches, who focus on current issues and how to move forward and 

feel better, accomplished through cognitive behavioral coaching techniques.42 The platform schedules 

automated text messages containing educational content. Individual care plans are developed in 
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collaboration with an individual’s OB and include monthly mental health screenings during and post-

pregnancy. Notably, at three-week postpartum, participants are sent the Edinburg postnatal depression 

scale 3 (EPDS-3) questions via text messages.43 This screening is three weeks prior to the national six-weeks 

postpartum screening recommendation and focuses on antepartum anxiety, which represents a risk factor 

for depression.44 If an individual needs more mental health support compared to coaching, virtual therapy 

sessions are available through the platform, giving access to licensed therapist, specializing in perinatal 

mental health without extensive waitlist. Therapists can diagnosis and provide medication management if 

needed. 

FamilyWell CEO and founder, Jessica Gaulton, revealed that preliminary data collected during the first two 

months of the company’s launch, limited to the Philadelphia, PA region and three clinics, indicated that 24 

postpartum mothers consented to the program. A total of 3,000 texts were exchanged, and 44.2 percent 

of those texts came from participants to peer coaches.45 The platform expediates appropriate referrals, 

creates individualized maternal wellness treatment plans, and serves as a resource for navigating the 

medical system.  

VII. Providing Justice in the Maternal Healthcare System 

The well-being of mothers is a bellwether for the well-being of society; every injustice in our society shows 

up in maternal health.46 Earlier, broader, and more frequent screening combined with direct mental health 

access is essential to address perinatal mood and anxiety disorders and ultimately the maternal mortality 

rate. Integrating collaborative care with peer-to-peer coaching provides new mothers with direct support 

and follow-up care. This simple yet novel integration begins to close the gap by providing equitable care.  

The tech-based platform’s research and success highlight that a broader focus on screening is critical. 

Limiting mental illness to depression fails to serve women adequately. Expanding criteria to screen for 

indicators of future depression, such as anxiety, is a simple, proactive step. A relatable peer may be a critical 

factor in helping perinatal women feel comfortable openly discussing problems they are facing and 

beginning conversations not otherwise occurring in a perinatal or postpartum visit. Companies like 

FamilyWell can contribute to making collaborative care feasible in the OB-GYN setting. Having an outside 

organization with peer-coaches building a foundation of trust and championing the collaborative care 

model reduces the burden for overworked obstetricians. Furthermore, the tech-based platform can 

organize and facilitate interprofessional communications, which rarely take place in the current system.47 

The texting and telehealth approach brings compassion, care, and more frequent contact directly to the 

patient, which is critical for socioeconomically disadvantaged women as they are the demographic not 

properly accessing care now. As the coaches and behavior care coordinator make the referrals for mental 

health services that align with a mother’s insurance coverage, they reduce stress for new mothers who 

might not know where to begin when navigating the mental health care system. Additionally, obstetricians 

may feel more comfortable performing mental health screenings knowing their patients can access mental 

health care.  

CONCLUSION 

The perinatal mental health crisis is significant. Women are currently experiencing injustice in the 

healthcare system due to a lack of trust, screening, and effective, accessible care. The psychiatric 

collaborative care model has been proven effective in the primary care setting, and randomized clinical 

trials conclude it is also effective in obstetrics, but barriers exist. Integrating peer-to-peer coaching through 

a tech-enabled platform into obstetrics collaborative care may eliminate barriers and build trust between 
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patients and the healthcare system. More research is needed to show the efficacy of a tech-enabled model, 

and more research is critical to demonstrate that this model can be financially sustainable and revenue-

generating for hospitals and obstetrics departments. However, this simple novel step may begin to 

generate equitable care for women and potentially save lives.  
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