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Embedded Maternal Mental Health Care in a Pediatric Primary
Care Clinic: A Qualitative Exploration of Mothers’ Experiences
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Castro, PsyD, Shay Steinberg, LCSW, Melissa Nau, MD, E. Hayes Bakken, MD, Melanie
Thomas, MD, MS", Amy L. Beck, MD, MPH"

Department of Psychiatry (CA Young, A Ballinger, G Castro, S Steinberg, M Nau, and M
Thomas), University of California San Francisco, San Francisco, Calif; and Department of
Pediatrics (H Burnett, EH Bakken, and AL Beck), University of California San Francisco, San
Francisco, Calif. Dr Bakken is current with the Department of Pediatrics at Oregon Health and
Sciences University.

Abstract

Objective: The American Academy of Pediatrics recommends screening parents for postpartum
depression during pediatric primary care visits. Unfortunately, many women who screen positive
do not obtain treatment. Providing mental health services for women in the same location as their
children’s primary care may facilitate treatment, but few such clinics exist. We designed a
qualitative study to evaluate women’s perceptions and experiences with receiving mental health
services from psychiatrists embedded in a safety-net pediatric primary care clinic.

Methods: Semistructured interviews were conducted with women receiving mental health care
from embedded psychiatrists in a safety-net pediatric clinic. Data were analyzed using an
inductive approach.

Results: Twenty women participated. Five major themes emerged: 1) barriers to maternal mental
health care, including psychiatric symptoms impairing access, stigma, and fear of Child Protective
Services; 2) benefits of embedded care, including convenience, low barrier to entry and trust; 3)
motherhood as facilitator to care, with early motherhood described as a time of vulnerability to
relapse; 4) focus on parenting, including appreciation for parenting skills and normalization of the
mothering experience; 5) treatment modality preferences, including concerns about medications
and a preference for psychotherapy.

Conclusions: Postpartum women face many barriers to psychiatric care. Mental health care
embedded within the pediatric setting lowers barriers to care during this critical period. These
insights should inform further collaboration between adult psychiatrists and pediatric care
providers.

Address correspondence to Amy L. Beck MD, MPH, Department of Pediatrics, UCSF, 550 16th St, San Francisco, CA 94158
(amy.beck@ucsf.edu).
Co-last authors.

The authors have no conflicts of interest to disclose.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Young et al.

Keywords

Page 2

behavioral health; health services; maternal child health; postpartum depression; primary care

pediatrics

Defined as depression onset within 1 year after child-birth, postpartum depression (PPD)
affects 12% of all mothers and negatively impacts children’s health and development.1:2
Children of depressed mothers are less likely to be breastfed, more likely to require
nonroutine pediatric visits during the first year of life, and have decreased odds of attending
routine well child visits and receiving scheduled vaccinations in the first 3 years of life.3->
Maternal depression can impact attachment and bonding with potential adverse
consequences for infant cognitive, social, and emotional development.6.7 Poverty, low social
support, and racial/ethnic minority status are associated with increased risk of maternal
depressive symptoms.8:

Depression is treatable with medications and/or psychotherapy.19 Remission of the mother’s
depression has been associated with improvements in child measures of psychiatric
symptoms and problematic behaviors.11:12 Because of the risks associated with untreated
maternal depression and the benefits of intervention, the American Academy of Pediatrics
recommends that all mothers receive screening for depression regularly until 6 months
postpartum.® Similar recommendations have been endorsed by the United States Preventive
Services Task Force and the Centers for Medicare and Medicaid.10-12 The recommendations
do not identify a preferred screening method, but the Edinburgh Postnatal Depression Scale
(EPDS) and the Patient Health Questionnaire are commonly employed.14

Despite such recommendations, rates of identification and treatment of PPD remain low,
with one review estimating only 3% of all women with PPD reach symptom remission.1®
Detection and treatment of mental illness are particularly low among racial/ethnic minority
individuals.1® One method of addressing this service gap involves embedding mental health
services into primary care settings. Evidence for this type of model is strongest within
family medicine, obstetrics or gynecology, and family health centers, with limited data for
pediatric primary care.1417-19 The majority of programs targeting PPD consist of screening,
psychoeducation, and referral either to a clinic social worker or adult care provider off-site,
and do not directly involve a psychiatrist, but reviews suggest that such models are
insufficient to cause meaningful improvements in outcomes.1”:19 One significant flaw with
such models is that referral to off-site mental health practitioners results in significant
attrition. For example, a retrospective chart review found that of women bringing infants for
a 2-month well child checkup who screened positive for depression and were referred for
mental health services, only 12% actually obtained such services.20

