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Background
Perinatal mental health is a major public health concern.

limely access to mental health treatment is crucial
during pregnancy and up to 12 months postpartum.’

Black, Latina and low-income women are more likely to
develop perinatal psychiatric problems, but less likely to
receive treatment.234

Coordination between safety net community mental
health clinics and prenatal care in urban centers is a
challenge.

Long wait times for therapy and/or psychiatric services
may miss the critical perinatal time window.

Though on-site collaborative care models are the gold
standard for outpatient psychiatric consultations and
referrals, co-location is not always possible.

Study Setting

Mission Neighborhood Health Center (MNHC) provides
prenatal care to medically underserved individuals in
San Francisco’s Mission District, but lacks on-site
access to mental health care services for these patients.

Mission Mental Health Services (MMHS) is a
neighboring community mental health clinic in the San
Francisco Department of Public Health (SFDPH) that
provides comprehensive services to patients with a
wide variety of psychiatric diagnoses.

Both MNHC and MMHS specialize in treating
Latinx/monolingual Spanish-speaking patients in the
community, some of whom are treated in both clinics.

Objectives

Demonstrate feasibility of a referral-based community
mental healthcare pilot program for pregnant and
postpartum patients.

Examine data from MNHC prenatal and postpartum
patient visits to further identify the needs of this patient
population.

Methods

Pilot Design

« Established relationship between midwife/perinatal mental
health ‘champion’ at MNHC and psychiatrist at MMHS
specializing in perinatal mental health.

« Psychiatrist can accept limited number of patients for
expedited evaluation and treatment with short-term individual
therapy and/or medication management, if indicated.

Figure 1: Pilot Eligibility
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« Developed referral form with criteria to be sent to psychiatrist.

Figure 2: Proposed Pilot Flow
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Analysis: Aggregate and de-identified patient data from MNHC
prenatal/postpartum visits Jan 2021 — Dec 2021. Descriptive
analyses of demographics and psychosocial screening measures
from these visits. This quality improvement project was deemed
not human subjects research by the UCSF IRB.

Results Discussion

« Building a successful referral model is challenging and
must address barriers at all levels of care, as suggested
below:
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Figure 6: Referral Numbers per Month (N=10)
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