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arriers to mental health treatment among
bstetric patients at risk for depression
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BJECTIVE: The objective of the study was to examine mental health
eferrals outcomes among obstetric patients at risk for depression.

TUDY DESIGN: Fifty-one perinatal women who were offered mental
ealth referrals were queried about their behaviors at 4 steps in the
reatment engagement process and factors facilitating or impeding
ach step.

ESULTS: Although 59% of at-risk women accepted mental health re-
errals, only 27% ultimately engaged in treatment. Women who proac-
ively sought help via a hotline were more likely to accept referrals (P �
ynecol 2010;202:312.e1-5.
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P � .05) than those who received unsolicited referrals after screening
t-risk for depression. Barriers to successful treatment linkage were

dentified at the patient, provider, and system levels.

ONCLUSION: Only a minority of women who are at risk for perinatal
epression and receive mental health referrals ultimately engage in
reatment. Successful linkage may be enhanced via interventions tar-
eting identified barriers; such interventions require prospective
valuation.

ey words: mental health, perinatal depression, treatment

001), contact a referred provider (P � .001), and engage in treatment engagement
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epression is among the most com-
mon of perinatal complications,

ccurring in up to 19% of pregnant or
ostpartum women.1 Antepartum de-
ression can compromise pregnancy
utcome,2,3 and postpartum depression
an disrupt the parent-infant relation-
hip and have a negative impact on child-
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ood development.4-6 Perinatal depres-
ion screening is recognized as an
ffective means of identifying women at
isk for depression during and after preg-
ancy.1 The American College of Obste-

ricians and Gynecologists recommends
creening pregnant and postpartum
omen for depression,7 and at least 3

tate governments have enacted legisla-
ion to encourage screening.8-10

Despite the collective momentum fa-
oring perinatal depression screening,
ts effectiveness can be compromised if
ppropriate evaluation and treatment of
t-risk patients does not follow.11 Obste-
ricians often rely on referral to mental
ealth providers to evaluate and treat
heir patients who screen positive (at-
isk) for perinatal depression. Unfortu-
ately, research suggests that primary
are-based mental health referral results
n a low rate of successful linkage to
reatment for depressed patients.

Based on a review of multiple con-
rolled trials of care management and on
ata from their own practice, Solberg et
l12,13 identified limited uptake of refer-
al by patients and low follow-through
rom referring physicians. Mojtabi14

ound that more than 30% of survey re-
pondents in a nationally representative
dult sample reported an unmet need for
e symptoms, even u
f subjects actively sought treatment.
tilizing data from a telephone survey of
rimary care physicians, Trude and
toddard15 characterized the failure to
onnect patients to mental health ser-
ices as a supply side flaw of the health
are system wherein inadequate referral
ystems between medical and mental
ealth services hamper access.
To date, no studies have tracked de-

ression treatment uptake among peri-
atal women and gathered qualitative
ata on the help-seeking experience

rom the patient’s perspective,16 and
nly 1 study tracked a cohort of perinatal
omen to observe their mental health

reatment outcomes after receiving
eferrals.17

To gauge the impact of clinician be-
avior on treatment follow-through,
lynn et al17 conducted a longitudinal
tudy tracking depression screening
cores, diagnosis for major depressive
isorder, impact of inclusion of high Ed-

nburgh Postnatal Depression Scale
EPDS) score in chart on physician dis-
ussion of depression treatment, and de-
ression treatment usage from 3 months
rior to first prenatal appointment
hrough 6 weeks postpartum. They con-
luded that physician discussion of de-
ression treatment doubled treatment

ptake in the short term for patients with

mailto:jkim@northshore.org
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cores 10 or greater on the EPDS. In con-
rast to the research presented here,
lynn et al did not seek qualitative infor-
ation from study subjects explaining

ehaviors or barriers at each step of the
eferral uptake process.