An innovative solution is integrating adult psychiatric services into the pediatric setting,
which is best described as either embedded or co-located care. Of note, such a model is
particularly suited for a clinic that serves women at high risk for mental health issues, who
require such specialized psychiatric care. One exploratory study of this type of model
demonstrated improvements in child health outcomes compared to outcomes for older
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siblings from the same mother when she was not receiving on-site mental health support,
though the sample size was small and the study design had limitations.?!

The Kempe Behavioral Health Partnership (KBHP) was created in 2012 at the Zuckerberg
San Francisco General Hospital (ZSFG), a safety net academic institution serving a low-
income, publicly insured, population that is racially and ethnically diverse. KBHP is
embedded in a half-day per week pediatric primary care clinic called the Kempe Clinic that
is staffed by pediatric residents and attendings. KBHP provides mothers of Kempe Clinic
patients with enhanced support from a multidisciplinary team that includes a psychologist
specializing in infant mental health, 2 social workers trained in parent support, a domestic
violence counselor, and 2 adult psychiatrists specializing in women’s mental health. All
women receiving care from the adult psychiatrists are publicly insured through Medicaid or
a San Francisco-sponsored health plan and the funding for the psychiatrists’ time comes
from a private foundation grant. The Kempe Clinic accepts referrals of families with social
risk factors including maternal mental health disorders, maternal substance use, child
protective services involvement, intimate partner violence, and young parental age. These
referrals come from other ZSFG primary care clinics, the neonatal intensive care unit and
well baby nursery, and other community clinics. Given this referral system, the prevalence of
mental illness in the clinic is higher than it would be in a comparable general pediatrics
clinic at the same hospital. To our knowledge, this type of embedded, intergenerational
model of care within primary care pediatrics has been described in the literature only once
before.2! No studies to date have attempted to understand women’s perspectives on
receiving mental health services in this type of setting. To that end, we used qualitative
methodology to assess women’s perceptions of and experiences with receiving services from
an adult psychiatrist embedded within a pediatric primary care clinic.

Clinic Design

At each well child visit in the Kempe Clinic, all women with children under 1 year complete
the EPDS to screen for PPD. The EPDS is a 10-item self-report scale widely used to screen
for PPD in the outpatient setting, which has subsequently been validated for use in any
woman with children.22 The questionnaire asks about depression, anxiety, and thoughts of
self-harm. A score of 10 or greater was considered a positive screen, as is customary in such
screening programs.1” The EPDS is provided by medical assistants, filled out via self-report,
and reviewed by the pediatrician or social worker.

At the first pediatric visit in the Kempe Clinic, every family is assigned to a clinic social
worker or psychologist. Women are additionally encouraged to meet with the adult
psychiatrist if the EPDS is elevated or if there is current use of psychotropic medications or
a history of serious mental illness. The multidisciplinary team works together to create an
individualized plan for each parent-child dyad based on their needs and preferences.
Appointments are scheduled in such a way that any women agreeing to psychiatric
evaluation are nearly always seen for psychiatric intake on the same day as their child’s
pediatric clinic visit.
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After the initial meeting with the adult psychiatrist, women can follow-up during their
child’s next pediatric visit or schedule a follow-up outside of a pediatric appointment for an
unlimited number of appointments at a frequency that is mutually agreeable. Intakes with the
psychiatrist generally last about 20-45 minutes and follow-ups range from 10 to 40 minutes.
Women are offered psychotropic medications, if indicated, and time-limited, supportive
therapy. Women and children may also be referred to other ZSFG services or community
partners for specialized or intensive therapy (eg, infant-parent psychotherapy, child-parent
psychotherapy, or trauma-focused therapy). All of the clinic providers, including the adult
psychiatrists, discuss patient care in a multidisciplinary huddle prior to each weekly clinic.

