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ABSTRACT

Background: Untreated perinatal depression
is a significant public health issue that dispro-
portionately affects low-income black women
and may lead to higher maternal mortality rates
and disparate birth outcomes. Despite the
growing literature documenting prevalence and
risk for perinatal depression among black
women, our knowledge of patient preferences
of mental health interventions in obstetrical
(OB) settings among this population is limited.
This study explored mental health treatment
preferences among black pregnant and postpar-
tum women in an urban OB practice, serving
predominantly black women with public
insurance.

Subjects and Method: We employed a quali-
tative approach to examine Black perinatal
women’s mental health preferences in an OB
setting. The study sample consisted of 14 peri-
natal women at an urban obstetrics practice in
Washington, DC. Semi-structured interviews
were conducted to gain insight into their emo-
tional experiences during pregnancy and post-
partum, and to obtain patient recommenda-
tions for mental health interventions within an
obstetrics setting. Patient interviews were
audio-recorded, transcribed, and analyzed by
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two coders using inductive thematic analysis
and consensus procedures.

Results: Participants reported several general
content themes: provider- patient relationship
and intervention topic feedback. Within the
overall content theme of provider-patient rela-
tionship, black women noted differences in
their overall levels of comfort in discussing
stress and mental health issues. Subthemes of
authentic connection and perceived stigma
emerged. Relevant subthemes on intervention
topic preferences discussed content, modality,
and logistics.

Conclusion: Our findings support the import-
ance of offering integrative, culturally compe-
tent, and accessible mental health interventions
in order to prevent and treat perinatal depress-
ion among low-income black women in OB
settings.
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BACKGROUND

Depression in the perinatal period (from
pregnancy through the first postpartum
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year) is highly prevalent and carries adverse
consequences for mothers, infants, and
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families. Although one in seven women
suffer from perinatal depression, the risks
of perinatal depression and the severity of
its consequences are not evenly distributed
in the population (Gavin et al., 2005;
Goodman et al., 2013). Mothers from low-
socioeconomic backgrounds, who are dis-
proportionatelywomen of color, typically
report higher levels of depressive symptoms
than white women (Beeghly et al., 2003;
Howell et al., 2005). Black women in the
United States may be particularly impacted
by increased levels of economic hardship.
Black women experience higher rates of
psychological stressors such as trauma that
increase their risk of perinatal mental
health disorders (Seng et al., 2011). Addi-
tional layers of vulnerability, such as expo-
sure to racial discrimination, access to
fewer resources, and systemic inequities,
often intersect to create complex mental
health treatment needs among low-income
black women, making it essential to address
these factors in the context of perinatal care
in order to forestall negative outcomes for
both mothers and their children.

Despite this greater need for support
around perinatal mental health, rates of
screening and treatment are lower among
black women than white women, and this
disparity is particularly prominent among
women of lower socioeconomic status
(Geier et al., 2015; Lara-Cinisomo et al.,
2009). In addition, low-income black
women have lower rates of initiating and
continuing in mental health care than white
women, likely as a result of numerous
barriers at the systems, provider, and indi-
vidual levels (Kozhimannil et al., 2011).
While the majority of obstetrical providers
acknowledgea responsibility in recognizing
perinatal depression, there are significant
provider level barriers to screen and
provide follow-up interventions, including
the absence of systematic referral pro-
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cesses, time constraints, limited knowledge
of available resources, limitations in profes-
sional training to conduct screenings, lack
of comfort with managing depression, and a
perceived reluctance of their patients to
engage in mental health treatment (Byatt et
al., 2012). In addition, black women report
less satisfaction with healthcare, have less
trust in their providers, and perceive less
respect and acceptance from their pro-
viders, as compared withwhite women
(Armstrong et al., 2008). Further, there is a
need for providers tounderstand women’s
depression through the social context in
which they live,since many of the determi-
nants of health disparities seen among low-
income black women with depressive symp-
toms are social or contextual (Nicolaidis et
al., 2010). Research has found that develop-
ing models of prenatal care congruent with
the realities of black women’s lives can
contribute to the improvement of patient-
provider relationships and potentially
impact birth outcomes (Lori et al., 2011).
Untreated perinatal depression is a
significant public health issue that dispro-
portionately affects low-income black
women and may lead to higher maternal
mortality rates and disparate birth out-
comes (Creanga et al., 2017; Peters et al.,
2014). When left untreated, perinatal
depression may contribute to compromised
parenting and poor outcomes for children,
including impaired social-emotional func-
tioning, insecure attachment, and cognitive
and developmental delays (Beeghly et al.,
2003; Creanga et al., 2017). Despite the
growing literature documenting prevalence
and risk for perinatal depression among
black women, our knowledge of patient
preferences of mental health interventions
in obstetrical (OB) settings among this
population is limited. OB settings provide
an optimal opportunity for identification,
prevention, and treatment of perinatal
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depression, as women are more likely to
access medical care during pregnancy
(Flynn et al., 2006; Goodman et al., 2013;
Marecus, et al., 2003). During the perinatal
period, this venue is among the most
accessible in health care andcould reach a
larger proportion of women. The concept of
embedding mental health care within the
OB setting promotes a more holistic and
integrated approach, strengthening detec-
tion and access to treatment and prevention
services for perinatal depression.

