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Commentary

Perinatal Mental Health: The Need
For Broader Understanding And
Policies That Meet The Challenges

ABSTRACT Perinatal mental health is gaining recognition as a key
antecedent of adverse maternal and child outcomes as the United States
experiences a maternal mortality and morbidity crisis. Recent policy
efforts have attempted to mitigate adverse outcomes through legislation
such as the Taskforce Recommending Improvements for Unaddressed
Mental Perinatal and Postpartum Health (TRIUMPH) for New Moms Act
of 2021 and postpartum coverage through Medicaid expansion. Even with
progress, perinatal mental health policy continues to grapple with a basic
truth: The United States lacks an overarching health care system capable
of meeting the mental health care needs of perinatal people and their
families. Moreover, the burden of undiagnosed and untreated perinatal
mental health challenges remains greatest among racially minoritized
populations, such as Black, Asian, and multiracial people. A broader
understanding of perinatal mental health is needed, grounded in the
tenets of reproductive justice. From this perspective, we articulate specific
policies to meet perinatal mental health challenges and promote thriving
for birthing people and their families.

T
he current maternal health land-
scape reinforces a hierarchy of hu-
man value in the United States
that celebrates birth and parenting
among well-to-do White people,

while framing reproduction among poor people
and people of color as a problem to be solved.1

Lived experience of this hierarchy of human val-
ue has led many women and birthing people of
color to have poorer outcomes and to distrust
health care providers. The antidote is reproduc-
tive justice,2 a collective human rights frame-
work developed by Black feminist activists in
1994. Reproductive justice consists of the basic
rights to bodily autonomy, to have a child, to not
have a child, and to raise children in safe and
healthy environments.
The reproductive justice framework is relevant

for perinatalmental health equity because it cou-
ples individual well-being with addressing the

structural root causes of health disparities.3 Joia
Crear-Perry and colleagues assert that social de-
terminants of health such as poverty, food in-
security, andhousing instability are theproducts
of institutional policies such as redlining, en-
slavement, and Jim Crow.4 The COVID-19 pan-
demic exposed fractures in the US health care
system, with fault lines largely separating mar-
ginalized communities from those with privi-
lege.5 In theworldofmaternal health, theglaring
racial and ethnic disparities in birth outcomes
illustrate these fault lines all too painfully.6 Re-
cent policy efforts have attempted to mitigate
adverse outcomes through legislation such as
the Taskforce Recommending Improvements
for Unaddressed Mental Perinatal and Post-
partum Health (TRIUMPH) for New Moms Act
of 2021 and postpartum coverage through Med-
icaid expansion. Even with progress, though,
perinatalmental health policy continues to grap-
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ple with a basic truth: The US lacks an overarch-
ing health care system capable of meeting the
mental health care needs of perinatal people
and their families.Moreover, the burden ofmen-
tal health problems and entry to the perinatal
mental health care treatment pathway is unequal
across perinatal populations, whereminoritized
people experience greater levels of untreated
mental health symptoms.
Structural inequity and health disparities can

be experienced by the birthing person as trau-
matic. Trauma here is defined as “exposure to an
incident or series of events that are emotionally
disturbing or life-threatening with lasting ad-
verse effects on the individual’s functioning and
mental, physical, social, emotional, and/or
spiritual well-being.”7 Trauma can be personal,
familial, communal, and historical, and exten-
sive research demonstrates the very real bio-
logical effects of trauma on pregnancy, infant,
and developmental outcomes. The mother’s ex-
posure to trauma inher own childhood increases
the risk for her to develop gestational diabetes
mellitus and depression and for her infant to
have low birthweight and preterm delivery.8 Ma-
ternal trauma also “turns on” stress-regulation
genes that are in turn passed down to the child,
resulting in the very encoding of disparity’s trau-
matic effects in the next generation’s DNA—
otherwise known as the “intergenerational
transmission” of trauma.9

Acknowledging and addressing trauma are es-
sential to achieving reproductive justice, and
trauma-informed care has emerged as a key com-
ponent of holistic maternity care that acknowl-
edges lived experience, including inequity.How-
ever, a trauma-informed approach alone does
not suffice; instead, it must be coupled with
healing at a communal and institutional level.
A healing-centered approach invites policy mak-
ers to move upstream and institute policies that
promote reproductive justice—policies that cul-
tivate conditions for women, birthing people,
and their families to not only survive pregnancy
and the postpartum period but also thrive. To
accomplish this, we propose the following seven
policies, designed to advance perinatal mental
health for all people, especially those living with
trauma, inequity, and barriers to care.