Study Eligibility and Recruitment

All English and Spanish-speaking women who completed an intake and 1 follow-up visit
with an adult psychiatrist in KBHP were eligible to participate in the semistructured
interview. Since its inception in 2012 until the time study enrollment closed, KBHP served
89 women. Of these, 64 (72%) of women had completed at least 1 follow-up visit and were
therefore eligible for study participation. Participants were contacted in waves, prioritizing
those who had been seen in clinic more recently, until thematic saturation was reached (no
new themes emerging).23 Monolingual Spanish speakers were prioritized toward the end of
the project in order to increase the number of Spanish-speaking participants to be more
reflective of clinic demographics.

Participants were recruited by a member of the study team during a regularly scheduled
clinic visit or via phone by a research assistant if they had no upcoming appointment. If a
participant was unable to attend an in-person interview, the research assistants offered a
telephone interview. Informed consent was obtained by a member of the study team at the
time of recruitment or just prior to the interview. The study was approved by the University
of California, San Francisco Institutional Review Board and a representative at ZSFG.

Study Procedures

The interview guide was developed by the research team, including 3 general pediatricians,
3 psychiatrists, and 1 psychologist, all with direct clinical experience working in this clinic
or similar settings. Participants were asked about their relationship with their child,
facilitators, and barriers to psychiatric care, the pros and cons of receiving psychiatric care
during their child’s pediatric visits, how mental health services had impacted their
experience as a mother, their experiences with the clinic psychiatrist, and suggestions to
improve the clinic (see Table 1 for a summary of specific prompts). The interviewers
prefaced the interviews by asking mothers to specifically focus on their experiences
receiving care from the adult psychiatrist. The interview guide was translated into Spanish
by a member of the research team (G.C.), who is a native Spanish speaker. Per common
practice in inductive methodology, we reviewed the first 5 interviews in detail after they
were completed and made appropriate revisions to the interview guide to systematically
explore emergent themes. In this revision, we added questions related to the experience of
being referred to the clinic psychiatrist, skills or tools gained through participation in the
clinic, and participant attitudes toward psychotropic medications. Sociodemographic data
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and diagnoses were collected from the participants’ medical charts. Race/ethnicity was
assessed during the clinical intake interview based on patient self-report.

Interviews were conducted in a private room in the hospital or over the phone and averaged
41 minutes (range 15-84 minutes). Four research assistants (RA), each of whom had
undergone training sessions with the primary author, completed the interviews separately.
Two bilingual RAs completed the interviews in Spanish. RAs, who had variable levels of
experience in qualitative research methodology, were trained to conduct the semi-structured
interviews by the first author (C.Y.), under direction of co-last author A.L.B., who is an
experienced qualitative researcher. The RAs were trained to use the interview guide, but also
to ask appropriate follow-up questions as needed for clarification and depth. All interviews
were reviewed by the first author and feedback was given to RAs about interviewing
techniques. A subset of interviews was reviewed by co-last author A.L.B. for the same
purpose. Interviews were audiotaped and subsequently transcribed for analysis. Spanish
interviews were transcribed and translated to English via an interpretation service.
Participants received a $50 Target gift card as compensation.

Data Analysis

Results

Descriptive statistics were used to summarize the demographic data. The manuscripts were
analyzed using a general inductive approach.2* Atlas.ti software was used to assist with
coding. Two researchers (C.Y. and H.B.) read each manuscript to identify discrete codes and
emergent themes relevant to the study objectives along with illustrative quotes. Coders met
regularly through this process to compare codes, themes and quotes. Differences were
resolved through discussion and consensus. As new themes emerged, previous transcripts
were read and recoded. A group of co-authors met regularly to read a smaller selection of
transcripts. Four authors (A.L.B., H.B., M.T., and C.Y.) then met to discuss and finalize the
themes. After the coding scheme was finalized, the authors examined the themes and
representative quotes to see if there were any major differences between English and
Spanish-speaking participants. For data reporting for this manuscript, we selected the most
representative quotes for each theme. Authors C.Y. and H.B., who completed the coding,
were involved in patient care as psychiatrist and pediatrician, respectively, for a subset of
participants. The RAs conducting the interviews were not involved in patient care or clinic
procedures.