In the current study, we conducted ex-
ended interviews in a group of women
t risk for depression as identified via
ositive screening or after calling a peri-
atal mental health hotline. In both in-
tances, standardized telephone assess-

ent18 and referrals were made by
rained mental health staff. The subse-
uent survey and interviews of consent-

ng women were designed to discern bar-
iers (and facilitators) of referral
cceptance and treatment engagement
or these at-risk women.18,19

ATERIALS AND METHODS
o understand patient behaviors and
arriers at each step of the referral pro-
ess, this study examined outcomes
mong a sample of 51 perinatal women
ho were offered mental health referrals
uring the course of their obstetric care
nd agreed to participate in a program
valuation study. Eligible subjects were
erived from a preexisting department-
ased universal depression screening
rogram; the program also sponsors a

TABLE 1
Selected characteristics of study
participants (n � 51)
Characteristic %

Privately insured 88
...........................................................................................................

Publicly insured or uninsured 12
...........................................................................................................

Partnered 88
...........................................................................................................

Unpartnered 13
...........................................................................................................

Antepartum 47
...........................................................................................................

Postpartum 53
...........................................................................................................

High-risk pregnancya 12
...........................................................................................................

Multiple gestation 4
...........................................................................................................

History of mental illness 43
...........................................................................................................

On psychotropic medication 10
...........................................................................................................
a Defined as receiving obstetric care from a maternal-

fetal medicine specialist.

Kim. Barriers to mental health treatment among
obstetric patients at risk for depression. Am J Obstet
Gynecol 2010.
erinatal depression hotline that is avail- w
ble throughout the state of Illinois via a
artnership with the Department of
ublic Health. Both the screening pro-
ram and the hotline service were com-
onents of CHAPERONE (Creating
ealthy Antepartum and Postpartum
xpectations, Realities and Outcomes

or New and Expectant mothers), a de-
artment-based program that utilizes
entralized processing of depression
creening coupled to referral of at-risk
omen to an established network of

ommunity-based mental health pro-
iders. The details of this program have
een described elsewhere.18,19

During the study period (June 2006 to
ovember 2007), 958 patients met eligi-
ility criteria; 379 of these (40%) pro-
ided consent to be contacted for re-
earch, and 51 subjects were recruited to
articipate in the study (screen positive,
� 28; hotline call, n � 23). This sample

ize was targeted based on recom-
ended sample sizes for qualitative re-

earch.20-22 With approval from the in-
titutional review board, women were
ontacted an average of 9 weeks (range,
–24 weeks) after being offered mental
ealth referrals and invited to participate

n this study and provide informed
onsent.

Study invitation was intentionally de-
ayed to afford women adequate time to
ollow through on any mental health re-
errals they had received unencumbered
y the study inquiry; women who had
eclined mental health referrals were
ble to be interviewed, on average, earlier
han those who indicated their accep-
ance of referrals during phone evalua-
ion and triage. Among the screened
roup who were approached for partici-
ation, 59% consented to the study as
ompared with 26% of eligible women
ho were invited from the hotline
roup.
Participants completed a mixed-
ethods telephone interview at a time of

heir convenience to examine their be-
aviors at several key steps in the referral
ptake process and to determine what

actors in their experience facilitated or
mpeded each step. Our assessment of
he treatment engagement process fo-
used on 4 distinct ordinal steps that

ere selected to best explore patient, s

MARCH 2010 Americ
rovider, and systems barriers: (1) ver-
ally accepting a mental health referral
uring the phone evaluation; (2) con-
acting a mental health provider after re-
eiving the referral information; (3) see-
ng a mental health provider for an initial
ession; and (4) returning for additional

ental health treatment thereafter.
All interviews were conducted by
ental health professionals with exper-

ise in perinatal care. The interview con-
isted of fixed-response survey data re-
arding specific behaviors (eg, did you
ontact the counselor to whom you were
eferred?) and semistructured qualita-
ive follow-up (eg, why did you not con-
act the counselor?). The interviews
anged from 15 to 45 minutes in length.

Interview data were audio recorded,
ranscribed verbatim (with identifiers re-

oved), and imported into NVivo version
data management software (QSR Inter-
ational, Doncaster, Victoria, Australia).23

ualitative data were independently
oded by 3 trained raters using a compar-
tive case study design to identify barriers
nd facilitators to mental health treat-
ent.24 Coding was reconciled across rat-

rs to ensure accuracy and consistency.
Vivo software was used to facilitate qual-

tative data analysis and retrieval. Demo-
raphic and fixed-response survey data
ere assigned numeric values, coded as
articipant attributes, and analyzed via
-tailed Fisher’s exact test using GraphPad
uickCalcs software (GraphPad Inc, San
iego, CA).