Broaden Understanding Of Perinatal
Mental Health Challenges
Our first proposed policy is to broaden under-
standing of what perinatal mental health chal-
lenges are and whom they affect. There contin-
ues to be a misconception that perinatal mental
illness primarily consists of postpartum depres-
sion. Mental illness does not just occur after

delivery; it can predate conception and continue
into pregnancy, start during pregnancy itself,
manifest after labor and delivery,10 or occur after
pregnancy loss.11 Research also demonstrates
that depression is not the only perinatal mental
health condition. Anxiety inmany forms, includ-
ing panic disorder, obsessive-compulsive dis-
order, and generalized anxiety, occurs as much
as, if not more than, depression.12 Other mental
health challenges are specific to labor and deliv-
ery, such as childbirth-related posttraumatic
stress disorder.13 Postpartum psychosis typically
emergeswithin the first twoweeks postpartum.14

Ongoing serious mental illness (SMI) such as
schizophrenia, bipolar disorder, and recurrent
major depressive disorder carries a significant
chance of relapse or symptom exacerbation in
the perinatal period without careful manage-
ment.15 Substance use disorders (SUDs) often
persist into the perinatal period, complicate oth-
erbehavioral health symptoms, and are a leading
cause of maternal mortality.16

When policy focuses exclusively on postpar-
tum depression, people experiencing other
symptoms might not even be aware that what
they are suffering is, indeed, a perinatal mental
health concern. Providers may overlook these
patients or minimize their complaints. Public
awareness campaigns must include the full
range and time frame of perinatal mental health
challenges to truly reachmore than the subset of
people who experience only postpartum depres-
sion. Similarly, quality improvement measures
would benefit from moving beyond depression
measurement to screening and treating anxiety,
trauma-related disorders, SMI symptoms, and
SUDs. Using comprehensive, accurate language
could be an effective first step.We propose con-
sistent language by state, federal, and local agen-
cies that encompasses all of the above experienc-
es. Specifically, we suggest using the phrase
“perinatal mental health challenges.”
In addition to broadening the perspective on

what perinatal mental health challenges com-
prise, a broader understanding is needed of
those who are affected. When research fails to
sample and include racially, ethnically, and gen-
der-diverse populations, the needs of all perina-
tal people cannot be fully understood. Recent
studies that do include ever-increasing popula-
tion diversity find that Black and Asian perinatal
people receive fewer diagnoses of mental health
problems.17,18 Research findings suggest that
screening for perinatal mental health problems
in clinical settings—the population-based ap-
proach to universally assessing for untreated
mental health needs—carries limitations and
biases.19–21 Abbey Sidebottom and colleagues re-
viewed records of screening rates in one health
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system and reported that racial minority women
(namely, Black, multiracial, and American
Indian/Alaska Native women) were screened
less than their White counterparts.22 There is
even less research andunderstandingof birthing
people and parents who identify as LGBTQ+. To
advance equity in perinatal mental health ef-
forts, research on perinatal mental health
screening, assessment, and treatment will need
to include a broader range of subpopulations,
including accurate categories of multiracial,
Asian American, LGTBQ+, and non-English-
speaking populations.

Standardize Provider Certifications
Our second proposed policy is to standardize
certifications for specialty-specific perinatal
mental health providers and incorporate them
into payment models. To achieve this, we pro-
pose defining a standard set of competencies in
perinatal mental health; identifying or creating
training programs to teach these competencies;
and acknowledging their completion through a
universal, nationally recognized certification. At
this time, no accrediting agency or professional
organization requires perinatal mental health
education for psychiatrists, psychologists, social
workers, substance use counselors, or peer spe-
cialists. Instead, providers must seek this train-
ing on their own, typically through continuing
education. Several high-quality training pro-
grams are currently offered through national or-
ganizations, such as Postpartum Support Inter-
national, or local efforts, such as Maternal
Mental Health NOW in Los Angeles, California.
These training programs do offer a “certifica-
tion” on completion. However, the designations
differ byorganization, andnone is recognizedby
private payers or the Centers for Medicaid and
Medicare Services (CMS). As a result, patients or
providers seekingknowledgeable perinatalmen-
tal health care or referrals have no standardized
way of determining who has taken such training
and can offer informed care.
A national certification could be developed

and housed through a partnership between
CMS (to ensure recognition by federal and state
health programs) and one or more nongovern-
mental organizations with membership from a
broad range of disciplines. The certification
could be adapted to different specialties, such
as psychiatry, psychology, social work, sub-
stance use counselors, peers, and others, in ac-
cordance with scope of practice. Similar certifi-
cations could be developed for interested
prenatal care providers, such as obstetricians
and midwives, through a partnership with CMS
and the American College of Obstetricians and