Additional = research  examining
barriers and facilitators to treatment utili-
zation and intervention preferences of black
women in the peripartum period is essen-
tial in order to design and implement effec-
tive prevention and treatment efforts speci-
fically for this population. This study
explored mental health treatment prefe-
rences among black pregnant and post-
partum women in an urban OB practice,
serving predominantly black women with
publicinsurance. Specifically, we examined:
1) What are black women’s preferences for
quality provider-patient relationships? 2)
What are black women’s treatment prefe-
rences for perinatal depression?.

SUBJECTS AND METHOD

1. Study Design

This study was part of a larger investigation
of pregnant and postpartum women’s emo-
tional experiences, mental health treatment
and intervention preferences in the context
of a feasibility study to integrate mental
health services within an OB setting. We
employed a qualitative approach to exa-
mine Black perinatal women’s mental
health preferences in an OB setting. Quali-
tative methods allow for in-depth, nuanced
examination of patient preferences and give
voice to participants who have been histori-
cally underrepresented or marginalized in
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health research (Woodley and Lockard,
2016).

2. Participants and Setting

We recruited participants from an urban
OB practice that is part of a larger hospital
setting serving predominantly publicly-
insured blackwomen in Washington, DC.
All women who were pregnant or post-
partum (up to one year after birth), 18 years
of age or older, and receiving care at the OB
practice in which recruitment took place
were eligible to participate. The practice is
part of a larger tertiary care center pro-
viding care for women with varying medical
risk status. The hospital has 3,500-4,000
deliveries annually and 1,200 of these are
from women served in this practice, where
an average of 250 patients a week receive
outpatient care. The majority of health
providers (obstetricians, nurse practition-
ers, and midwives) and the social worker in
this particular setting were white,indicating
a low racial concordance between patients
and providers.

3. Study Instrument

Participants completed a brief demographic
questionnaire and two brief measures of
depressive and anxiety symptoms prior to
their interview.

The Edinburgh Postnatal Depression
Scale (EPDS; Cox et al., 1987) is a 10-item
measure that has been validated as a
depression screening measure in both pre-
natal and postpartum samples (Adouard et
al., 2005). The EPDS is increasingly used in
public health and social service programs
serving pregnant and postpartum women of
racially, ethnically, and socioeconomically
diverse backgrounds at risk for depression
(Lee-King, 2012). Items are scored on a
four-point Likert-type scale (0 to 3). A
higher score indicates higher frequency or
severity of symptoms, with total scores
ranging from o to 30. Women with a score
of 13 or greater are considered to have
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clinically significant levels of depression
(Cox et al.,1996).

The Generalized Anxiety Disorder
Scale (GAD-7) is a seven-item measure that
assess the severity of generalized anxiety
symptoms. A higher score reflects higher
levels of anxiety. Items are scored on a
four-point Likert-type scale (0 to 3). A
GAD-7 score 10 or greater is considered
indicative of generalized anxiety disorder
and scores in the 5-9 range are indicative of
mild generalized anxiety (Spitzer et al.,
2006).

4. Procedure

Participants were approached by a member
of the study team in the waiting room or
while waiting for the provider in the exami-
nation room, given information about the
study, and asked if they wanted to parti-
cipate. This team member, who is white and
has a social work background, was con-
currently beginning to work as a mental
health therapist in the practice as part of a
larger study. This present study is part of a
larger study examining pregnant and post-
partum women’s emotional experiences
and the feasibility of integrating mental
health care in an OB setting. This study was
approved by the institutional review board
at the hospital and university.