We conducted 20 interviews between December 2017 and October 2018. Six participants
were monolingual Spanish speakers. Participant ages ranged from 25 to 49 years (Table 2).
Initial intake with the adult psychiatrist had occurred between March 2013 and May 2018.
Nearly half of participants were active patients at the time of interview (ie, intending to
attend upcoming follow-up appointment with clinic psychiatrist), while the other half had
ceased receiving care for various reasons (eg, symptoms remitted, no longer interested in
using psychotropic medications, receiving mental health or pediatric services elsewhere,
moved out of the area). We identified 5 primary themes and 12 subthemes related to
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participants’ experiences of receiving psychiatric care at their child’s pediatric clinic, as
described below. Representative quotes are presented in Table 3.

Barriers to Maternal Mental Health Care

Participants identified a variety of barriers to addressing their own mental health needs.
These barriers included their own psychiatric symptoms limiting consistent appointment
attendance, awareness of stigma against those with mental health issues, and fear of
retribution from Child Protective Services if identified as struggling with a mental health
disorder.

Benefits of the Embedded Model

The participants described a number of benefits of the embedded model. Many participants
mentioned the convenience of having their psychiatrist present at the same location where
their children receive care so they could meet their own needs and their child’s needs
simultaneously. They voiced appreciation that the psychiatrist was readily available and that
services were proactively offered rather than needing to seek out a provider in the
community. Participants noted that they had developed trust in the clinic as a whole because
their children had received good care there and this had facilitated their acceptance of the
offered services.

Motherhood as a Facilitator to Psychiatric Care

Participants identified early motherhood as a stressful period in which they felt vulnerable to
psychiatric decompensation including a recurrence of depressive symptoms or a relapse in
substance use. They also credited the psychiatrist with helping them recognize the
interconnectedness of their own mental health with their children’s wellbeing.

Focus on Parenting

Participants expressed appreciation for the psychiatrist teaching concrete skills to manage
the emotional challenges of being a parent and normalizing the experience of parenting.

Treatment Modality Preferences

Participants expressed concerns about using psychotropic medications specifically because
of their roles as mothers (eg, contamination of breast milk and sedation interfering with
parental duties) and expressed a desire for greater access to psychotherapy, potentially
through the addition of a clinic therapist who could provide long-term, intensive therapy
rather than time-limited, supportive therapy that is currently offered by the embedded
psychiatrist. Of note, this theme was exclusively seen in English-speaking participants,
representing the only difference noted in the subgroup analysis by language.

Discussion and Conclusions

Our study is the first to assess the experiences and perceptions of women receiving mental
health services from an adult psychiatrist embedded in their child’s primary care pediatrics
clinic. Our findings demonstrate that participants found this model to be acceptable,
convenient, and beneficial. Our study suggests that an embedded care model facilitated
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access to care for women with PPD and other mental health conditions, who may not have
otherwise sought psychiatric care due to the burden of their mental health symptoms, the
logistical challenges of attending visits for their own care, mental health stigma or fears of
Child Protective Services. Such barriers have been described previously in qualitative studies
and large surveys.25-29

In our study, participants noted that trusting the clinic staff and recognizing the
interconnectedness of their mental health and child’s wellbeing were 2 primary factors
potentially facilitating their acceptance of psychiatric services. Two prior qualitative studies
similarly documented perspectives that the pediatric practice is an appropriate place to
discuss mental health concerns and that women understand the interconnectedness of
mothers’ and infants’ well-being.28:27 We identified a related theme of the postpartum
period as a particularly vulnerable time for women, thus emphasizing the importance of
providing easily accessible mental health services during this critical period in the location
where mothers of young children most frequently contact the health care system.18

Participants spoke enthusiastically about the opportunity to receive mental health services
from an adult psychiatrist in the same place where their children receive care, consistently
noting convenience and low barrier to entry as important benefits. This suggests that making
psychiatric care easily accessible may be key to acceptance of services by new mothers. One
review of 8 programs designed to identify and manage PPD in primary care settings
identified the ability to provide the majority of care within the screening practice as 1 of 2
factors that appear to differentiate successful and unsuccessful programs.1’

Our participants also appreciated the focus on the parent-child relationship, specifically that
the psychiatrist provided feedback about parenting, taught concrete parenting skills, and
normalized the challenges of mothering. In the KBPH model, the emphasis on parenting is
enhanced by the embedded model, which allows the psychiatrist to observe the mother and
baby interacting and to work collaboratively with the pediatrician. A preliminary study of a
similar model with an embedded adult psychiatrist in pediatrics showed that participants
found the model acceptable based on good retention and follow-up, with half of the women
seen by the psychiatrists 4 or more times in 6 months.2!