ESULTS
he demographic and obstetric charac-

eristics of the study sample are reported
n Table 1. As compared with the overall
roup of eligible participants, study sub-
ects were more likely to be privately in-
ured (86.4% of participants vs 59.4% of
verall eligible sample; P � .009). There
as no difference between the partici-
ant group and the overall eligible group

n marital status (partnered vs unpart-
ered) or gestational time (antepartum
s postpartum).
Mental health treatment data were ini-

ially partitioned between screen-posi-
ive subjects vs hotline callers and then

ubsequently compared. Table 2 illus-

an Journal of Obstetrics & Gynecology 312.e2
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rates the stepwise treatment engage-
ent outcomes for each of these groups.
he hotline group was more likely than

he screened group to accept a referral
87% vs 36%; P � .001), contact a pro-
ider (70% vs 18%; P � .001), see a pro-
ider for an initial session (52% vs 14%;
� .01), and continue treatment be-

ond the initial session (43% vs 14%; P
.05). However, similar proportions

50% of hotline callers and 60% of
creened women) who initially accepted
eferral in both groups did not follow
hrough with at least 2 mental health
isits.
Beyond the initial barrier of accepting

eferral information, it appears that both
roups had similar rates of retention
hrough steps 2-4 as described in previ-
us text (expressed as percentages in Ta-
le 1). For the overall study cohort, the
tepwise referral outcomes were not as-
ociated with number of other children
n the household, time frame in which
he referral was provided (antepartum vs
ostpartum), or prior mental health his-
ory (presence or absence of preexisting
sychiatric diagnosis).
A variety of barriers and facilitators to

uccessful mental health treatment link-
ge were identified at the patient, pro-
ider, patient/provider interaction, and
ystem levels. The most commonly de-
cribed barriers at each level are listed in
able 3 accompanied by illustrative
uotes from individual subjects. Among
atient-level barriers, lack of time was
he most commonly cited (noted by 4 of
6, or 25%, of women who accepted re-
errals but did not ultimately engage in
reatment) and recognition of one’s own
eed for treatment the most common fa-
ilitator (noted by 14% of the 14 women
ho ultimately engaged in treatment).
At the provider level, availability (or

ack thereof) was the key factor having an
mpact on treatment linkage (described
s a barrier by 56% non–treatment-en-
aging group and as a facilitator by 21%
f the treatment-engaging group). At the
ystem level, cost and insurance match
ere the most frequently cited variables
oth hindering (as cited by 56% of non-
ngagers) and facilitating (as cited by
1% of engagers) mental health treat-

ent engagement. Additional com- t

12.e3 American Journal of Obstetrics & Gynecolo
only described barriers included poor
atch of referral to need, poor patient-

rovider fit, provider unresponsiveness,
nd geographic mismatch (cited by 31%,
1%, 25%, and 19% of nonengagers, re-
pectively). Additional factors cited as
acilitators included referrals tailored to
atient needs, specific encouragement to
ngage in treatment, geographic match,
nd active facilitation of the referral pro-
ess (such as making calls on a patient’s
ehalf, cited by 29%, 21%, 21%, and 14%
f treatment engagers, respectively).
Barriers and facilitators differed at

ach step of the mental health referral
rocess, with patient-level factors (use of
ther social support, lack of time, recog-
ition of own need for treatment) play-

ng a greater role in determining whether
omen initially contacted a mental
ealth referral and provider-level factors
specifically, availability) most com-
only cited in determining whether a
ental health professional was seen. Pa-

ient/provider match and cost/insurance
ssues had the greatest impact on
hether women engaged in treatment
eyond the initial session.

OMMENT
ur finding that only a minority of
omen who receive mental health refer-

als because they are at risk for perinatal
epression actually engage in treatment

s troublesome and suggests that families
emain at significant risk, even when
linical follow-up to positive screening is
niformly applied. To gain insight into

TABLE 2
Degree of mental health referral en
women identified by screening vs h
Steps in mental health referral
engagement process

Scre
risk,

n 28
...................................................................................................................

Accepted referral 10 (3
...................................................................................................................