Gynecologists.23 Certifications would allow pro-
viders and patients to reliably identify whether
or not a particular prenatal or behavioral health
resource is qualified to provide perinatal mental
health care.
Another potential advantage of a national cer-

tification is an expansion of the perinatalmental
health workforce. If the certification were linked
to increased reimbursement, providers would
have further incentive to complete andmaintain
certification.

Facilitate Payment For Community-
Based Care
Our third proposed policy is to create payment
structures and removepayment barriers for com-
munity-centered and alternative pregnancy and
birthing models. In recent years, the health care
landscape has witnessed the elevation of various
patient- and community-centered care models
aimed at enhancing health care access and qual-
ity, particularly for Black birthing people.24

These models include community-based doula
services, perinatal community health workers,
birth centers, breast-feeding and lactation peer
counselors, group prenatal care, and telehealth.
Inclusionof these equity-centeredmodels rooted
in reproductive justice has been shown to im-
prove birth experiences and outcomes for Black
birthing people.25 With appropriate funding and
the ability to scale, thesemodels could transform
the experience of birthing people across the
nation.26

One critical aspect to consider is that many
well-funded maternal health programs, such as
home visiting and family case management, pri-
marily focus on reducing negative outcomes for
infants and children, with less regard for poor
pregnancy-related outcomes and the urgent
need to reduce maternal mortality and morbidi-
ty.27 In essence, they adhere to the notion that
“the baby is the candy; the mom is the wrapper,”

A potential advantage
of a national
certification is an
expansion of the
perinatal mental
health workforce.
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as Alison Stuebe has pointed out in media inter-
views.27 Furthermore, some of these programs
have been criticized for resembling carceral sys-
tems because of the perceived surveillance-like
approach that portrays low-income Black and
Brown people as needing instruction on parent-
ing, exacerbating fears of child removal.28 Even
some well-established, but less community-
based, models of home visitation have shown
limited impact on pregnancy-related outcomes,
as a recent large-scale study of the Nurse Family
Partnership found.29 The limitations in achiev-
ing improved maternal health outcomes under-
score the pressing need for scaling up patient-
and community-centered care models, such as
doulas, birth centers, group prenatal care, evi-
dence-based community models, and telehealth.
To begin filling in some of the research gaps to

drive the scaling up of community-based doula
services, several doula programs (Health-
Connect One, SisterWeb, Ancient Song, and
Accompany CareDoula) have partnered to estab-
lish the Doula Data + Compensation Consor-
tium. The consortium is a crowdsourced data
resource specifically designed to gather commu-
nity-based doula service–level data for ongoing
measurement and evaluation in collaboration
with other partners.30

Many patient- and community-centered care
models operate through nonprofit, community-
based organizations with limited resources and
financial investment from public grants and pri-
vate sources. These models are promising but
face funding barriers. We propose alternative
payment models, such as bundled payments,
capitation, and shared savings, as mechanisms
to financially support patient- and community-
centered caremodels. Alternative paymentmod-
els shift the focus from fee-for-service to value-
based care, making them suitable funding op-
portunities for these care models, particularly
birth centers, which have proved to be protective
againstmistreatment for Black and Brown birth-
ing people.31,32

Past research findings indicate that up to

80 percent of birthing people can safely deliver
in community settings, including in birth cen-
ters or at home with midwifery support.33 Dem-
onstrating the economic and clinical advantages
of these models, such as improved patient expe-
rience and reduced health care costs, should per-
suade payers and policy makers to include them
in payment models. Since the medicalization of
birth, there has been an insurmountable power
differential between community settings for
birth and hospital systems, where nearly 99 per-
cent of births occur.33 Many community birth
centers, such as Birth Detroit, must depend on
grassroots support because of limited funding
availability.34 To optimize safe care for delivery
in the community, hospitals, community birth
settings, and birthworkers should collaborate to
ensure seamless communication and coordina-
tion when escalation of care is necessary.35