Participants’ primary suggestion for how to improve the clinic involved more availability of
therapy and less focus on medications. This is consistent with a review of qualitative work
about barriers and facilitators to seeking care for PPD, which identified frequent concerns
about psychotropic medications among breastfeeding women and noted that the most
desired treatment was talk therapy.39 While the KBHP psychiatrists offer brief, time-limited
therapy, they are not able to offer the long-term, intensive therapy. As noted, monolingual
Spanish-speaking participants did not discuss this theme. We cannot conclude from our data
whether monolingual Spanish-speaking participants do not share this preference for talk
therapy, or whether they did not feel comfortable offering critiques of the clinic. Regardless,
in future iterations of the KBHP model, enhanced psychotherapy services could be provided
by trained peer supports, clinical social workers, mental health nurses, or adult
psychologists. Alternatively such services could be offered in the form of group therapy.3!
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Our study design has several limitations. Only women who returned for at least 1 follow-up
visit with a psychiatrist were eligible to participate, thereby limiting our sample to women
more likely to report positive experiences and perceptions. In addition, while the interview
focused on services received from the psychiatrist, participants’ comments may have been
influenced by their interactions with other providers in the clinic. A subset of participants
were current patients of the authors C.Y. or H.B., who conducted the coding, which may
have biased participants toward responding positively in the interview. However, the RAs
conducting the interviews were not affiliated with the clinic and efforts were made to
encourage women to provide unbiased feedback by emphasizing that the information would
be used to improve clinic services. Furthermore, our study is constrained by a small sample
size in a single geographic location in which universal insurance access is provided through
a county-sponsored program, thereby limiting generalizability.

The model itself has several limitations. First, our clinic is unique in being a referral site for
children of women with identified behavioral health concerns, resulting in enrichment of
mental illness in our maternal population. This exact model may not be as beneficial or
feasible in clinics with a lower prevalence of such concerns. Second, this model was grant-
funded, obviating the need to seek reimbursement from insurance companies. Each
individual clinic would need to determine how to fund such a model. According to a review
published in 2016, no data were available on reimbursement strategies for PPD programs in
pediatric settings.14

Cost-effectiveness analyses of this particular model have not been conducted. Collaborative
care or stepped care models, which are commonly employed in adult primary care settings to
manage behavioral health conditions, may be more cost effective and could be equally or
more efficacious.18 In collaborative care models, a depression care manager serves as the
patient’s primary contact, monitoring outcomes, following up between visits, and
collaborating with the primary care provider, while a psychiatrist performs panel
management and only sees complex cases in person. In stepped care, different levels of care
are administered based on severity. Realistically, nonphysicians could perform a majority of
the services currently offered by the embedded adult psychiatrists in our clinic. For example,
in maternal and child health clinics in Finland, short courses of cognitive behavioral therapy
and treatment with antidepressant medications delivered by an experienced mental health
nurse showed promise, with 50% of participants achieving symptom resolution in 1 or 2
sessions.3! As the health care system increasingly emphasizes value-based care, the costs
associated with this type of model may in fact be justified given the high morbidity and
mortality associated with PPD and its impacts on child development. Associated societal
costs were recently estimated at $35,000 for each untreated perinatal mood and anxiety
disorder per mother-child pair, or $2.4 billion in California in 2017.32

Despite these limitations, there are several implications of our results. Namely, women
reported positive experiences with and perceptions of working with the embedded
psychiatrist, citing convenience and trust as important benefits that broke down barriers to
care. We believe that our study validates continued exploration of this innovative model of
care, likely with modifications to rely more on nonphysician providers, to reach women in
safety net settings who may be both at increased risk for PPD and also less likely to have
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their symptoms recognized or adequately treated. While more research on such approaches

is

needed, this study represents an important step toward understanding benefits of

integrating maternal mental health care into pediatric settings.
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What’s New

Embedding adult psychiatrists into a primary care pediatrics clinic represents a novel
approach to treating maternal psychiatric disorders. This study demonstrates that mothers
found this embedded care model to be acceptable, convenient and beneficial.
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Table 2.