Contacted mental health provider 5 (1
...................................................................................................................

Saw mental health provider 4 (1
...................................................................................................................

Returned to mental health provider 4 (1
...................................................................................................................

Each (percent) represents a proportion of the respective colum
a P � .001, comparing screened vs hotline-based patient iden

identification; c P � .05, comparing screened vs hotline-bas

Kim. Barriers to mental health treatment among obstetric
his low rate of uptake, our study was g

gy MARCH 2010
ble to examine, from patients’ perspec-
ives, barriers at several discrete steps in
he treatment engagement process.

We acknowledge that the relatively
ow study acceptance rate for the hotline
roup may have influenced our findings
s related to the comparison with
creened subjects. Our study also may
verestimate rates of successful mental
ealth treatment engagement in general
ecause of care facilitation that occurred
or all subjects via the initial phone
valuation.

In most centers, perinatal depression
creening is not actively linked to a chap-
roned process of phone evaluation for
ll at-risk women. Patients inclined to-
ard study participation may also repre-

ent those more likely to have had a fa-
orable mental health experience related
o the program and thus not be as repre-
entative of all at-risk women. It is also
oteworthy that women participating in

his study were more likely vs the overall
atient population to have private insur-
nce, and therefore, barriers to care ex-
erienced among publicly insured or
ninsured women may be underrepre-
ented. Despite these potential limita-
ions, and despite a relatively small study
ohort, however, many barriers to care
ere identified that warrant further

nalysis and create opportunities to de-
ign interventions to address these
arriers.
Women in our study who proactively

ought help or advice via a hotline were
ore likely to accept, contact, and en-

gement among perinatal
line
d at
%)

Called hotline,
n (%) Total, n (%)

23 51
..................................................................................................................

20 (87)a 30 (59)
..................................................................................................................

16 (70)a 22 (41)
..................................................................................................................

12 (52)b 16 (31)
..................................................................................................................

10 (43)c 14 (27)
..................................................................................................................

tal.

tion; b P � .01, comparing screened vs hotline-based patient
atient identification.

ents at risk for depression. Am J Obstet Gynecol 2010.
ga
ot

ene
n (

.........

6)
.........

8)
.........

4)
.........

4)
.........

n to

tifica
ed p
age the mental health provider to which
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hey were referred. This finding could be
nterpreted as a consequence of higher
atient acuity among hotline callers
nd/or greater motivation to seek care
hen compared with a screen-positive
atient who has not initiated contact on
er own.
Our data also suggest, however, that

nce referrals are accepted by either of
hese 2 groups, further uptake of treat-

ent (initial and subsequent consulta-
ions) appears similar as do the types of
atient, provider, and systems barriers
erceived by these women. Overcoming
arriers for women who screen positive

TABLE 3
Most common barriers to mental h
Barrier type Barrier description

Patient level
..........................................................

Lack of time

..........................................................

Used other support

..........................................................

Spontaneous
improvement of
symptoms

...................................................................................................................

Provider level
..........................................................

Provider unavailability

..........................................................

Unresponsive provider

...................................................................................................................

Patient/provider
interaction ..........................................................

Poor match to need

..........................................................

Poor patient/provider fi
..........................................................

“Phone tag”

...................................................................................................................

System level
..........................................................

Cost/insurance
mismatch

..........................................................

Geographic mismatch/
inconvenient location

...................................................................................................................
a Expressed as percentage of subjects who accepted referrals

of barriers cited by single participants only.

Kim. Barriers to mental health treatment among obstetric
ay be just as important when com- p
ared with hotline callers because intrin-
ic motivation to engage in mental health
ervices may be lower in the former
roup, yet this population represents a
ubstantial proportion of at-risk women
or whom treatment may be beneficial.
his is illustrated by the relative distribu-

ion of at-risk women observed in our
enter over a 6 year epoch (mid-2003 to
id-2009); 1798 hotline calls were re-

eived, compared with 1885 at-risk
omen identified via antepartum and
ostpartum screening.
It is noteworthy that some of the bar-

iers to mental health treatment among

th treatment engagement as cited by
Example

.........................................................................................................................

“Mainly it was just time. Who needs 1 more
more thing to do?”

.........................................................................................................................

