
 

 
 
February 21, 2020 
 
Francis S. Collin, M.D., Ph.D. 
Director 
National Institutes of Health 
9000 Rockville Pike 
Bethesda, MD  20892 
 
Request for Information: Inviting Comments and Suggestions for a Proposed Research 
Initiative to Decrease Maternal Mortality (NOT-OD-20-063) 
 
Dear Dr. Collins, 
 
On behalf of the American Psychiatric Association (APA), the medical specialty society 
representing 38,800 psychiatrists, thank you for the opportunity to comment on the 
research initiative focused on decreasing maternal mortality. In a recent and large meta-
analysis, the global prevalence of postpartum depression was found to be approximately 
17.7%.i,ii  The incidence of mood and/or anxiety disorders in the antenatal and postnatal 
periods in the United States has become a serious public health problem with research 
showing 1 out of 7–10 pregnant women and 1 out of 5–8 postpartum women will develop 
a depressive and/or anxiety disorder,iii and 1 out of 1,000 perinatal women will develop a 
psychotic psychosis.iv,v, The incidence of these disorders is highest in women from lower 
socioeconomic backgrounds.vi  
 
New mothers are at high risk for postpartum psychiatric illnesses with the most concerning 
being postpartum manic, depressive, and mixed episodes with psychotic features and 
psychoses not otherwise specified.  Pregnancy-associated suicide accounts for more deaths 
than many other obstetric complications, including hemorrhage, obstetric embolism, or 
preeclampsia/eclampsia,vii and needs more urgent attention and research.  
 
We applaud your work on this understudied issue, and are pleased to offer the following 
comments: 
 
Maternal mental health in the peripartum period is essential. Even though depressive 
disorders are among the most common, emerging evidence warrants a more 
comprehensive conceptualization of perinatal psychiatric illness to include bipolar disorder 
and common comorbid illnesses such as general anxiety disorder, obsessive compulsive 
disorder, and panic disorder. Many studies have shown that depressive symptoms during 
pregnancy are associated with decreased prenatal care and adverse perinatal outcomes 
such as preterm birth and low birth weight. Perinatal mental health disorders can be 
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severe; post-partum suicides account for up to 20% of postpartum deaths.viii  Maternal suicide is one of 
the leading causes of death among postpartum women,ix and approximately 33.9 per 100,000 people 
occur in the United States each year. 
 
Mood disorders, psychosis, substance use and suicide, and recognition of serious mental illness are 
factors in disparities in perinatal care and maternal-fetal outcomes. Postpartum depression is one of the 
most common complications of pregnancy, affecting as many as one in seven women.

xviii

x Meanwhile, opioid 
use disorder has risen more than four times among pregnant women with four times as many infants born 
with neonatal abstinence syndrome in 2014 than in 1999.xi These are associated with numerous adverse 
effects on both mother and baby, including poor healthcare utilization, reduced breastfeeding, poor 
mother-infant interactions, increased psychopathology in children,xii,xiii,xiv,xv,xvi,xvii,  as well as both suicide 
and infanticide.xix,xx  

 

Aware of the importance of these issues, the American College of Obstetrics and Gynecologists 
recommends to screen for depression/anxiety at least once during the peripartum period followed by 
referral and treatment with appropriate behavioral health resources when indicated.xxi Despite the 
availability of evidence-based treatments, most pregnant and postpartum women with these disorders 
do not receive adequate assessment or treatment.  In addition, although significant issues with suicide 
exist in this population, there are difficulties determining accurate prevalence of suicide due to barriers 
in reporting. This is especially important with suicide being the second leading cause of postpartum 
maternal mortality. 
 
To improve access to care, more population-level public health data is necessary on barriers to accessing 
health care including insurance coverage and network adequacy (for mental health and substance use 
disorders, as well as prenatal and obstetric care.) Finding appropriate psychiatric care in the setting of 
pregnancy or the post-partum period can be very challenging. There is already a shortage of psychiatrists 
and insurance networks are very often inadequate. Health plan participants lack equitable access to in‐
network specialty physician services for mental health and substance use disorder (MH/SUD) conditions, 
as compared to access for medical surgical conditions, is a significant parity problem. Network adequacy, 
or inadequacy, is a nonquantitative treatment limitation (NQTL) issue and subject to analysis per the 
established regulatory tests. 
 