Expand Funding For Perinatal
Psychiatry Access Programs
Our fourth proposed policy is to expand funding
for perinatal psychiatry access programs. These
programs increase the capacity of nonspecialty
providers to assess, diagnose, treat, andmanage
pregnant and postpartum people with mental
health challenges. Because the demand for spe-
cialized perinatal mental health care greatly ex-
ceeds the supply, perinatal psychiatry accesspro-
grams are a population-based approach to
building providers’ capacity to address perinatal
mental health and substance use. TheMassachu-
setts Child Psychiatry Access Program (MCPAP)
for Moms,36 launched in 2014, was the original
model; the Health Resources and Services Ad-
ministration now provides funds for twelve
states andorganizations to adapt and implement
perinatal psychiatry access programs.37 The
heart of each program is a provider-to-provider
consultation telephone line that any provider
caring for a pregnant or postpartum person
can call for real-time help with behavioral health
management, such as diagnosis, medication or
treatment initiation, or referrals to local resourc-
es. Perinatal psychiatry access programs have
consistently demonstrated increased and more
equitable provider capacity, improved access to
care, and cost savings.38,39 This success, coupled
with the clear shortages of reproductive mental
health care found in most parts of the US, sup-
ports further funding for perinatal psychiatry
access programs.

Reinstate The 2021 Child Tax Credit
Our fifth proposed policy is to reinstate the
federal 2021 Child Tax Credit. Poverty is stress-

The ability to care for
a family’s basic needs
significantly improves
a parent’s mental and
emotional health.
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ful, and stress negatively affects mental health.
TheChildTaxCredit, instituted in2021 as part of
the American Rescue Plan Act of 2021, aimed
to alleviate financial stress in families with chil-
dren. In contrast to its predecessor, the 1997
Child Income Tax Credit, the Child Tax Credit
increased payments from $2,000 to $3,600 per
child,made fundsmore consistently available by
distributing them as monthly payments instead
of an annual refund, and applied to families who
previously were unemployed or were too low-
income to qualify. This provision was particular-
ly important in advancing equity, as the previous
policy disproportionately excluded families who
were rural, were Black, were headed by a single
parent, or had incomes that were below the
federal poverty level.
The results on parents’mental health are strik-

ing. Research has associated the Child TaxCredit
with reduced depression and anxiety symptoms,
with a greater reduction seen for Black and His-
panic families compared with White families.40

Almost 50 percent of the decrease in anxiety
and up to 70 percent of the decrease in depres-
sion was mediated by the ability to pay for food
and housing.41 Risks for depression and anxiety
decreased even as mental health care access and
prescriptions remained static, suggesting that
the alleviation of financial pressure—rather than
mental health care receipt—made the differ-
ence.41 Although these studies were specific to
the COVID-19 pandemic, they illustrate an intui-
tive point: The ability to care for a family’s basic
needs significantly improves a parent’s mental
and emotional health.
Congress allowed the Child Tax Credit to ex-

pire at the end of 2021. Since then, child poverty
has doubled, from 5 percent to 12 percent, dem-
onstrating the dramatic effect of this policy.42 In
response, in February 2024, the US House of
Representatives passed a bipartisan bill reinstat-
ing a child tax credit that is estimated to assist
sixteen million children in low-income fami-
lies.43 The bill was stalled in the Senate as of
March 2024. Making sure that all children, in
all states, have access to basic needs is a federal
responsibility that affects parental mental
health. It also draws from the reproductive jus-
tice principle that everyone has the right to raise
a child in a safe and healthy environment.

Implement Universal Basic Income
Programs
Our sixth proposed policy is to implement and
evaluate universal basic income programs for
perinatal families. The universal basic income

concept has gained traction in recent years as
an alternative to the current eligibility-based so-
cial services system. A universal basic income
program is defined by five key characteristics:
It is distributed at regular intervals; the benefit
is cash, not specific services, in-kind services, or
vouchers; it applies to all members of a popula-
tion; it applies to each person and is not depen-
dent onmembership in a household; and it is not
conditioned on means-testing, employment, or
willingness to work.44 Recent literature and eco-
nomic modeling analysis have demonstrated
that programsproviding benefits unconditional-
ly versus conditionally result in significant men-
tal health improvement in nonpregnant popula-
tions.45 Several overlapping themes may have
mediated these outcomes.46 First, participants
reported an increase in hope and planning for
the future, instead of remaining focused on day-
to-day survival. Second, the ability to spendmore
time with friends and family likely contributed
to improvement inmental health, even if poverty
was not completely alleviated. Third, several
studies reported reduced stigma and increased
feelings of being part of the community.46 A uni-
versal basic income for pregnant people could
remove barriers, such as the lack of child care or
transportation, thatprevent themfrompursuing
social services that they are eligible to receive.
Universal basic income engages reproductive