Demographics of Participants

Demographic Characteristic Number of Patients (%)

Language
English (monolingual) 9 (45)
Spanish and English (bilingual) 5 (25)
Spanish (monolingual) 6 (30)
Race/Ethnicity
Non-Hispanic White 4 (20)
Hispanic White 12 (60)
Black 3 (15)
Mixed 1(5)
Primary diagnosis
Adjustment disorder 1(5)
Anxiety 1(5)
Bipolar 1(5)
Major depressive disorder 16 (80)
Post-traumatic stress disorder 1(5)
Active *patient
Yes 9 (45)
No 11 (55)

*
As defined by intent to attend a future appointment with a KBHP clinic psychiatrist.

Acad Pediatr. Author manuscript; available in PMC 2020 November 01.

Page 13



Page 14

Young et al.

« OUljg9)
Sem | Jeym asfa auoAue [/} 3, uplp | “BUIjaa) 18yl JOf PIIOM 3y Ul U0SIad 1SIOM auyi axif 1) | 85neaaq Jaifal biq & sem Jey] , [euLiou s, jeyi pue Aqeq e
Buiney 1aye jeyy ybnoy) o6 uawion, ‘1euwou s, eyl pres [IsLieiyofsd ay 1 ] 4oy moayy oy juem jsni | a18um sawilj ate a4alyl 1nq ‘i1 buijady 104 buoim os 133y |,

. onued Aw ‘1eay Aw asof 01 ‘wied

210U 3G 0} UIB3] AW Paayay sey )1 “* Aqeq ayl Yim pue JjasAw yim Juatied aq oy si asja bulyiAue uey ajow si a1y Jybne) uaaq saeyiad arey | 1S a1,

.. 1001 18U 9ARY 0] [nyajeif 1snf Sem | nis AZed aLios op pue op 01 Jeym Mouy J0U PUB IN0 PISSaLS Ajfeal Sem | aiaym

Jutod sy o} spuel Aw o 18y aAgY 1, uplp | 8sneaaq Jeall sem Jel ‘1o i A1 18y 18] pue qLio 1ay uil 4ay ind isnf oy BuiAid s,ays usym Jeyi aw |1} pip ays,,

.. PO0B SeM J] c1a1ybnep A Jo a.18d axe] Ajenioe o} 9/qe aq 0} bulob | Wwe Moy udly] J1asAl Jo 8183 axe] J,ued [ §f "l Jnoqe jsnl’

JOU S, 31 18y} [pazi-feal [] — pasu | ey} BulyiAue s, a1y 41 aw Buiyse al Aayy usym uay inq ‘1apybnep Aw Jo aed burye) 1snl w, | a1 S, 31 ‘awed Jsity | Udym,,
o UMOP 31q 3J331] & BUIjad) Wi, | Usym ‘ssanb | ‘1 S|aaf JO puLy 8y 0S ‘aul 0} PayIele Ajfea. s,ay ‘Jjam " pautes] i, | jaW.,

v A2812 ] usem | ‘0N, Aes pue aw Bny pinom Asyl puy/ ,¢éow

1n0qe aled Aay pInom Aym AemAue Azeld Apealfe w, |, ‘848 1, upip | pue ‘00} ‘pueqsny Aw pue ‘waljj Je Wealas pinom | ‘siopbnep Aw burjeajsiu Sem | ==
UBIpJIYo Aw 10§ wow poob e aq 3, upjnom | ‘JSLIBIYIASA B yiim aoUBISISSe [BaIpau 188 07 aWI0I aAeY J,UPJnom | pue ‘saebau Bulaq panuiuod | Ji ‘asnesdg,,

o« SYI] AW Ul 3/I] 0] PBY | 39USLISAXS JINILIP ISOLU SU] PUE SSLIOS JSFIIU U] JO U0 SeM I JBl} YUll}

| “108dse [pa1bojoyaAsd ayp ui jof e aw padjaly Asl L Aqeq ainewald e sem ays asneasq yriq [s,Aqeq Awj burinp o) e sw padjay sey a1uifo ayi eyl Yulyi |,
« 1 IN0qGe XIE1 1, UpIp | 41 pausddey aney pinoa