Numerous studies have documented that participation of psychiatrists in insurance networks and/or the 
availability of psychiatrists who are participating in‐network is very poor. This is especially evidenced by 
high out‐of‐network (OON) utilization rates as compared to those for medical‐surgical conditions, lack of 
timely appointment availability and sometimes grossly inaccurate health plan provider directories which 
is an undue burden for plan participants. A key contributing factor to physician non‐participation or 
availability are the payment rates plans reimburse. It is well documented that psychiatrists receive lower 
in‐network reimbursement (sometimes exceeding 60% less) than non‐psychiatrist physicians and mental 
health professionals for the same services. 
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More research is needed in how to implement evidence-based models that make it easy for women to 
access care. Identifying a local treatment facility can be difficult, especially in rural and remote areas or 
for a woman who can’t take time off work and afford childcare to seek treatment. Effective models of 
care need to be flexible to make it easy for women to access services in a location convenient for them, 
such as through an obstetrics practice and in the home through telepsychiatry. A recent report, Evaluation 
of Telepsychiatry-Enabled Perinatal Integrated Care, found identification and treatment of behavioral 
health issues exceeded nationally published rates and that telepsychiatry is an effective tool for expanding 
perinatal integrated care.  This adds to a growing body of evidence for the use of telepsychiatry-supported 
integrated care that need to be translated into practice. 
 
Other population-based models, such as the Massachusetts Child Psychiatry Access Program (MCPAP)  for 
Moms builds on providers capacity to treat perinatal mental health and substance use disorders through 
1) trainings and toolkits, 2) telephonic access to perinatal psychiatric consultation, and 3) facilitating 
referral to community resources. This provides access to immediate resource provision and referrals and 
psychiatric telephone consultation with perinatal psychiatrists for obstetric, pediatric, adult psychiatric, 
adult primary care providers, or any other health care provider serving pregnant or postpartum women. 
Active outreach, engagement, and enrollment are targeted to obstetric practices and health care 
providers because they are frontline health care providers for pregnant and postpartum women. Many 
communities across the country don’t have access to such a program that improves detection and 
treatment of perinatal mental health and substance use.  
 
Thank you again for the opportunity to comment on this important issue. We are pleased to be a resource 
as you develop the initiative. 
 
Sincerely,  

 
Saul M. Levin, M.D., M.P.A., FRCP-E, FRPych 
CEO and Medical Director 
 

 
i Hahn-Holbrook J, Cornwell-Hinrichs T, Anaya I: Economic and Health Predictors of National Postpartum Depression 
Prevalence: A Systematic Review, Meta-analysis, and Meta-Regression of 291 Studies from 56 Countries. Front Psychiatry. 
2017; 8 248. 
ii Yonkers KA, Wisner KL, Stowe Z, Leibenluft E, Cohen L, Miller L, et al. Management of bipolar disorder during pregnancy and 
the postpartum period. Am J Psychiatry 2004; 161: 608–20. 
iii Fawcett EJ, Fairbrother N, Cox ML, et al. The prevalence of anxiety disorders during pregnancy and postpartum period: a 
multivariate Bayesian meta-analysis. J Clin Psychiatry. 2019;80(4):18r12527 
iv Brockington I. Postpartum psychiatric disorders. Lancet 2004; 363: 303–10. 
v Viguera AC, Emmerich AD, Cohen LS. Case records of the Massachusetts General Hospital. Case 24-2008. A 35-year-old woman 
with postpartum confusion, agitation, and delusions. N Engl J Med 2008; 359: 509–15. 
vi Ko JY, Farr SL, Dietz PM, et al: Depression and treatment among US pregnant and nonpregnant women of reproductive age, 
2005–2009. J Womens Health 2012; 21:830–836 10.1089/jwh.2011.3466 Crossref, Medline, Google Scholar.  

