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Objectives: 

• Review the epidemiology and risk factors associated with perinatal mental 
health conditions, substance use disorders, and intimate partner violence 
(IPV).

• Discuss recommended screening tools during the perinatal period

• Discuss epidemiology and risk factors related to perinatal suicide 

• Learn how to use use structured tools to aid in risks assessment and 
suicide safety planning 
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Defining PMADs

Present during conception to first year after giving birth 

major depressive disorder, bipolar disorder, psychotic symptoms    
secondary to mood disorder, postpartum psychosis 

generalized anxiety disorder (GAD), panic disorder, obsessive compulsive  
disorder (OCD), post-traumatic stress disorder (PTSD) 

 impairment of daily functioning 

Perinatal

Mood

Anxiety

Disorders

PMADs are a 

leading 

complication 

associated 

with childbirth

Zivin, K et al, 2024
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Limitations of the PMADs Framework

While use of the terminology PMADs has helped advance 
awareness of perinatal mental health, the term has notable 
limitations including limited recognition of substance use 
disorders and interpersonal/structural factors such as intimate 
partner violence. 
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Learning & Understanding the Stats 

• Estimated PMAD prevalence is about 20-25%

• Up to 23% of PMADs start during pregnancy

• PMADs are both underdiagnosed and undertreated

• Up to 70% of birthing individuals with PMADs go undetected

• Up to 85% of birthing individuals with PMADs go untreated

Vesga-lopez et al 2008; Vigeura et al 2011, Cox et al 2016



8

PMADs Associated with Adverse Health Behaviors 
& Outcomes for the Entire Family System

Birthing 

Individual 
Child Family
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Maternal/Birthing individual associated adverse health outcomes/behaviors with PMADs

Psychosocial  

associations 
• Suicide 

• Illness suffering 

• Decreased perinatal care 

• Impaired nutritional intake 

• Increase of substance use 

• Impaired work functioning 

• Impaired bonding with infant

• Adverse effect on family dynamics including relationship with partner

• Lactation failure or unplanned weaning

Obstetrical 

associations 
• Miscarriage

• Preeclampsia/Pregnancy Induced Hypertension

• Preterm labor Increased # of surgical delivery interventions 

• Cesarean delivery 

• Maternal gestational weight retention 

• Increased # of hospital transfers

Birthing 

Individual 

Mckee et al 2020; Bonari et al., 2004; Kimmel MC, et al, 2018; Bansil P et al 2010; 

Dennis CL et al 2009; Stuebe AM et al, 2014 
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Fetal/Child associated adverse health outcomes/behaviors with PMADs

• Intrauterine growth restriction

• Low birth weight 

• Infanticide

• Decreased fetal reactivity 

• Altered infant brain development

• Postpartum maternel-infant attachment difficulties 

• Delays in non-verbal communication in 14-month-old infants 

• Increased risk of hyperactivity and conduct disorder in children ages 6-16 

Child

Bonari et al., 2004; Kimmel MC, et al, 2018; Rifkin-Graboi A., 2013 & 2015 et al; Qiu A. 

et al, 2013; Scheinost et al, 2016; Perry DF et al, 2011; Kawai E et al, 2016; MacKinnon 

N et al, 2017; Murray L, et.al., 2011
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Perinatal Substance Use

• Co-occurrence of mental health conditions and substance use 
disorders is common in the perinatal period 

• Approximately 5% of pregnant women use one or more 
addictive substances 

• Untreated maternal SUDs are linked to high-risk pregnancies, 
poor infant health outcomes, and maternal mortality
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Perinatal IPV 

• Approximately 5.4% of women in the US report IPV during 
pregnancy 

• Perinatal IPV is associated with significant morbidity including 
pelvic fracture, placental abruption, fetal injury, low birth weight, 
preterm delivery, and stillbirth

• Approximately 40% of homicides of women pregnant or within a 
year of pregnancy are related to IPV

• Women are more likely to die from homicide than obstetrical 
complications during the perinatal period
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Screening in Peripartum: 
How often do you and your practice conduct 
perinatal psychiatric screening?

• Never

• At the initial pregnancy or postpartum visits only

• Several times during the perinatal period

• At every visit. 
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Screening: ACOG 2023 Updated Guidelines

ACOG JUNE 2023 Clinical Practice Guidelines: 

Screening and Diagnosis of Mental Health Conditions During Pregnancy and Postpartum 

• Everyone receiving pre-pregnancy, prenatal, and postpartum care should be screened for 

depression and anxiety using standardized instruments.

• Screening for perinatal depression and anxiety should occur at the initial prenatal visit, later in 
pregnancy, and at the postpartum visits.