JBYM Jnoge ulyl 01 JUBM UdAS J,uop | ‘ulebe [sOnip] Buisn paLiels aney pinod | *** UoISsaldap e 0} paf aney pinod i ‘{swoidwAs Awj inoqe axods ianau | 41,

aoualIadxa
Busylow
Buizijewou 1s1rRIYIASH

SHSIA oureIYdAsd
Burinp paured s|jiys bunuated

Bunuased uo snooS (¥

Buiuonouny s, pjiyo
pue yesy |ejusw s, ayiow
U88MIB( SSBUPaIIBUL0DIBIUI

10 uonezifeay

pooyJlayiow Aptes Burinp
uonesuadwodap ourelydAsd
01 A)1[10eIBUINA pasealou|

a.1ed oL1e1YdAsd 0] Jojell|1oes se pooyayloN (€

L WL} Jo e Jo 1d32u02 poob e aney | “siapybnep

AL Ud8S aABLY OYM SI01I0P dl] LOIY 10 ‘SUOAUR Lo A3 [IN3 AUB PaNIaIal 1, UsARY | ‘aJay puYy ** 843l JUSLLILaI] ay] O] ‘aJaly BuLod 0] pajdepe we |,

.. '00] 822 1231l 196 0]

Burob a1,noA 0s ‘2182 Jea.lb BuIieb St pry JNoA Y| S, 1] 3|qeLIOjLI0d (98] ADEAI[E NOA 819UM AISYMBLLIOS S,1f LB | JBYM MOUY NOA “JSoulfe Ajiwef ayif S, i,

L. 'SUOREIIPAL
auy1 au anilb pInom ays Jely 10190p Aw aq o} buiol sem ays pies [1sLiIeIyaAsd ayi] ‘0S ‘a1dl) al 89S 0] UOSIOS PAILEM [ J1 BLU PASE aYS ‘0S “alowAue

A 885 1, UpIN0I ays Jey} Jnq ‘auo aAey PIp | 48y plo} | 0S pue ‘ISLIEIYIASd © pey | 41 aW PaySe J0Ja0p S,U0S Aw pue JuswiuIodde s,uos A o} JUsm | jam,,
o BuIAul Jo pury pue JusIuaALIoI

SeM aL pax(se APogaLLos Jeyl Jog) 8yl Inqg ajay 104 XSe 1,UOM [ ‘Sl JO JOf & 8Sneadq — JO peajsul JI IN0qe al payoroldde ApogaLos ey} iU sem jf,,

L OUI0SaME S, 31 Uyl | “weibold st} ybnoayy ajay 41asAw buiab Ajenioe w, | ‘siusuiguiodde ,spry ayp Je w, | sjiym,,
L B} awes ayy Je Juauiuiodde ayy op pInod Aayj eyl 0s ‘Ageq syl yum
auwra | awin A1a/a Jeyj 1oy plo} | 0S Aqeq auyl Yim awed | Usym 1831aq Sem Ji 1 10 18y yim Juswiputodde ue axew o pajuem | 41 auw payse [istieryofsad ayy J,

«.CUBY) op BULIOL NOA a1 Jeyp ‘noA woiy Aeme [pliys 1noA] axel euuol a., Ay
UL pue auldIPaLL JO SLIOS [fe NoA anb euuob a., A3y pue dn noA 320] euuol a.,Aay1 mou Juybii a1 noA ayif Azelo Bunoe aay ur 06 noA 4y, ‘auwl |13} pjnom
oY " UBY] PUY ,, AZ8ID JOU 81,N0A (ISIIIRIYIASA & 985 06 0] padu NoA op Aypp,, ‘x| Sem ay pue “* aai0dans AIan 1, usem awiy ayj Je Jayie) S, uos AW,

voc W P3BU NOA ‘3582 INOA Uf AJ11BSS398U ISLIFBIYIASA © pasdu 3/doad Azeia AJuo JON, ‘au pjoi [18X10M [8190S ayi] puy/ , i padu 1, uop | Azeid
Jou w, [, ‘bnoyy | puyy Azeid ale 1sLieIyofsd e oy ob oym asoy) Aipunod ino ul ‘asnessq [is1ielyaAsd e aas pinoys [] ey 1deaoe oy aw 1of Jnatyip sem jf,,