Participants were given the option to
meet with the study social worker after
their appointment for the interview or to
schedule time on a later date. Prior to each
interview, potential participants were pro-
vided with information about the study and
if they were interested in participating, they
signed a written consent document and
were provided a $30 gift card.

Participants completed the two mea-
surement scales and then completed semi-
structured interviews. Interviews were con-
ducted in person to gain insight into pati-
ents’ emotional experiences during preg-
nancy and postpartum, and to obtain
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patient recommendations for mental health
interventions within an OB setting. The
same interview guide was used with all par-
ticipants. This guide included open-ended
questions such as, “We are thinking about
offering a program at this practice, free of
charge, to help pregnant women and new
moms manage stress and worries. In it, we
would talk about common pregnancy
problems and how to manage them. Please
tell me what you would like in a program
like this?” and “If you had stressors, worries
or emotional difficulties, how comfortable
would you feel talking about these issues
with your provider?”, allowing the inter-
viewer to incorporate an inductive appro-
ach and participants to express preferences
in their own words. Topics explored in the
interview included women’s experiencesin
the OB setting, relationship and communi-
cation with providers, sources of support,
and experiences with mental health. On
average, each interview was37 minutes,
ranging from 28 to 48 minutes. All inter-
views were audio recorded.

5. Data Analysis

Descriptive statistics were conducted inIBM
SPSS Statistics (IBM Corp, 2017) for demo-
graphic information and measures of
depression and anxiety. Patient interviews
were transcribed and analyzed by two
coders using inductive thematic analysis
and consensus procedures (Braun and
Clarke, 2006). First, two codersreviewed all
transcripts and developed an initial code-
book. Next, each coder independently
coded each of the transcripts. After coding,
the researchers met to discuss discrepan-
cies and resolve disagreements.

RESULTS

Demographic characteristics of study parti-
cipants are shown in Table 1. A total of 9
(64.3%) patients who completed the inter-
view were pregnant and 13 were black
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(92.9%). The mean age was 27 years
(Mean= 27; SD= 3.56) and patients had an
average of two children (Mean= 2.25, SD=
1.17). No patients reported current mental
health treatment, but some patients had
previously received mental health treat-
ment (21.4%, n=3).

All participants rated their health as
“good” or better. Participants reported a
mean score of 4.15 (SD=3.51) on the EPDS
and a mean score of 3.08 (SD=2.90) on the

Mothers' Preferences for
Positive Provider-Patient
Relationships

Authenticity: Humble,
Open, Personal
Attunement, Create
Bonds

Acknowledge
Perceived Stigmas

Recommendations

Recognize )
Importance of Build Comfort in
Trusting and Broaching Mental
Respectful Patient-  Health Topics
Provider
Relationships

; Embed Mental

Address Health Services

Multilayered in OB Settings

Treatment
Needs

Display Compassionate
Understanding of Potential
Cultural Stigma associated
with Mental Health

GAD-7, indicating low reported depressive
and anxiety symptoms, respectively.

Participants described a range of
personal experiences with perinatal mental
health. Participant responses were reviewed
and analyzed for each research question,
yielding two general content themes related
to the provider-patient relationship and
treatment preferences (see Figure 1). Each
theme is described below with exemplar
quotes that illustrate the substance of
material presented.

Mothers' Preferences with
Mental Health Treatment

' Logistics: Therapy Sessions |
Involving Baby, Childcare,

| Transporiation Assistance,
/ ', Scheduling Around Regular |

| Modality: Group || OB Appointments

| Therapy |~

N | Content: Parenting Skills,

| Self-care, Communication, |
| Emotion Regulation,
| Managing Expectations

Figure 1. Themes and recommendations regarding the provider-patient
relationship and treatment preferences in an OB setting
among Black perinatal women
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Provider Patient Relationship. When
examining responses describing the pro-
vider-patient relationship, subthemes of
authentic connection and perceived stigma
emerged.Participants noted differences in
their overall levels of comfort in discussing
stress and mental health issues with their
providers.