justice principles to improve perinatal mental
health in multiple ways. Unconditional and in-
dividual payments uncouple having children and
the receipt of welfare benefits, thus supporting
the right to not have a child. The right to raise a
child in a safe and healthy environment is sup-
ported when a parent receives payments individ-
ually, which can enable them to leave violent
partnerships or households. Universal basic in-
come programs may also reduce the isolating,
burdensome stigma that both poverty and men-
tal illness incur.

Perinatal mental
health challenges
serve as a microcosm
for the larger US
health care landscape.
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Promote And Fund Workplace
Policies That Support Families
Our seventh proposed policy is to promote and
fund workplace policies that support families—
specifically, paid family leave and high-quality
child care. The United States stands out as the
only high-income country in the world without
paid family leave. A recent study showed that
blue-collar workers and those in the lowest in-
come decile are less likely to have access to paid
family leave compared with those in the highest
incomedecile.47Whenparents do return towork,
they encounter a broken child care system. In-
fant care costs can be as high as 75 percent of the
median family income for single-parent families;
at the same time, child care workers are twice as
likely to live in poverty as workers in other sec-
tors.48 Child care is significantly more expensive
or burdensome—or both—for families who live
in populous areas, pay for more than one child,
have younger children, and are low-income.
Ample evidence links higher-paying and

longer-duration parental leave to improved peri-
natal mental health outcomes,49,50 particularly
for mothers. Although research on child care
access and parental mental health is less exten-
sive, available data correlate the struggles of ac-
cessing affordable child care with parental men-
tal and physical health. Overall emotional
well-being presumably suffers because the finan-
cial stress of child care tracks closely with hous-
ing instability, food insecurity, and problems
accessing and paying for health care.51

The US has policy experience with how to sup-
portmore andbetter child care andparental paid
leave.During theCOVID-19pandemic, theAmer-
ican Rescue Plan Act authorized funding to keep
day care facilities open, reduce tuition, and in-
crease pay to child care workers. Thirteen states
and the District of Columbia now havemandato-
ry paid family leave systems. Another eight states
offer voluntary programs that are funded
throughprivate insurance.52 Preliminary reviews
demonstrate improved maternal mental health
with paid family leave.50

Future Challenges
More work remains to realize reproductive jus-

tice for all people with perinatal mental health
challenges. The right to have a child demands a
rigorous examination of the child welfare sys-
tem’s treatment of parents with mental illness.
Historically, women have had children removed
for no reason other than their diagnoses. Al-
though this may be appropriate in some cases,
there aremany other instances where it is not. In
particular, Black, American Indian/Alaska Na-
tive, and Hispanic children are removed at a
highly disproportionate rate compared with
White children.53 The fear of child removal pre-
ventsmanywomen fromspeakingup about their
symptoms. Until the child welfare system adopts
a whole-family perspective that includes sup-
porting parents’ well-being, this barrier will
remain.
The right not to have a child has been drasti-

cally reduced in theUnitedStates since theDobbs
v. Jackson Women’s Health Organization ruling in
July 2022. The majority of states now have com-
plete or significant restrictions on abortion.54,55

Substantial research shows that abortion denial
results in years-long economic hardship, a great-
er chance of staying with a violent partner or
raising a child alone, and negative impacts on
child development.56 Beyond abortion, the right
not tohave a child alsomeans that eachpersonof
childbearingpotential has access to the full array
of reproductive choice, including contraception
and health care. Reproductive empowerment is
essential to perinatal mental health wellness for
all people.
Perinatal mental health challenges serve as a

microcosm for the larger US health care land-
scape, as they bring into sharp focus systemic
gaps in equity, access, integration, data andmea-
surement, social determinants of health, and
societal infrastructure. Broadening the under-
standing of what constitutes perinatal mental
illness and wellness and grounding this under-
standing in reproductive justice would lead to
policies that close some of these gaps and serve
as an example to other health care sectors. None
of these policies is unattainable. The challenges
lie in who the nation values and how US society
chooses to demonstrate that. ▪
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