. Saleu
noy-anty ‘axif ‘axel | deu Aep-J[e eyl pasu |+ awin} deu Aw punoJe JybLl W 83 01 Sa)if YS Ajjensn asneaaq ‘sjusuiuiodde uwep ayy o1 buriab isnr,,

s1apiaoJd 91u1jo Ut IsniL

Anus 0} JaLleg Mo

S9JIAIBS

pappaqua JO 82UBIUBAUOD
[3pow pappaqua Jo siyauag (z

S9JINIBS

3AI399J0Id PIIYD O Jead

ewibns yyeay ewsiN

aJed $$329e 01 Aijige Buriredwi
swioydwAs oureIydAsd

210 U)[eay |ejusw [eulslew o) sisieg (T

$10n0 aupyIgNS auwey L
sa10nQ) aAIeIuesSalday pue ‘sawayigns ‘sawayl Jolein
€ 91qeL
Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Acad Pediatr. Author manuscript; available in PMC 2020 November 01.



Page 15

Young et al.

.. UOIJI3ULI0D 3S0[9 B AR PINnod A3y} a13um 0} [1sLielyaAsd auyi] oy ur paiy sem eyl JSIdelay] e Sem a1ay] 41 [003 8q plnom jf,,
.. 1D3YSNI 0S 1] SEM JI ‘ISLIIBIYIASA 3y} MES | UYM — axif 1934 ISl
1 ‘7241 31] BulyIawios 10 4noy ue 03 SaINUILL Gy aXIf S, 31 1S1aeiay] e 03 06 noA uaym ax17 ‘auill Ybnousa 1, usem a.ayj pue ‘11oys ind SAemye Sem i ayif 3|4 1,

1 0P 1,UBd | SOBNIP U0 3G 1,UBd | 0S JUBIRA B LW, [ 0S PIY B aARY | 95neadq *** pool w, | 'sjj1d paau J,uop |,
L BuIsinu w, 1 snjd puyy “feandsys Jo pury we | Ing ‘sssnb [ ‘aq J,upjnoys | ‘uesL | “auIapaL Jo puLy 1By} JO SNOINIASNS Jo puly W, f,,

o DANBI3] 311 B 3|3 | , ‘0P O Jym Moy [{IM A3y} 10 alpurel 01 Ases 1aadns aq pue [ding] o Buiob 1, uaJe saiqeq ayj [1e 8xif Jou S,1f 00} Aqeq
a1 10j MU [[e S, ] “uaddey urd Jey | ‘fewiiou S,jf, ‘aw Bull|a) Sem JSLIFBIYIASA ayj pue uos Aw yum uo Buiob sem jeyi Bulyifiana jnoqge bulyyel a1om W,
oo RULIOU A128)490 S, 38U L, ‘9XIf 8L PO} YS PUY , AQEQq B 5,8y ‘91T ;0P 01 JByM MOy J,U0p | 8Xif [98) O} L 10J [BLLIOU SIY] Sf, ‘axif Isnf SEm | puvs,,

Adesayy
0} $S809€ I8)ealb 10) doUBI8YaId

suoleoIpaw
oureIyaAsd Jnoge suIsouo)

seouasagald Anepow JuswieasL (g

sa10nd

sweygns sweyL

Author Manuscript Author Manuscript Author Manuscript

Author Manuscript

Acad Pediatr. Author manuscript; available in PMC 2020 November 01.



	Abstract
	Methods
	Clinic Design
	Study Eligibility and Recruitment
	Study Procedures
	Data Analysis

	Results
	Barriers to Maternal Mental Health Care
	Benefits of the Embedded Model
	Motherhood as a Facilitator to Psychiatric Care
	Focus on Parenting
	Treatment Modality Preferences

	Discussion and Conclusions
	References
	Table 1.
	Table 2.
	Table 3.