Authentic connection. There was a
clear preference expressed in discussing
mental health issues with a provider who is
“humble” and “open”. One postpartum
participant stated:

You know, I really appreciate the
kindness and the...the openness with
the, some of the doctors that I've had,
you know? You know, even like when
they weren’t sure about something, they
were open enough to say, okay I'm not
sure, I'm gonna go and get a colleague
and you know so that made me feel
comfortable that they are, they acknow-
ledge that they don’t have the answers
to everything. You know, that they also
need help, which is not a bad thing, you
know?

Participants also indicated a desire for
providers to build their comfort levels in
broaching mental health topics and creat-
ing more of a “bond” with their patients.
One postpartum participant with two
children stated in regard to her long-term
relationship with her provider who also
delivered both of her children:

Yes and even still — I'm still not
comfortable with her and talking with
her about different things. I do feel like
doctors should definitely build some
relationships so that their patients could
feel comfortable speaking on things.
And if not, we leave the office with so
many things on our mind that we
couldn’t even get out.

The authenticity of the provider-pati-
ent relationship directly related to barriers
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in receiving and following through with
mental health referrals. Among those who
received referrals, participants noted a lack
of coordination of care or wrap around
services. Some participants added that the
specific referrals did not feel suited to their
individual needs or lacked a more personal
level of attunement. Attunement was con-
ceptualized as meaning the provider was
present with the patient in an interactive
manner and accurately captured the sense
of how they were feeling in the moment--in
essence, providing the patient with a sense
of feeling seen and heard. Participants who
perceived their interactions with providers
as lacking comprehensive care reported
feeling as though the communication was
dismissive rather than responsive and
attentive to their emotional needs.One
postpartum participant noted:

When I had mentioned something
about how I was feeling she [provider]
just automatically, she just referred me
to the therapist. We didn'’t talk about it
at all, she was just like “maybe you
should see a therapist”. I wouldn’t say
she didn’t care, but she really didn't
want to talk about it.

Some participants expanded on the
concept of genuineness and relatability
further to note that a more formal and less
person-centered approach came across as
insensitive. One postpartum participant
describes her experiences stating;:

And I'm like here not because you
know, I'm here in a high-risk clinic not
because I'm well, you know and every-
thing’s in control, but I'm having some
additional problems and that’s why I'm
here so, the little comments you know,
to me is unnecessary and it made me
feel uncomfortable. You know, at the
same time. But that is why I say, be
more sensitive to you know, what’s
going on with that particular person
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versus making comment “eh, eh, why is
your blood pressure high,” Or like
they’re driving your anxiety level up
here, you know.

The comments emphasized authentic
patient-provider relationships with charac-
teristics that indicate an approach that
valued each patient individually. Many par-
ticipants describednarratives that detailed
frustration with being just a number or
lacking in empathy. One postpartum parti-
cipant reported:

I feel like they just get us in and
out. Instead of, you know, talking to us
they talk at us it’s like a routine. They
ask the same questions with every pati-
ent so it’s a routine. And they are just
looking for the answer to the question
instead of listening and paying
attention to us.

Perceived Stigma. Perceived stig-
ma emerged as a frequent concern for par-
ticipants, which was often associated with
fears of repercussions or consequences
from being “honest” about mental health
issues or having a mental health diagnosis
on their medical record. One postpartum
participant stated:

I would be comfortable, but then
I'm not sure how much I'd be able to say
to someone without them assuming the
worst or, those types of repercussions or
consequences from just being honest
and talking about my personal feelings
and everything. Because it’s tied to, like
medical records and things like that.
You don’t want that to reflect badly on
you later on.

In terms of communicating with
providers about interpersonal or relational
conflicts at home, participants reported
being more apprehensive, noting these
issues were “too personal,” and they were
more likely to open up to a main source of
support (e.g., family, friends). In contrast,
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participants were more likely to discuss
substance use issues with providers. When
the interviewer queried whether the partici-
pants perceived substance use to be a phy-
sical health topic rather than strictly mental
health, respondents’ answers were
affirmative.

Treatment Preferences. When
asked about potential program develop-
ment to support pregnant and postpartum
women with staying healthy and coping
with stress, participants noted three rele-
vant subthemes of modality, content, and
logistics.

Modality. Participants cited group
therapy as favorable over individual. Narra-
tives related to social support and shared
experiences as a positive aspect of group
therapy were frequent. For example, one
pregnant participant stated:

It's very good for pregnant women
because...anything is good for pregnant
women. Because at some points you just
feel like you're not like you used to be
and everything changes, the way you
walk, the way you wake up...so if there
are good quality times that you can
share even in...it’s a good thing. It’s very
good for the baby too because if their
mother is happy and she feels like she
has help or support, that’s good.