 

https://ps.psychiatryonline.org/servlet/linkout?suffix=B3&dbid=16&doi=10.1176%2Fappi.ps.201900143&key=10.1089%2Fjwh.2011.3466
https://ps.psychiatryonline.org/servlet/linkout?suffix=B3&dbid=8&doi=10.1176%2Fappi.ps.201900143&key=22691031
http://scholar.google.com/scholar_lookup?hl=en&volume=21&publication_year=2012&pages=830-836&journal=J+Womens+Health&author=JY+Ko&author=SL+Farr&author=PM+Dietz&title=Depression+and+treatment+among+US+pregnant+and+nonpregnant+women+of+reproductive+age%2C+2005%E2%80%932009


 

4 
 

 
vii Palladino CL, Singh V, Campbell J, Flynn H, Gold KJ. Homicide and suicide during the perinatal period: findings from the 
National Violent Death Reporting System. Obstet Gynecol. 2011 Nov; 118(5) 1056-1063 
viii Lindahl, V., Pearson, J. & Colpe, L. Prevalence of suicidality during pregnancy and the postpartum. Arch Womens Ment 
Health 8, 77–87 (2005). https://doi.org/10.1007/s00737-005-0080-1 
ix : Orsolini L, Valchera A, Vecchiotti R, et al. Suicide during Perinatal Period: Epidemiology, Risk Factors, and Clinical Correlates. 
Front Psychiatry. 2016;7:138. Published 2016 Aug 12. doi:10.3389/fpsyt.2016.00138 
x Gavin NI, Gaynes, BN, Lohr KN, Meltzer-Brody S, et al. Perinatal depression: a systematic review of prevalence and incidence. 
Obstet Gynecol 2005;106:1071-83. 
xi Division of Reproductive Health, National Center for Chronic Disease Prevention and Health Promotion. Retrieved from 
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/substance-abuse/opioid-use-disorder-pregnancy/index.html 
xii Minkovitz CS, Strobino D, Scharfstien D, Hou W, Miller, Mistry KB, Swartz K. Maternal depressive symptoms and the children’s 
receipt of health care in the first 3 years of life. Pediatrics. 2005 Feb115(2):306-14. 
xiii Mclearn KT, Minkovitz CS, Strobino DM, Marks E, Hou W. Maternal depressive symptoms at 2 to 4 months postpartum and 
early parenting practices. Arch Pediatr Adolesc Med. 2006 Mar;160(3):279-84. 
xiv Paulson JF, Dauber S, Leiferman JA, Individual and combined effects of postpartum depression in mothers and fathers on 
parenting behavior. Pediatrics. 2006 Aug;118(2):659-68. 
xv Hatton D, Harrison-Hohner J, Coste S, Dorato V, Curet LB, McCarron DA. Symptoms of postpartum depression and breastfeeding. 
J Hum Lact. 2005 Nov;21(4):444-9. 
xvi Pilowsky DJ, Wickramaratne PJ, Rush AJ et al. Children of currently depressed mothers: a STAR*D ancillary study. J Clin 
Psychiatry. 2006 Jan 67(1):126-36. 
xvii Yonkers et al, The management of depression during pregnancy : a report from the America Psychiatric Association and the 
American College of Obstetricians and Gynecologists. Gen Hosp  Psychiatry. 2009; 31(5):403-413. 
xviii ACOG Committee Opinion on Perinatal Screening   No. 757. 2018. 
xix ACOG committee. Clinical Management Guidelines for OBGYNs: use of psychiatric medications during pregnancy and lactation. 
ACOG Practice Bulletin No 92. Obstet Gynecol 2008; 111(4);1001-1020. 
xx Lindahl V, Person JL, Colpe L. Prevalence of suicidality during pregnancy and the postpartum. Arch Womens Ment Health. 2005 
;8(2):77-87.Shadigan, E, Baurer ST, Pregnancy-associated death; a qualitative systemic review of homicide and suicide. Obstet 
Gynecol Surv. 2005 Mar; 60(3): 183-90. 
xxi Committee on Obstetric Practice. The American College of Obstetricians and Gynecologists Committee Opinion no. 630. 
Screening for Perinatal Depression. Obstet Gynecol. 2015 May; 125(5) 1268-1271 

http://www.cdc.gov/reproductivehealth
http://www.cdc.gov/nccdphp/
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/substance-abuse/opioid-use-disorder-pregnancy/index.html