• Mental health screening should be implemented with systems in place to ensure timely access 

to assessment and diagnosis, effective treatment, appropriate monitoring, and follow-up based  on 

severity.

• Screening for bipolar disorder should be performed before initiating pharmacotherapy for anxiety or 

depression, if not previously done
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Screening  

• APA recommends screening for depression with a validated screening tool 
twice during pregnancy, once in early pregnancy for pre-existing 
psychiatric disorders and once later in the pregnancy; it also recommends 
postpartum patients be screened for depression during pediatric visits 
throughout the first 6 months postpartum

• The AAFP and the USPSTF recommend screening for depression in the 
adult population, including pregnant and postpartum persons.

Ko JY et al, 2020



Common Screening Tools 

ACOG JUNE 2023 Guideline Summary Recommendations

Visit 

projectteachny.org/maternal
-rating-scales for additional 

scales/screeners 

16
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Depression Screening Tools
Edinburgh Postnatal Depression Scale 
(EPDS)

• First tool developed specifically to screen 
for depression in peripartum people 

• Consists of a 10 item self-rated 
questionnaire

• A score of 10 is the most commonly used 
cutoff for possible depression; scores >13 
are suggestive of moderate depression

• Question 10 addresses the 
presence/absence of suicidal ideation 

PHQ-9 (Patient Health Questionnaire - 9)

• One of the most widely used depression 
screening tools 

• It has been studied in peripartum populations 
and found to be valid, comparable to the 
EPDS (Wang et al, 2021)

• Translated into various languages

• Like the EPDS, the PHQ-9 is a self-report 
questionnaire (consisting of 9 questions) 

• Similarly, a score of 10 is the most commonly 
used cutoff for a positive screen for 
depression

• Question 9 specifically addresses suicidal 
ideation 
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Anxiety Screening Tools
GAD (Generalized Anxiety Disorder) – 7

• Widely used across many settings to screen for GAD, and has some evidence for validity in 
pregnant populations 

• Consists of a self-report questionnaire made up of 7 questions 

• The typical cutoff score used is 10

EPDS 
• contains 3 questions (Q3,4,5) which assess anxiety (EPDS 3A)

• A cutoff of 5 or more on this subscale yields a sensitivity of around 70%, specificity of around 92% 
(Smith-Nielson et al, 2021)
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Anxiety Screening Tools (Cont’d)

Perinatal Anxiety Screening Scale (PASS)
• 31 self report questionnaire 

• Validated in pregnancy and postpartum

• Assesses four categories of anxiety
1. Acute Anxiety and Adjustment

2. General worry and specific fears

3. Perfectionism, control, and trauma

4. Social Anxiety 
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Bipolar Screening 

• Up to 20% of individuals that screen positive for depression in 
the perinatal period, may have bipolar disorder

• Recognition of bipolar disorder during the perinatal period is 
often challenging as the most commonly presenting episode is 
depression

• Using the bipolar screening tools like the MDQ alongside 
depression screening tools like PHQ-9 or EPDS can help in 
recognition
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Bipolar Screening Cont’d.  

MDQ (Mood Disorders Questionnaire) 
• Self-report questionnaire assessing 13 symptoms with yes/no 

questions, as well as a question assessing timing of symptoms, and a 
question assessing the degree of impairment caused by the symptoms 

• A score of 7 or more is typically used as the cutoff for a positive screen 

• Must answer positive to question 2 (assessing the presence of multiple 
symptoms simultaneously) as well as indicate moderate or serious 
severity in question 3 as well
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Screening in Peripartum: 
How often do you and your practice conduct 
perinatal substance use or IPV screening?

• Never

• At the initial pregnancy or postpartum visits only

• Several times during the perinatal period

• At every visit. 
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Substance Use Screener

ACOG recommends universal screening for substance use during pregnancy 
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Intimate Partner Violence Screening

• ACOG recommends that all pregnant/postpartum women be screened for 
IPV at periodic intervals during the perinatal period 
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Intimate Partner Safety Planning

• National domestic violence hotline has an online screener that 
patient can go through includes items like:
• Creating an emergency exit plan

• Identifying emergency contacts

• Legal and law enforcement protections

• Safety for children, pets, and other dependents

• Technology and digital safety

• Will provide an emailed copy to patient
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Assessment

• Remember that a screening tool does not make a diagnosis – 
further assessment is warranted after any positive screen