Another postpartum participant with
two children expressed a preference for
groups noting the importance of leaving the
home and remaining connected to sources
of support:

I think a group would be better
Jjust for the social interaction, just to be
social. Cause when you have, you first
have a baby you can’t really hang out or
really do much. So I think that would
help the social aspect, that would help.
Cause you feel like you're getting out but
not really hanging out where you feel
like you’re not at home all the time.
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Content. Topics related to managing
expectations, parenting skills (e.g., child-
care, sleep, and nutrition), self-care, and
tools for effective communication and emo-
tion regulation were preferred. One post-
partum participant stated:

Definitely dealing with the baby at
different stages of their life. Also, stress
management. Like, when you're almost at
that boiling point where you just can't deal
with the baby anymore, you know, back to
the stress thing. Definitely for first time
parents, you know, bathing the baby,
changing diapers, all that kind of stuff.

Logistics. The respondents per-
ceived various logistical barriers preventing
women from taking advantage of interven-
tions as well as potential facilitators to
enhance the likelihood of treatment adhe-
rence. For example, nearly all participants
noted childcare as a barrier to treatment.
One postpartum participant stated:

Maybe if there’s a situation where
like, you can bring your children with
you? Like if it’s a_ family-oriented type of
thing. Or if they have things for the
children to do or children to play.

Several women reported transporta-
tion barriers. Many did not drive or could
not afford parking and relied on the prac-
tice’s location being close to a metro or bus
station. Multiple participants recommend-
ed transportation options be provided by
the practice. This is detailed in one preg-
nant participant’s response:

If they could have a van and they
could pick the moms up thats be...
everybody doesn’t have reliable trans-
portation so maybe that’ll be a reason
why some moms may not show up
because they don’t want to tow their
stroller and baby bags and all those
things on public transportation.

Recommendations to schedule mental
health appointments before or after OB

www.thejmch.com

appointments were also discussed to
decrease difficulties with childcare and
transportation.

DISCUSSION

The present study provides a preliminary
investigation into the patient preferences of
mental health interventions in OB settings
among low-incomeblack women. Our study
is an initial attempt to fill the gap on the
unique experiences of black pregnant and
postpartum women and supports efforts to
understand perinatal mental health prefe-
rences as an essential component to the
development and implementation of inter-
vention programs. Overall, our findings
align with the broader literature regarding
black individuals’ mental health prefe-
rences, acknowledging that cultural issues
(e.g., stigma, importance of a trusting rela-
tionship with provider) and logistical issues
(e.g., childcare and transportation) contri-
bute to barriers in accessing and utilizing
care (Alvidrez, 1999, Nadeem et al., 2008;
Nicolaidis et al., 2010).

In regard to provider-patient relation-
ships (see Figure 1), these women valued
having trustworthy relationships with their
providers as a means towards building indi-
vidualized care and connections. Prior re-
search has emphasized that many black
women view the health care system as
racially biased, noting past negative expe-
riences attributed to racism, such as pro-
viders not spending enough time with
them, not respecting their intelligence, not
providing adequate explanations, and
breaking their trust (Nicolaidis et al., 2010).
In addition, our study found that perceived
stigma from disclosure of mental health
issues was associated with fears of reper-
cussions or consequences. Heightened
community and self-stigma as well as mis-
trust of the mental health profession have
been attributed to psychological barriers in
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mental health treatment seeking behaviors
among black people in the United States
(Alvidrez, 1999; Nadeem et al., 2008;
Nicolaidis et al., 2010).

Interestingly, findings were suggestive
of participants perceiving substance use as
aligning more with the domain of physical
health than strictly mental health. As
observed in other studies, this may be
related to the self-stigma and the tendency
for people to identify causal factors of
illness that reflect the specific circumstan-
ces of their own lives (Hunt et al., 1989).
Our findings support previous strategies for
addressing barriers to the detection and
treatment of depression in the black popu-
lation including: 1) assessing for stigma
toward mental health problems;2) making
the connection between physical and
mental health; 3) inquiring about patients’
experience of life stressors, and social con-
flicts; 4)maintaining a respectful, open
dialogue to understand an individual’s style
of coping with depressive symptoms have
been recommended for addressing barriers
to the detection and treatment of depress-
ion in the black population (Das et al.,
2000).