“It was a quick period of time before I had t
circumstances were changing and I was get
places.”

.........................................................................................................................

“I do have the name of someone who takes
not go see them though. By the time that I g
straightened out . . . I was feeling much bet

.........................................................................................................................

.........................................................................................................................

“[The] hotline gave me the name of 3 psych
all 3. One said they were on vacation . . .
called me back and said, ‘Well I’m not taki
so I can’t see you.’ And the third doctor
said, ‘I can’t see you for 2 weeks.’”

.........................................................................................................................

“The first [psychiatrist], who was supposedl
renowned of the 3, never did call back.”

.........................................................................................................................

.........................................................................................................................

“I just wasn’t looking for something long ter
just needed a quick fix.”

.........................................................................................................................

“We just didn’t click.”
.........................................................................................................................

“We played phone tag for about a week and
way, between the 2 of us.”

.........................................................................................................................

.........................................................................................................................

“Well, the doctor was very, very easy to talk
gave me a lot of her time on the phone. And
wish that we had more money and I could h
could afford see her and talk to her . . . I
they didn’t take my insurance.”

.........................................................................................................................

“I didn’t follow up afterward because there
location that was offered to me.”

.........................................................................................................................

id not engage in treatment. Percentages do not total 100 becaus

ents at risk for depression. Am J Obstet Gynecol 2010.
erinatal women identified by previous t

MARCH 2010 Americ
tudies were not cited by women in our
tudy. Some of the most common pa-
ient-level barriers denoted in the exist-
ng literature include patients’ perceived
tigma preventing acceptance of a post-
artum depression diagnosis or treat-
ent,16,25-35 misconceptions or lack of

nowledge about postpartum depres-
ion,16,27-30,32,36-38 and aversion to men-
al health care13,16, 25,29-32,35 or pharma-
otherapy.29,30,35,36,39 Yet none of these
arriers were cited by the women who
articipated in our study in response to
irect questioning. This difference may
e a consequence of the provider and pa-

erinatal women
Subjects citing, %a

..................................................................................................................

son to call and 1 25

..................................................................................................................

baby and before
support in other

25

..................................................................................................................

insurance. I did
ll that

13

..................................................................................................................

..................................................................................................................

ists and I called
1 of the doctors

any new patients
ed me back and

56

..................................................................................................................

e most 25

..................................................................................................................

..................................................................................................................

ike [counseling]. I 31

..................................................................................................................

31
..................................................................................................................

lf let’s put it that 31

..................................................................................................................

..................................................................................................................

Like I said, she
t was great. I
seen her, I

as annoying that

56

..................................................................................................................

n’t a convenient 19

..................................................................................................................

multiple barriers cited by some participants and omission
eal p

......... .........

per

......... .........

hat
ting

......... .........

my
ot a

ter.”
......... .........

......... .........

iatr
and
ng
call

......... .........

y th

......... .........

......... .........

m l

......... .........

t
......... .........

ha

......... .........

......... .........

to.
tha

ave
t w

......... .........

was

......... .........

but d e of
ient education inherent in the CHAP-
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RONE program and the universal, nor-
alized nature of perinatal depression

creening promoted by the program.
Despite the reduction of the specific

arriers noted in previous text, universal
creening followed by care facilitation as
urrently implemented under CHAP-
RONE is clearly not sufficient to ensure

hat the majority of at-risk women re-
eive the mental health care they need.
urther research focused on testing vari-
tions in the phone evaluation and triage
ethodology is required.
Possible strategies to be tested include

ltering the script used by care facilita-
ors to specifically encourage referral fol-
ow-through, direct facilitation of the re-
erral process (making the appointment
or the patient), or implementation of
ollow-up care facilitator contact at spec-
fied intervals to identify and help ame-
iorate barriers to care. Strategies to ad-
ress provider-level barriers might

nclude conducting focus groups of
ental health providers to determine

elative awareness of these barriers fol-
owed by education sessions of the
reater community mental health pro-
ider network regarding potential solu-
ions. Systems-level barriers should be
ddressed via advocating for better men-
al health coverage for pregnant women
nd proposing better training models for
erinatal mental health to increase the
upply of properly prepared providers in
he community. Such strategies should
e deployed sequentially and tested
rospectively. f
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