• Areas for further assessment:
• Reproductive history 

• Severity, chronicity and co-morbidity 

• Safety risk

• Current stressors

• Previous treatment experience

• Treatment preferences

• Strengths, social support and resources
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Suicide Assessment and 
Suicide Planning
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Suicide in the Perinatal Period

• Suicide is a leading cause of maternal death

• Mothers with perinatal depression have a 3x higher risk of 
suicidal behavior 

• Methods are more lethal (hanging, jumping)

• Risk for suicide remain elevated throughout the entire 
postpartum period
• In NYS (2018-2020), 72.2 percent of pregnancy related deaths 

attributed to mental health conditions occurred within 43-365 days 
post-delivery; 22.2% within first 42 days post delivery 
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NYS Maternal Mortality Review 2018-2020



In 2021,100% of pregnancy 
related deaths due to mental 
health conditions were 
judged preventable in NYS

Substance use was found to 
be a major contributor to 
maternal mortality related to 
mental health

30



31

Protective Factors

Social Support; Belongingness Strong Therapeutic Relationship with a 
Trusted Provider 

Life Satisfaction Problem-Solving Skills, Cognitive Flexibility

Sense of responsibility to family Reality Testing Ability

Coping Skills Religious Faith 
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Risk Factors
Individual Pregnancy related Socioeconomic 

History of of self harm or prior 

suicide attempts 

Obstetrical or neonatal 

complications 

Younger age 

Prior or current  psychiatric 

illness/substance use 

Unwanted unintended 

pregnancy 

Intimate partner violence 

History of of trauma Avoidance of health services 

from fear of losing custody 

Lack of social support

Family history of psychiatric 

illness, suicide ideations, suicide 

attempt 

Social, racial gender 

discrimination, inequalities 
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Suicide Risk Assessment

• Remember that asking about SI does not increase the risk of 
suicide attempts or “give people ideas” 

• Normalize the process: the more uncomfortable you appear, the 
less forthcoming your patient is likely to be 

• Don’t assume a negative response and don’t use vague 
language/euphemisms 

• Follow up and be thorough – adequate risk assessment (and 
management) requires details 

• SI can occur across many diagnosis including depression, 
postpartum psychosis, and OCD
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What We Would Like To Know 
• Current suicidal thoughts (nature, timing, intent)

• Current suicidal plan (access to means, details, preparation )

• Current treatment (accessibility to treatment, current 

• Previous attempt (timing, intent, method, consequences) 

• Current substance abuse 

• Current psychiatric diagnosis and severity of symptoms 

• Current medications 

• Ongoing substance use 

• Current stressors and social supports 

• Impulsivity 

• Protective factors 

• Collateral information
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Suicide Risk Assessment 

• There are a lot of tools available to help guide the conversation

• Both the PHQ-9 and the EPDS include questions which can 
identify the presence of suicidal ideations, but need follow up

• Ask Suicide Screening Questions (ASQ)

• Columbia Suicide Severity Rating Scale (CSSRS)



ASQ Screening Tool

36



Columbia Suicide Severity Rating Scale

37
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Management 

Imminent Risk: Seek a higher level of care
This is appropriate whenever a patent is felt to represent an 
imminent risk of harm, or is unable/unwilling to engage in 
safety planning

Mild to Moderate Risk 
• Monitor and re-assess 

• Safety Plan
• Treatment of underlying psychiatric illness 
• Linkage to therapy

• Optimize social supports 
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Safety Planning: Suicide Risk is Dynamic 

• Steps to limit access to lethal means 

• List of concrete warning signs of a developing crisis 

• Available coping strategies the patient can utilize 

• Social supports patient can reach out to 

• Professional contact information's for use during crisis

• Always include planning for safety for any children
• Ask: What would be the impact on your child(ren)



Patient Safety Plan Template

40
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Suicide Risk Resources

• 988 Suicide and Crisis Lifeline 

• https://projectteachny.org/maternal-rating-scales/

• Home - Suicide Prévention Center NY (preventsuicideny.org)

• Alliance of Hope For Suicide Loss Survivors | Home

https://projectteachny.org/maternal-rating-scales/
https://projectteachny.org/maternal-rating-scales/
https://projectteachny.org/maternal-rating-scales/
https://projectteachny.org/maternal-rating-scales/
https://projectteachny.org/maternal-rating-scales/
https://projectteachny.org/maternal-rating-scales/
https://www.preventsuicideny.org/
https://www.preventsuicideny.org/
https://www.preventsuicideny.org/
https://www.preventsuicideny.org/
https://allianceofhope.org/
https://allianceofhope.org/
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Project TEACH Website

• Resource for rating scales

• https://projectteachny.org/maternal-rating-scales/
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Thank You !
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