Women are more likely to seek medi-
cal care during pregnancy, and women with
multiple children tend to deliver in the
same setting. Thus, OB settings are among
the most accessible in health care during
the perinatal period (Flynn et al., 2006;
Goodman et al., 2013; Marcus, et al., 2003).
These OB visits afford opportunities to
connect with patients and allow the deve-
lopment of a quality provider-patient rela-
tionship. Recognizing perceived barriers
and facilitating treatment have been shown
to enhance treatment seeking (Byatt et al.,
2012; Ward et al.,, 2013; Stevens et al.,
2018). Thus, mental health services might
be more likely to be accessed by low-income
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black women if mental health care is
embedded within a patient’s OB visit.

Data on treatment preferences (see
Figure 1)revealed additional perceived
barriers to participating in mental health
treatment, particularly childcare needs and
transportation barriers. Within this study,
the shared experiencesof becoming a
mother and the responsibilities of having a
newborn were stressed as providing a level
of communal safety. As the life transition of
having a child felt isolating for some
women, group modality was identified as
preferable over individual modality. Inte-
grating mental health care with options for
group therapy within the OB setting could
provide an optimal opportunity for identi-
fication and treatment of perinatal depress-
ion as well as a supportive and destigma-
tizing space.

Research on treatment for depression
in general adult populations has found that
attention to patient preferences is asso-
ciated with patients being more likely to
enter treatment, to receive efficacious treat-
ments, andto show an overall improvement
in depression symptom levels (Clever et al.,
2006; Lin et al.,, 2005). Adding to this
literature, we sought information that
would guide the design of future interven-
tions that pregnant and postpartum low-
incomeblack women would find affirming
and accessible. Participants strongly pre-
ferred intervention topics focused on mana-
ging expectations, parenting skills (e.g.,
childcare, sleep, and nutrition), self-care,
and tools for effective communication and
emotion regulation. Based on our findings,
patients value the importance of a trusting
and respectful patient-provider relation-
ship, are sensitive to compassionate under-
standing of potential cultural stigma asso-
ciated with mental health treatment, and
value the importance of addressing com-
plex factors, logistical or otherwise, that
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intersect to create multilayered treatment
needs among low-incomeblack women.

This study’s limitations are its small
sample size and narrow geographic scope,
which may decrease the generalizability of
the findings. However, the patients’ pers-
pectives may be similar to other black
women in urban communities. Although
the sample size of this study (N=14) was
appropriate for the qualitative analyses
completed, a larger sample would increase
the study’s external validity. In addition, we
were unable to identify differences between
pregnant and postpartum women. More-
over, there is also a lack of generalizability
inherent in the nature of qualitative re-
search. As with any study based upon self-
report data, there is potential for bias.

Another limitation to this study was
the lack of racial concordance between par-
ticipants and interviewer. It is unclear the
extent to which this hindered opportunities
for a more in-depth explorations of expe-
riences or perceptions of discrimination as
it relates to mental health interventions.
Nevertheless, given that the interviewer
was concurrently working as staff within
this setting,there may have been a level of
familiarity. In addition, as the majority of
health providers in this setting were white,
this racial disparity is not unusual. Further
research is warranted to examine the rela-
tionship between discrimination, provider-
patient relationship, and mental health
integration in OB settings among black
women.

Perinatal depression among low-
income black women is a significant public
health problem. Our findings have a num-
ber of implications for health care practice,
policy, and practitioners’ education in OB
settings. Factors including patient mental
health preferences, barriers, and facilitators
to treatment must be considered to inform
improvements to health care access and
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interventions. Consistent with previous lite-
rature, these findings illuminate the need
for collaborations among researchers,
health care providers, and the patients
served to develop programs aimed at pro-
viding mental health interventions for
pregnant and postpartum black women.

In addition, providers have an obliga-
tion to mitigate health disparities among
racial and ethnic minorities. We hope to
highlight the importance of education and
strategies to strengthen cultural compe-
tence. Providing equitable and responsive
mental health interventions in OB settings
may help reduce disparities and improve
outcomes. Further research should examine
the efficacy of treatment interventions and
reduction of barriers among pregnant and
postpartum low-income black women. Our
findings support the importance of offering
integrative, culturally competent, and
accessible mental health interventions in
order to prevent and treat perinatal depres-
sion among low-income black women.
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